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in  severe  respiratory  infections 
refractory  to  other  measures 

CHLOROMYCETIN 

(chloramphenicol,  Parke-Davis 

for  established 
clinical  efficacy  against 
susceptible  organisms 


jit. 


5 


in  Friedlander’s  Pneumonia^  ’’ 


Although  the  prognosis  in  Friedlander’s  pneumonia  is  poor,  treatment  with  CHLOROMYCETIN  has  shown 
a good  response  when  susceptible  strains  of  Klebsiella  pneumoniae  are  incriminated. 

in  Hemophilus  Influenzae  Pneumonia®-'’-^®-’'* 

Because  the  invading  organism  is  usually  sensitive  to  CHLOROMYCETIN,  this  agent  is  generally  effective 
in  pneumonias  caused  by  H.  influenzae. 

in  Staphylococcal  Pneumonia^  '’-'^ 

CHLOROMYCETIN  continues  to  remain  effective  against  many  resistant  strains  of  staphylococci,  and— 
alone  or  in  combination  with  other  antibiotics-should  be  considered  when  other  antistaphylococcal 
drugs  are  ineffective. 

in  Acute  Epiglottitis'*-’"’^’ 

This  condition  is  most  often  caused  by  H.  influenzae,  most  strains  of  which  are  sensitive  to 
CHLOROMYCETIN.  Therapy  should  be  instituted  at  once,  since  the  disease  may  progress  from  the  first 
symptoms  to  a severe  respiratory  obstruction  in  four  to  six  hours. 

In  Pneumonias  Due  to  Gram-negative  Bacilli" 

Because  of  its  broad-spectrum  activity,  CHLOROMYCETIN  is  often  effective  in  pneumonias  caused  by 
sensitive  strains  of  Aerobacter,  Proteus  of  various  species,  Paracolobactrum,  and  other  gram- 
negative pathogens  encountered  with  increasing  frequency  in  serious  respiratory  tract  infections. 

In  Staphylococcal  Empyema’^ 

The  infiltrating  lesions  of  staphylococcal  empyema  are  often  difficult  to  eradicate.  While  CHLOROMYCETIN 
should  only  be  used  when  the  infection  has  been  resistant  to  treatment  with  other  antistaphylococcal 
drugs,  therapy  with  CHLOROMYCETIN,  in  conjunction  with  surgical  procedures,  will  often  bring  favorable 
results. 

CHLOROMYCETIN  (chloramphenicol,  Parke-Davis)  is  available  in  various  forms,  including  Kapseals®  of  250  mg.,  in  bottles  of  16  and 
100.  See  package  insert  for  details  of  administration  and  dosage. 

Warning:  Serious  and  even  fatal  blood  dyscrasias  (aplastic  anemia,  hypoplastic  anemia,  thrombocytopenia,  granulocytopenia)  are 
known  to  occur  after  the  administration  of  chloramphenicol.  Blood  dyscrasias  have  occurred  after  both  short-term  and  prolonged 
therapy  with  this  drug.  Bearing  in  mind  the  possibility  that  such  reactions  may  occur,  chloramphenicol  should  be  used  only  for 
serious  infections  caused  by  organisms  which  are  susceptible  to  its  antibacterial  effects.  Chloramphenicol  should  not  be  used  when 
other  less  potentially  dangerous  agents  will  be  effective,  or  in  the  treatment  of  trivia!  infections  such  as  colds,  influenza,  or  viral 
infections  of  the  throat,  or  as  a prophylactic  agent. 

Precautions;  It  is  essential  that  adequate  blood  studies  be  made  during  treatment  with  the  drug.  While  blood  studies  may  detect  early 
peripheral  blood  changes,  such  as  leukopenia  or  granulocytopenia,  before  they  become  irreversible,  such  studies  cannot  be  relied 
upon  to  detect  bone  marrow  depression  prior  to  development  of  aplastic  anemia. 

References:  (1)  Thacher,  H.  C.,  & Fishman,  L.:  J.  Maine  M.  A.  52:84,  1961.  (2)  Hopkins,  E.  W.:  Postgrad.  Med.  29:451,  1961. 
(3)  Hall,  W.  H.:  M.  Clin.  North  America  43:191,  1959.  (4)  Krugman,  S.;  Pediat.  Clin.  North  America  8:1199,  1961.  (5)  Ede,  S.; 
Davis,  G.  M.,  & Holmes.  F.  .H.;  J.A.M.A.  170:638,  1959.  (6)  Wolfsohn,  A.  W.:  Connecticut  Med.  22:769,  1958.  (7)  Caivy,  G.  L.: 
New  England  J.  Med.  259:532,  1958.  (8)  Hendren,  W.  H.,  Ill,  & Haggerty,  R.  J.:  J.A.M.A.  168:6,  1958.  (9)  Cutts,  M.:  Rhode 

Island  M.  J.  43:388,  1960.  (10)  Berman,  W.  E.,  & Holtzman,  A.  E.:  California  Med.  92:339, 
1960.  (11)  Vetto,  R.  R.;  J.A.M.A.  173:990,  1960.  (12)  Sia,  C.  C.  J.,  & Brainard,  S.  C.:  Hawaii 
M.  J 17:339,  1958.  (13)  Rosenthal,  1.  M.:  GP  17:77  (March)  1958.  (14)  Gaisford,  W.:  Brit.  M.  J. 
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SURVEY  OF  9,872  CULTURES 
OF  COMMON  PATHOGENS  ^ 


Conclusions  of  Nationwide  Survey;  Report  I 


1.  Even  after  five  years  of  general  use,  Tao,  of 
the  antibiotics  tested,  demonstrated  greatest  ac- 
tivity against  respiratory  streptococci  and  staphy- 
lococci (3,332  cultures). 

2.  Overall  results  showed  a higher  percentage 
of  susceptibility  among  these  common  pathogens 
to  Tao  than  to  the  other  antibiotics.  Susceptibility 
to  Tao  was  greatest,  not  only  in  respiratory  strep- 
tococci and  staphylococci,  but  also  in  these  organ- 
isms isolated  from  skin  and  soft  tissue  (3,423  cul- 
tures), genitourinary  and  gastrointestinal  tracts 
and  other  sources  (2,458  cultures).  Susceptibility 
was  ecpial  to  all  antibiotics  tested  in  pneumococci 
from  unspecified  sources  (463  cultures),  and  less 


to  Tao  in  H.  influenzae  from  unspecified  sources 
(196  cultures). 

3.  Tao  has  been  used  for  five  years  without 
development  of  predictable  cross  resistance. 
In  1958  and  1961,  approximately  73%  and  70%, 
respectively,  of  erythromycin-resistant  problem 
staphylococci  showed  susceptibility  toTao.^''^  The 
present  study  confirms  the  continuing  high  degree 
of  Tao  activity  even  against  these  pathogens.  Of 
1,592  cultures  of  erythromycin-resistant  staphy- 
lococci, 68%  were  susceptible  to  Tao,  while  in  the 
reverse  situation,  only  33%  of  768  Tao-resistant 
staphylococci  were  susceptible  to  erythromycin. 


1# ,.  f V 


■# 
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Report  II 


0% 


Specific  analysis  of  3,332  cultures  of  streptococci  and  staphylococci 
isolated  from  the  ear,  nose,  throat,  and  lower  respiratory  tracts 
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Report  I demonstrated  the  susceptibility  of  9,872  cultures  of  common  pathogens  to  five  antibiotics 
(chloramphenicol,  erythromycin,  penicillin,  tetracycline,  Tao).  The  report  concluded  that  Tao 
showed  the  greatest  overall  in  vitro  effectiveness  against  these  bacteria  isolated  from  patients.' 


40 


Bacterial  Susceptibility  in- 

39332  fl^MBffB^fa^athogen  s 
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Capsules  • Ready-Mixed  Oral  Suspension  • 
Pediatric  Drops  • Parenteral (a*oieandomycm phosphate) 


“The  first  prescription  I ever  wrote 
was  for  'Empirin’ with  Codeine... 
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and  it  is  still  my  stand-by 
for  pain  relief  today.” 


PICTURE  THE  YOUNG  DOCTOR  with  his  first  private  patient,  about  thirty-five 
years  ago.  This  is  the  moment,  after  years  of  study  and  guidance  in  class- 
room and  at  hospital  bedside,  when  he  assumes  the  full  weight  of  responsibility 
for  the  well-being  of  his  patient.  He  makes  his  diagnosis.  The  patient  is  in  con- 
siderable pain,  and  his  first  concern  is  to  relieve  this  discomfort.  He  writes  a 
prescription  for  a new  analgesic,  a convenient  drug  combination  that  he  believes 
will  be  of  help.  This  patient  (and  many  others  to  follow)  finds  gratifying  relief, 
and  the  physician  continues  to  rely  upon  this  medication  as  the  years  go  by. 

Could  this  have  been  you  in  the  1920’s?  That  was  when  ‘Empirin’  Compound 
with  Codeine  first  came  into  general  use  (although  plain  ‘Empirin’  Compound 
has  been  well-known  since  the  influenza  epidemic  of  1 9 1 8).  Satisfaction  through 
the  years  has  prompted  doctors  everywhere  to  depend  on  ‘Empirin’  with  Codeine 
for  relief  of  most  all  degrees  of  pain.  For  with  this  well-tolerated,  reliable  anal- 
gesic combination  you  can  be  sure  of  results,  and  feel  secure  in  the  fact  that  the 
liability  of  addiction  is  negligible. 

Please  accept  our  thanks  for  continuing  to  place  your  trust  in  a product  that  has 
been  used  more  widely  in  medicine  each  year  for  the  past  four  decades. 


‘EMPIRIN’  COMPOUND  with  CODEINE  PHOSPHATE* 


Acetophenetidin,  gr.  214 
Acetylsalicylic  Acid,  gr.  314 
Caffeine,  gr.  14 


Remember  there  are  now 
four  strengths  available... 

— Muy  he  huhil-jonning. 
Siihjeel  l<>  Feileral  Nanolic  Regiilalioii.s. 


No.  1 — gr.  Vs 
No.  2 — gr.  14 
No.  3 — gr.  14 
No.  4 — gr.  1 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.  Y. 
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WORDS  THAT  CHARACTERIZE 
THE  MANY  DIFFERENT 
DEPRESSIVE  PATIENTS 
IN  WHOM  DEXAMYL®  CAN 
BE  SO  EFFECTIVE 


1 feel  as  though  everything  in  me 
has  slowed  down.  ...” 

After  all  those  months,  the  baby  is 
here  and  ail  I do  is  cry.” 

Everything  bothers  me  now,  Doctor. 
I wasn’t  like  this  before  my  meno- 
pause. . . .” 

'The  harder  I try  to  work,  the  more 
I get  behind.  ...  my  boss  doesn't 
respect  me— my  own  children  don't 
seem  to  respect  me  anymore.” 

‘Now  that  Dad  is  gone,  I just  sit 
and  wait  to  die.” 


DEXAMYL  SPANSULE*  brand  of  sustained  release  capsules 


FORMULA:  Each  'Spansule'  capsule  No.  1 contains 
10  mg.  of  Dexedrine'S  (brand  of  dextro  amphetamine 
sulfate),  and  1 gr.  of  amobarbital,  derivative  of  bar- 
bituric acid  [Warning,  may  be  habit  forming].  Each 
Spansule'  capsule  No.  2 contains  15  mg.  of  'Dexedrine' 
(brand  of  dextro  amphetamine  sulfate)  and  1I2  gr-  of 
amobarbital  (Warning,  may  be  habit  forming).  The 
active  ingredients  of  the  'Spansule'  capsule  are  so  pre- 
pared that  a therapeutic  dose  is  released  promptly  and 
the  remaining  medication,  released  gradually  and  with- 
out interruption,  sustains  the  effect  for  10  to  12  hours. 

INDIC.ATIONS:  (1)  For  mood  elevation  in  depressive 
states;  (2)  for  control  of  appetite  in  overweight. 


USUAL  DOSAGE:  One  'Dexamyl'  Spansule  capsule 
taken  in  the  morning  for  10-  to  12-hour  effect. 

SIDE  EFFECTS:  Insomnia,  excitability  and  increased 
motor  activity  are  infrequent  and  ordinarily  mild. 
CAUTIONS:  Use  with  caution  in  patients  hypersensi- 
tive to  sympatliomimetic  compounds  or  barbiturates  and 
in  coronary  or  cardiovascular  disease  or  severe  hyper- 
tension. 

SUPPLIED:  'Spansule'  capsules  No.  1 (1  dot  on  cap- 
sule) and  No.  2 (2  dots  on  capsule),  in  bottles  of  30. 
Prescribing  information  October  1962. 

Smith  Kline  & French  Laboratories  ^3- 
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asthma  attack  averted 

...  in  minutes 


patient  protected 
. . . for  hours 


. . . works  with  nebulizer  speed— provides  four-hour  protection 

One  Nephenalin  tablet  provides:  air  in  a hurry — through  sublingual  isoproterenol  HCI,  10  mg. 
air  for  hours — through  theophylline,  2 gr.;  ephedrine,  % gr.;  phenobarbital,  Vs  gr. 

Dosage:  Hold  one  Nephenalin  tablet  under  the  tongue  for  five  minutes  to  abort  the  asthmatic 
attack  promptly.  Then  swallow  the  tablet  core  for  four  full  hours’  protection  against  further 
attack.  Only  one  tablet  should  be  taken  every  four  hours.  No  more  than  five  tablets  in  24  hours. 
Supplied:  Bottles  of  50  tablets.  For  children:  Nephenalin  Pediatric,  bottles  of  50  tablets. 

Caution:  Do  not  administer  Nephenalin  with  epinephrine.  The  two  medications  may  be  alter- 
nated at  4-hour  intervals.  Nephenalin  should  be  administered  with  caution  to  patients  with 
hyperthyroidism,  acute  coronary  disease,  cardiac  asthma,  limited  cardiac  reserve,  acute  myo- 
cardial damage,  and  to  those  hypersensitive  to  sympathomimetic  amines.  Phenobarbital  may  be 
habit  forming.  Thos.  Teeming  & Co.,  Inc.,  New  York  17,  N.Y. 
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Formerly  nervous  and  tense, 
the  Librium-treated  patient  is 
better  able  to. . . 


This  in  essence  is  what  happens  when 
you  place  a patient  on  Librium  therapy. 
She  is  better  able  to  function  normally, 
take  an  active  interest  in  her  family 
and  surroundings,  meet  and  solve 
daily  problems. 

Librium  has  a wide  range  of  usefulness. 
Its  spectrum  of  activity  envelops  and 
extends  well  beyond  that  of  mepro- 
bamate and  into  certain  indications  for 
which  phenothiazines  are  prescribed. 
Librium  does  not  dull  mental  clarity 
or  induce  drowsiness.  Its  effect  is 
prompt  and  decisive,  even  in  patients 
where  tranquilizer  therapy  has  failed. 
Over-all,  Librium  offers  you  an  unusually 
safe  compound  which  is  free  from 
extrapyramidal  or  autonomic  side  effects, 
and  which  will  not  bring  about  or 
deepen  depression.  Librium  is  available 
in  capsules  of  5 mg,  1 0 mg  and  25  mg, 
and  in  100  mg  ampuls  — a range  of 
dosage  strengths  which  enables  you  to 
treat  all  degrees  of  anxiety  and  tension 
in  most  patients.  Consult  literature 
and  dosage  information,  available 
on  request,  before  prescribing. 

Anxiety  and  tension  relieved 
Alertness  maintained 


Librium* 


chlordiazepoxide 


enjoy 

her 

family 


successor 

to  the  tranquilizers 


ROCHE 


In  colds 
and 

sinusitis 

unsurpassed 

in  providing 

drainage 

space 

without 

chemical 

harm 


The  clogged  sinus 
In  sinusitis,  the  mucous 
membrane  becomes 
hyperemic  and 
edematous,  lymph 
glands  and  goblet  cells 
hyperactive.  Ostium  is 
closed  by  edema  and 
secretions  cannot 
drain  freely. 


The  normal  sinus 
Magnified  anatomy  of 
a portion  of  maxillary 
sinus  showing  mucous 
membrane  with  cilia 
and  lymph  glands. 
Ostium  is  normal 
and  patent. 


NEO-SYNEPHRINE 


brand  of  phenylephrine  hydrochloride 


hydrochloride 

NASAL  SPRAYS  AND  SOLUTIONS 


LABORATORIES 
New  York  18,  N.Y. 


When  there  is  nasal  turgescence,  tiny  orifices  of  sinus  ostia 
tend  to  clog.  Neo-Synephrine  nasal  solutions  and  sprays  reduce 
edematous  tissues  on  contact  to  provide  prompt  relief.  As  tur- 
binates shrink,  obstructed  sinus  ostia  open,  drainage  and  breath- 
ing become  freer  and  the  boggy  feeling  of  a cold  disappears. 

Delicate  respiratory  tissue  and  its  natural  defenses  are  not 
harmed  by  exceptionally  bland  Neo-Synephrine;  systemic  effects 
are  nil;  it  does  not  sting.  For  years  it  has  been  recommended 
for  prevention  and  treatment  of  sinusitis.'"^  Repeated  applica- 
tions do  not  lessen  effectiveness. 

Available  in  plastic  nasal  sprays  for  adults  (V2%)  and  children 
(iA%),  in  dropper  bottles  of  Vs,  % or  1 per  cent. 

1.  Grant,  L.  E.;  Coryza  and  nasal  sinus  infections,  Clin.  Med.  & Surg. 
42:121,  March,  1935.  2.  Putney,  F.  J.:  Sinus  infection,  in  Conn,  H.  F. 
(Ed.):  Current  Therapy  1952,  Philadelphia,  W.  B.  Saunders  Company, 
1952,  p.  110.  3.  Simonton,  K.  M.:  Current  treatment  of  sinusitis,  Jour- 
nal-Lancet 79:535,  Dec.,  1959. 
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FORJ^  dickens  °fa  COUGH 

Dimetane'Expectorant 

Dimetane'Expectorant-DC 


EVERYTHING  cTVIOST  PATIENTS  J^EED 


Most  types  of  patients  and  most  types  of  coughs  re- 
spond to  Dimetane  Expectorant... a pleasant  tasting 
combination  of  an  excellent  antihistamine,  two  proved 
decongestants  and  the  expectorant  that  works  best. 
For  that  occasional  patient  who  requires  additional 
cough  suppressant  action,  Dimetane  Expectorant-DC 
provides  the  same  potent  ingredients  plus  the  added 
suppressant  action  of  Codeine  Phosphate. 
formula:  Each  5 cc.  (1  teaspoonful)  of  Dimetane 
Expectorant  contains:  Dimetane®  (Parabromdylamine 


[Brompheniramine]  Maleate),  2.0  mg.;  Glyceryl 
Guaiacolate,  100.0  mg.;  Phenylephrine  Hydrochloride, 
USP  5.0  mg.;  Phenylpropanolamine  Hydrochloride, 
NNR  5.0  mg.;  Alcohol  3.5%  in  a good-tasting  aromatic 
base.  Dimetane  Expectorant-DC  provides  the  above 
formula  plus  Codeine  Phosphate  10  mg.  per  5 cc. 
(exempt  narcotic). 

A.  H.  ROBINS  CO.,  INC.,  Richmond  20,  Va. 

MAKING  TODAY'S  MEDICINES  WITH  INTEGRITY 
...SEEKING  TOMORROW’S  WITH  PERSISTENCE 


u 


‘‘J  ft 

nMF* 


/ “ Too 
bad! 
Carles 
can  be 
prevented^'* : 


M ^ ^ V W ^ Yes,  new  chewable  FLUORAC  Tablets  pro- 

M m A M.  A.  J vide  caries-preventing  fluoride  in  safe  daily 

dosage  . . . plus  vitamins  that  contribute  to  dental  health.  Deliciously  orange-flavored  FLUORAC  Tablets 
are  readily  taken  by:  older  children  (chewed,  dissolved  in  mouth  or  swallowed);  pregnant  women 
(from  fourth  month  on  to  protect  fetus);  infants  (crushed  and  sprinkled  on  food).  Economical  bottles 
of  100  FLUORAC  Tablets  on  prescription  only.  Not  to  be  used  where  fluoride  content  of  water  is 
more  than  1 ppm  and  daily  ingestion  exceeds  0.5  mg.  for  age  3 and  over,  and  0.3  mg.  for  those  under  3. 
Each  FLUORAC  TABLET  provides:  FLUORIDE  (os  sodium  fluoride)  0.5  mg.  ■ PYRIDOXINE  HCI  (Be)  2 mg.  m ASCORBIC 
ACID  1C)  75  mg.  ■ VITAMIN  A 5,000  U.  S.  P.  Units  ■ VITAMIN  D 500  U.  S.  P.  Units.  H Dosage:  1 tablet  doily. 

SAMPLES  AND  LITERATURE  FROM  . . . 

U.  S.  VITAMIN  & PHARMACEHTTICAI.  CORP. 

ARLINGTON-FUNK  LABORATORIES,  DIVISION  • 800  SECOND  AVENUE,  NEW  YORK  17,  N.  Y. 


*DMF— Teeth  that  are  decayed,  missing  or  filled. 
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when  lowered  skin  temperature  points  to 
PERIPHERAL  VASCULAR  DISEASE 


Isoxsuprine  hydrochloride,  Mead  Johnson 


for  effective  relief  of  pain,  cramping,  numbness,  and  cold 

In  the  clinical  management  of  peripheral  vascular  disease,  VasodIlan  acts 
directly  on  the  arterial  wall  to  increase  deep  peripheral  circulation.^’®  It  has  been 
proven  safe  and  effective  at  recommended  oral  doses, essentially— 

• without  adverse  effects  on  coronary  flow®’®  • ivithout  ganglionic  blocking® 

• without  increase  in  gastric  acidity®  • ivithout  hypotension  or  tachycardia®’® 

• ivithout  development  of  tolerance® 

Oosafjv  and  administration : Oral  — 10  to  20  mK.  (1  to  2 tablets)  t.i.d.  or  q.i.d. ; I.M.  — 5 to  10  mg.  b.i.d.  or  t.i.d.  Contraindi<^ations  : 
There  are  no  known  contraindications  to  oral  administration  of  VasodIlan  in  recommended  doses.  Cautions : VasodIlan  should 
not  be  given  immediately  postpartum  or  in  the  presence  of  arterial  bleeding.  Parenteral  administration  is  not  recommended  in  the 
presence  of  hypotension  or  tachycardia.  Intravenous  administration  is  not  recommended  because  of  the  increased  likelihood  of  side 
effects.  Side  ejjects:  Few  side  efTects  occur  when  given  in  recommended  oral  doses.  Occasional  palpitation  and  dizziness  can  usually 
be  controlled  by  dosage  adjustment.  Single  intramuscular  doses  of  10  mg.  or  more  may  result  in  hypotension  or  tachycardia.  Supplied: 
10  mg.  tablets  in  bottles  of  100  and  1,000;  in  2 cc.  ampuls  containing  10  mg.  (5  mg./cc.)  for  intramuscular  use.  boxes  of  6.  For 
complete  details  on  indications,  dosage,  administration,  and  clinical  background  of  VasodIlan,  see  the  brochure  of  this  product 
available  on  request  from  Mead  Johnson  Laboratories,  Evansville  21,  Indiana. 

References : (1)  Clarkson,  I.  S.,  and  Le  Pore,  D.  M. : Angiology  11 :190-192  (June)  1960.  (2)  Kaindl,  F. ; Samuels,  S.  S. ; Selman,  D.,  and 
Shaftel,  H. : Angiology  i0:l85-192  (Aug.)  1959.  (3)  Kaindl.  F. : Partan,  J.,  and  Polsterer,  P:  Wien.  klin.  Wchnschr.  65:186-191  (Max'ch 
16)  1956.  (4)  Samuels,  S.  S.,  and  Shaftel,  H.  E.:  J.A.M.A.  ir/:142-145  (Sept.  12)  1959.  (5)  Billiottet,  J.,  and  Ferrand,  J.:  Semaine  med. 
54  :635-637  (May  20)  1958. 

c 1963  HEAD  JOHNSON  » 'rOupANT  EVANSVILLE  21.  INDIANA  07663/V-I42 


Mead  Johnson 
Laboratories 


Symbol  of  service  in  medicine 
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"’relief  of  symptoms  is  striking  with  Rautrax-N”^ 


Rautrax-N  decreases  blood  pressure  for  almost 
all  patients  with  mild,  moderate  or  severe 
essential  hypertension.  Rautrax-N  also  offers  a 
new  sense  of  relaxation  and  well-being  in  hyper- 
tension complicated  by  anxiety  and  tension.  And 
in  essential  hypertension  with  edema  and/or  con- 
gestive heart  failure,  Rautrax-N  achieves  diure- 
sis of  sodium  and  chloride  with  minimal  effects 
on  potassium  and  other  electrolytes. 

Rautrax-N  combines  Raudixin  (antihyperten- 
sive-tranquilizer) with  Naturetin  c K (anti- 
hypertensive-diuretic)  for  greater  antihyper- 


tensive effect  and  greater  effectiveness  in  relief 
of  hypertensive  symptoms  than  produced  by  ei- 
ther component  alone.  Rautrax-N  is  also  flexi- 
ble (may  be  prescribed  in  place  of  Raudixin  or 
Naturetin  c K)  and  economical  (only  1 or  2 
tablets  for  maintenance  in  most  patients). 

Supply:  Rautrax-N  — capsule-shaped  tablets  provid- 
ing 50  mg.  Raudixin,  4 mg.  Naturetin  and  400  mg. 
potassium  chloride.  Rautrax-N  Modified  — capsule- 
shaped tablets  providing  50  mg.  Raudixin,  2 mg. 
Naturetin  and  400  mg.  potassium  chloride. 

tHutchison  J.  C.:  Current  Therap.  Res.  ^:487  (Oct.)  1960. 


For  full  information,  see  your  Squibb  Product  Reference  or  Product  Brief. 


Rautrax-N* 

Squibb  Standardized  Rauwolfia  Serpentina  Whole  Root  (Raudixin) 
and  Bendroflumethiazide  (‘Naturetin)  with  Potassium  Chloride 


Squibb 


Squibb  Quality  — 
the  Priceless  Ingredient 

•QUXBB  DlVtaiON  Olin 


'RAUDIXIN' <D,  'RAUTRAX'®.  AND'  NATURETIN'®  ARE  SQUIBB  TRADEMARKS. 
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Relieves  Anxiety  and  Anxious  Depression 


The  outstanding  effectiveness  and  record  of  safety  with  which 
Miltown  relieves  anxiety  and  anxious  depression— the  type  of 
depression  in  which  either  tension  or  nervousness  or  insomnia 
is  a prominent  symptom  — has  been  clinically  authenticated 
time  and  again  during  the  past  seven  years.  This,  undoubt- 
edly, is  one  reason  why  physicians  still  prescribe  meprobamate 
more  often  than  any  other  tranquilizer  in  the  world. 


Miltown* 

meprobamate  (Wallace) 

Usual  dosage:  One  or  two  400  mg.  tablets  t.i.d. 
Supplied:  400  ing.  scored  tablets,  200  mg.  sugar-coated 
tablets;  bottles  of  50.  .Mso  as  meprotabs®  — 400  mg. 
unmarked,  coated  tablets;  and  in  sustained-release 
capsules  as  meprospan*-400  and  meprospan*-200  (con- 
taining respectively  400  mg.  and  200  mg.  meprobamate). 


Clinically  proven 
in  over  750 
published  studies 

IActs  dependably  — without 
causing  ataxia  or  altering 
sexual  function 

Does  not  produce 
Parkinson-like  symptoms 
or  liver  damage 

Does  not  muddle  the  mind 
or  impair  physical  activity 


CM.797J 


W.\LLACE  LABOR.ATORIES  / Cranbury,  S'.  J. 


tic  ulcer  management 
hout  acid  rebound 


EOSORB 


tomical  to  use  • less  constipation 


ill  Tablet  contains 


Tiinum  Hydroxide  Gel  (Dried) 
4 grs.  (0.26  gram) 


nesium  Trisilicate 

7 grs.  (0.45  gram) 


hylcellulose  (mucin-like 
)lloid)  1 gr.  (0.065  gram) 


Dosage:  2 tablets  every  2 to  4 
hours.  Tablets  to  be  chewed  and 
swallowed  with  minimum  amount 
of  fluids.  1 tablespoonful  of  liquid 
neosorb  equivalent  to  2 neosorb 
tablets.  Supplied  in  sizes  100,  500 
and  1,000  tablets.  Liquid  in  quarts 
and  pints. 


scribe  J\/EOSORB®  with  confidence 


Haack  Laboratories,  Inc.,  Portland  1,  Oregon 


Prescribe  BELAP  with  confidence 


BELAP 


Haack  Laboratories,  Inc.,  Portland  1,  Oregon 


economical  to  use 


BELAP  No.  0 Formula  BELAP  No.  2 (Scored)  Forr.lfi 

Belladonna  Extract % gr.*  Belladonna  Extract £ 

Phenobarbital % gr.  Phenobarbital E 

BELAP  No.  1 Formula 


Belladonna  Extract % gr.* 

Phenobarbital X gr.  •Equivalent  5 minims  Tinct.  Belladonna;  C/S/* 


Anti-spasmodic-sedative 
Natural  alkaloids  of  Belladonna 


PERC  ODAN  BRINGS  SPEED . . . DURATION . . . 
AND  DEPTH  TO  ORAL  ANALGESIA 


in  the  wide  middle  region  of  pain 


PERCODAN 

(Salts  of  Dihydrohydroxycodeinone  and  Homatropine,  plus  APC)  TABLETS 

fills  the  gap  between  mild  oral  and  potent  parenteral  analgesics 


■ acts  in  5-15  minutes  ■ relief  usually 
lasts  6 hours  or  longer  ■ constipation 
rare  ■ sleep  uninterrupted  by  pain 


Literature  on  request 

ENDO  LABORATORIES 

Richmond  Hill  18,NewYork 


Average  Adult  Dose:  1 tablet  every  6 hours.  May  be  habit-forming. 
Federal  law  allows  oral  prescription.  Also  Available:  Percodan®- 
Demi:  the  complete  Percodan  formula,  but  with  only  half  the 
amount  of  salts  of  dihydrohydroxycodeinone  and  homatropine. 

Each  scored,  yellow  Percodan*  Tablet  contains  4.50  mg.  dihydrohy- 
droxycodeinone HCl,  0.38  mg.  dihydrohydroxycodeinone  terephtha- 
late  (warning:  may  be  habit-forming),  0.38  mg.  homatropine 
terephthalate,  224  mg.  acetyl  salicylic  acid,  160  mg.  acetophenetidin, 
and  32  mg.  caffeine.  "U.S.  Pats.  2,628,185  and  2,907,768 


PRO-BANTHINE 


brand  of  propantheline  bromide 


r • peptic  ulcer 
in  A • gastritis 

biliary  dyskinesia 

Prompt,  positive  control  of  excess  gastroin- 
testinal acidity  and  motility  has  earned  for 
Pro-BanthIne  the  widest  acceptance  as  the 
standard  anticholinergic  medication. 

Authorities  in  pharmacology  and  therapeu- 
tics recognize  the  beneficial  actions  of  Pro- 
Banthine.  Clinicians  prescribe  it  more  often 
than  any  other  drug  of  its  class. 

In  patients  with  peptic  ulcer  or  other  con- 
ditions characterized  by  hyperfunction  of  the 
enteric  tract,  Pro-BanthIne  relieves  pain, 
suppresses  excessive  secretion  and  motility, 
prolongs  the  neutralizing  property  of  antac- 
ids and  hastens  resolution  of  the  disorder. 

The  books  say  “Pro-BanthIne”  when  anti- 
cholinergic medication  is  indicated. 


• spastic  colon 

• pylorospasm 

• functional  gastrointestinal  disorders 

Pro-BanthIne  is  supphed  in  seven  forms 
and  combinations  for  every  clinical  need. 

Pro-Banthine  Tablets  of  15  mg. 

Pro-BanthIne  Ampuls  of  30  mg. 

Pro-BanthIne  p.a.®  (Prolonged  Acting)  Tablets  of 
30  mg. 

Pro-Banthine  (Half  Strength)  Tablets  of  7.5  mg. 

Pro-Banthine®  -with  Dartal®  Tablets,  contain- 
ing 15  mg.  of  Pro-BanthIne  and  5 mg.  of  Dartal 
(brand  of  thiopropazate  dihydrochloride). 

Pro-Banthine  with  Phenobarbital  Tablets,  con- 
taining 15  mg.  of  Pro-Banthine  and  15  mg.  of  pheno- 
barbital. 

Probitaltm  Tablets,  containing  7.5  mg.  of  Pro- 
BanthIne  and  15  mg.  of  phenobarbital. 

G.D.  SEARLE  & CO. 

CHICAGO  80.  ILLINOIS 
Research  in  the  Service  of  Medicine 


22 

\orthwest  Medicine,  January  1963 


EDITORIAL 


We  Are  Sixty 


Sixty  years  ago  this  month  the  first  issue  of 
Northwest  Medicine  appeared.  It  was  a neat 
little  magazine,  remarkably  well  arranged  and 
printed,  of  64  pages,  six  by  nine  inches  in  size 
with  departments  of  Original  Contributions, 
Clinical  Notes,  Editorials,  Reports  of  Society 
Meetings,  and  Recent  Progress  in  Medicine  and 
Surgery.  There  were  articles  on  eclampsia, 
tumors  of  the  kidney,  physical  degeneracy  due 
to  environment,  calculus  of  the  kidney  and  ureter, 
and  a case  of  cortical  blindness  with  operation 
and  recovery.  In  the  department  for  recent 
progress  there  were  reports  on  pneumonia,  dia- 
betes, typhoid  fever  in  children,  pathology  of 
katabolism,  gunshot  wound  of  the  thorax  involv- 
ing the  heart,  appendicitis,  suspension  of  the 
uterus,  resuturing  of  abdominal  incision  in  sup- 
purating cases,  dermatitis  hiemalis  and  four 
forms  of  exfoliative  dematitis.  It  is  obvious  that 
the  originators  had  done  a great  deal  of  plan- 
ning and  were  determined  to  establish  the  new 
journal  as  a quality  publication. 

The  magazine  was  the  result  of  eflforts  by  two 
men  who  had  more  vision  than  their  confreres. 
First  business  manager  was  J.  B.  Eagleson 
and  first  editor  was  Clarence  A.  Smith. 
They  proposed  the  magazine,  selected  its  name, 
launched  it,  nurtured  it,  and  actually  financed  it 
until  advertising  revenue  finally  made  it  a suc- 
cessful business  operation. 

Dr.  Smith  was  fond  of  telling  about  the 
unanimous  and  enthusiastic  rejection  of  the  idea 
when  he  and  Dr.  Eagleson  proposed  that  the 
new  journal  be  sponsored  by  the  King  County 
Medical  Society.  One  member  remarked,  “None 
of  you  fellows  has  had  any  experience  in  medi- 
cal journalism.  Your  journal  will  be  a failure, 
with  indebtedness  that  will  bankrupt  the  society.” 

In  spite  of  this  dire  warning,  the  journal  has 
never  been  in  financial  jeopardy,  its  assets  have 
increased  through  the  years  and  Dr.  Smith,  who 
was  its  editor  for  the  first  fifty  years,  became 
known  throughout  the  country  as  an  able  scholar 
and,  finally,  as  the  dean  of  medical  editors  in 
the  United  States.  lie  worked  actively  until  he 
was  ninety  and  died,  in  1953,  at  the  age  of 
ninety-two. 

When  first  issued.  Northwest  Medicine  was 
under  nominal  sponsorship  of  the  Washington 
Medical  Library  Association.  Circulation  was  on 
a direct,  subscription  basis  until  1906  when  the 
Washington  State  Medical  Association  made  it 


the  official  journal  and  put  all  members  on  the 
mailing  list. 

In  1908,  during  a meeting  in  Portland,  it  was 
suggested  that  a medical  journal  should  be 
developed  under  control  of  the  state  medical 
associations  of  Oregon,  Washington  and  Idaho. 
This  plan  was  supported  at  Walla  Walla  in 
September  and  at  Boise,  October  9. 

Organization  of  the  new  group  was  planned 
at  a meeting  in  the  Arlington  Club,  Portland, 
January  19,  1909  and  the  first  regular  meeting 
of  what  was  then  called  the  Northwest  Medicine 
Publishing  Association  was  held  in  Pendleton, 
September  28,  1909.  Sponsorship  of  the  journal 
was  transferred  to  the  new  association. 

In  January,  1911,  an  editorial  announced  the 
fact  that  the  Utah  State  Medical  Association 
had  asked  to  be  included.  Although  never  given 
voice  in  management,  Utah  continued  to  use  the 
journal  as  its  official  publication  until  July  1923. 

The  publishing  association  was  not  incorpo- 
rated until  1918,  when,  on  March  15,  an  agree- 
ment to  incorporate  was  signed  by  ten  physicians. 
Articles  of  incorporation  were  filed  May  4,  1918 
and  a certificate  was  issued  May  20.  The  signers 
were  C.  A.  Smith,  J.  B.  Eagleson,  F.  S.  Bourns, 
L.  R.  Quilliam,  M.  G.  Sturgis,  F.  S.  Wiltsie,  F.  L. 
Horsfall,  R.  D.  Forbes,  J.  S.  Thomas,  and  II.  V. 
Wurdemann. 

Montana  adopted  the  journal  as  its  official 
publication  in  August,  1923  but  continued  only 
until  1926. 

Alaska  participated  from  1945  until  1959, 
when  the  Alaska  Territorial  Medical  Association 
had  become  a state  association  and  initiated  its 
own  excellent  quarterly,  Alaska  Medicine.  Nota- 
ble during  that  period  were  the  contributions 
of  Milo  Fritz,  president  of  the  association, 
1955-56. 

Many  names  well  known  throughout  the  North- 
west and  the  nation  have  appeared  on  the  mast- 
head during  these  sixty  years  but  those  of  Smith 
and  Eagleson  must  always  head  the  list.  In  spite 
of  difficulties  and  discouragement,  their  fore- 
sight and  their  devotion  gave  this  area  a much 
needed  medium  of  communication,  a stimulus 
to  progress,  and  a mirror  in  which  has  been 
reflected  the  excellence  of  medicine  in  the  North- 
west. Given  the  support  of  all  concerned  the 
journal  they  started  will,  we  trust,  continue  to 
serve  for  many  years  to  come.* 
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the 

longest 
“needle” 
in  the 
world 


It  never  stings — needs  no  sterilizing.  It 
reaches  all  the  way  from  your  office  to 
the  patient’s  home  to  give  him  potent 
penicillin  therapy  as  often  and  as  long  as 
he  needs  it.  It’s  an  oral  “needle,”  of  course 
. . . V-Cillin  K®  . . . the  penicillin  that 
makes  oral  therapy  as  elTective  as  intra- 
muscular, but  safer  — and  much  more 
pleasant. 

V-Ctilin  (potassium  phenoxymethyl  peni- 
cillin, Lilly)  (penicillin  V potassium) 


Sometimes  your  judgment  dictates  paren- 
teral penicillin  for  your  office  patients. 
But  to  e.xtend  that  therapy,  take  advan- 
tage of  the  longest  “needle”  in  the  world 
. . . V-Cillin  K. 

Tablets  V-Cillin  K,  125  or  250  mg. 
(scored). 

V-Cillin  K,  Pediatric,  125  mg.  per 
5 cc.,  in  40  and  80-cc.-size  packages. 

This  is  a reminder  advertisement.  For  ade- 
quate information  for  use,  please  consult 
manufacturer’s  literature.  Eli  Lilly  and  Com- 
pany, Indianapolis  6,  Indiana.  233282 
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ORIGINAL  ARTICLES 


Public  Image  of  the  Doctor 


FRANCIS  J.  BRACELAND,  M.D.  SC.  D.  Hartford,  Connecticut 

Although  the  science  of  medicine  is  bringing  miracles  undreamed  of  a few 
years  ago,  there  has  been  serious  deterioration  in  the  public  image  of  the 
doctor  who  expertly,  and  sometimes  brusciuely,  uses  these  benefits  at  the 
bedside.  The  miracles  of  electronics  and  chemistry  are  not  enough.  The 
true  healer  must  use  them  but  he  must  also  care  for  the  patient  to  cure  him. 
Psychiatry,  running  counter  to  the  trend  of  science  icithout  tcarmth,  has 
gained  public  approval  and  acceptance  while  others  have  lo.st.  Thus  the 
highest  ideal,  and  the  brighte.st  ptdrlic  image,  may  be  restored  tvhen  the 
phy.sickin  once  more  is  the  teacher,  the  healer,  the  friend. 


I 


We  are  meeting  here  at  a time  when  Ameriean 
medicine  is  at  one  of  its  highest  points  sci- 
entifically but  at  one  of  its  lowest  points  in  this 
century  in  its  public  relations.  Why  and  how  we 
have  gravitated  to  this  position  is  a story  too 
involved  to  go  into  here  but  one  thing  we  can 
be  sure  of  is  that  we  are  in  the  rapids  at  the 
moment  and  an  honored  profession  is  in  danger. 
Currents  are  moving  which  at  any  time  might 
engulf  us. 

As  I address  you  regarding  our  status  and  our 
public  image,  I espouse  no  cause,  take  no  sides 
other  than  that  of  a physician,  and  have  nothing 
to  sell  you  except  the  honored  profession  which 
you  and  I practice.  The  only  ulterior  motive  to 
my  discussion  might  be  to  advocate  again  the 
warm  dedicated  care  of  the  sick  which  has 
always  been  the  mark  of  the  true  physician. 

the  influence  of  society 

In  an  address  given  to  the  Association  of 
American  Physicians  a decade  ago,  Alan  Gregg 
noted  that  “human  societies  make  their  healers 
and  the  healers  then  make  the  doctrine.”  When 
the  doctrine  is  valid,  it  begins  to  make  true 
healers  of  the  healers,  and  the  healers  then,  using 

Dr.  Braceland  is  Psychiatrist  in  Chief,  Institute  of  Liv- 
ing, Hartford. 

Read  before  a special  luncheon  meeting,  Washington 
State  Medical  Association  73rd  Annual  Convention,  Spo- 
kane, Washington,  September  17,  1962. 


the  truth,  begin  to  remake  the  society  that 
made  them.  This  sounds  complicated,  but  it  is 
simply  a medical  rendition  of  John  Donne’s 
statement  that  “no  man  is  an  Hand.”  The 
influence  of  medicine,  in  other  words,  extends 
well  beyond  the  day  to  day  effort  of  prevention, 
treatment  and  alleviation  of  disease.  There  are 
vast  social  implications  in  our  practice,  as  is 
becoming  more  obvious  today.  Moreover,  social 
forces  participate  in  the  production  of  human 
illnesses  and  can  be  employed  in  their  treat- 
ment. The  understanding  and  use  of  this  social 
or  this  interpersonal  element  is  a major  ingredi- 
ent in  the  art  of  medicine. 

Thus,  there  are  forces  at  work  outside  the 
fields  of  science  and  medicine  which  seem  to  be 
destined  very  shortly  to  exert  a powerful  influ- 
ence on  both.  These  forces  are  in  the  social  and 
economic  spheres,  areas  traditionally  avoided  by 
scientists  and  physicians  alike  and  considered 
to  be  of  little  concern  to  them.  At  present  it  is 
evident  also  that  man  is  entering  an  era  of  the 
greatest  change  and  probably  the  greatest 
achievement  that  he  has  ever  known.  Something 
is  happening  to  the  whole  structure  of  human 
consciousness  and  a fresh  kind  of  life  is  starting. 
Luna,  the  moon,  which  has  always  been  associ- 
ated with  psychiatric  conditions  now  becomes 
more  respectable  as  the  nation  spends  billions 
of  dollars  in  trying  to  reach  it,  as  some  wag  has 
said,  probably  trying  to  get  into  the  lunar  bin. 
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In  the  face  of  all  of  this  upheaval  and 
actualh'  shaken  by  it,  no  one  can  remain  indif- 
ferent. Certainly  we,  in  the  practice  of  medi- 
cine, cannot  remain  indifferent  for  if  we  do  we 
are  lost— hence,  this  discussion  today,  an  exam- 
ination of  what  military’  men  would  call  our 
present  postiire— an  examination  of  our  public 
reflection— our  image. 

good  care  — poor  image 

This  is  a new  venture— the  necessiU'  of  exam- 
ining the  public  image  of  the  doctor.  The  word 
itself  is  a noun,  derived  from  the  Latin  imago  or 
the  French  imager  and  it  has  \ arious  meanings. 
The  one  which  concerns  us  here  encompasses 
“a  mental  picture  of  something,”  “an  idea,”  “a 
conception  or  impression,”  or  “a  delineation.” 
It  is  strange  that  we  must  turn  our  attention  to 
our  image  now,  ^\•ith  medicine  at  its  highest 
scientific  peak,  but  it  is  true,  we  must,  for 
collectively  we  have  apparently  slipped  a notch 
in  the  aflFections  of  people.  It  seems  as  though  the 
patient  is  much  better,  thank  you,  but  the  doctor’s 
condition  is  much  worse.  Criticism  of  the  medical 
profession  in  itself  is  not  new;  in  fact,  it  has  been 
its  lot  since  its  earliest  beginnings,  but  it  is 
unusual  for  criticism  to  be  rife  in  a time  when 
medicine  has  reached  its  highest  scientific  heights 
and  is  governed  by  its  highest  standards. 

In  the  17th  century  in  some  places  the  popular 
medicine  was  sold  like  merchandise  in  the 
crowded  market  place  and  in  the  dra\\  ing  rooms 
of  the  rich  for  a high  fee.  We  can  understand 
medicine  being  criticized  then  and  Moliere  criti- 
cized it;  in  fact,  he  satirized  the  whole  medical 
profession  in  his  comedies:  “Doctors  Dracoirius 
(father  and  son)  explained  their  approach  as 
follows:  ‘Treat  all  patients  alike  with  a mixture 
of  old  fashioned  remedies,  plenty  of  enemas, 
purging  and  blood  letting,  along  with  cunning 
psychology'.’”  Le  Malade  Imaginaire  states  in 
other  words  what  Pliny  had  said  long  before: 
“Nearly  all  men  died  of  their  remedies,  and 
not  of  their  illnesses.” 

Things  were  much  the  same  in  early  America. 
There  were  few  physicians  to  treat  the  sick;  they 
had  to  be  imported  from  Europe  and,  because  of 
the  harsh,  unpleasant  conditions  of  life,  most  of 
them  went  quickly  back  to  where  they  came 
from.  With  no  medical  schools  until  shortly 
before  the  Revolution,  it  was  necessary  for  pros- 
pective doctors  to  go  to  Europe  or  to  seek 
ser\'ice  as  an  apprentice.  The  first  North  .Ameri- 


can medical  degree  was  awarded  in  1723  by  Yale 
to  a London  practitioner,  named  Daniel  Turner. 
His  enemies  suggested  the  M.D.  stood  for  “muJta 
donat”—he  gave  them  plenty^  A great  majority' 
of  American  phy'sicians  emerged  from  the 
apprentice  sy'stem.  As  a matter  of  fact,  anyone 
could  practice  medicine  and  quacks  abounded. 
When  licensing  began,  it  was  rumored  widely 
that  it  was  done  to  keep  the  circle  small  and 
select,  rather  than  to  raise  standards. 

W'e  have  no  time  to  go  further  here  into  our 
background.  We  can  see  the  reasons  for  criticism 
at  each  of  these  periods,  ev'en  in  the  days  of  the 
gold  headed  cane.  The  London  pharmacopeia  of 
the  time  makes  one  ill  to  think  of  it,  and  worse, 
during  the  great  plague  of  1665  most  of  the 
physicians  fled  to  the  country^— even  the  great 
Sydenham. 

the  faded  picture 

The  picture  of  our  ancestors  which  inspired 
many'  of  us,  however,  is  the  one  of  the  doctor 
painted  by'  Sir  Luke  Fildes.  In  this  the  dedicated, 
bearded  doctor  sits  immobile  and  watches  a 
child— the  ideal  picture  of  medical  concern  for 
a patient.  Critics  have  pointed  out,  of  course,  that 
there  is  in  this  portrait  a “kernel  of  therapeutic 
impotence  and  frustration.  Neither  the  clinical 
acumen  of  the  physician  nor  his  patient’s  trust 
and  confidence  can  stay'  the  proliferation  of  the 
hemoly  tic  streptococcus.”*  But  today'  the  doctor 
can  do  so  for  he  does  have  potent  weapons  in 
his  armamentarium.  He  is  carefully'  examined  and 
regulated;  his  scientific  acumen  is  at  the  highest 
peak;  and  y'et  there  are  critical  articles  in  news- 
papers and  magazines  and  distressed  editorials 
in  professional  journals  e.xpressing  the  fear  that 
the  “image  of  the  American  physician  in  the 
public  mind,  and  especially'  as  portrayed  in  the 
public  press,  has  undergone  a deplorable 
change.”  Editorial  writers  see  us  depicted  in 
various  uncomplimentary  roles  by  government 
and  labor  orators  and,  while  much  of  the  criti- 
cism is  exaggerated  and  some  of  it  entirely 
unwarranted,  the  picture  of  the  doctor  as  por- 
tray'ed  by'  Sir  Luke  Fildes  has  faded  and  we 
have  gone  down  several  pegs  in  the  regard  in 
\\  hich  we  were  once  held. 

This  drop  in  the  estimation  of  our  fellow 
citizens  does  have  a slight  schizophrenic  tinge 
about  it.  Most  people  have  great  confidence  and 
aflFection  for  their  ow'n  personal  physicians  and 
this  they  readily  affirm.  On  the  other  hand,  it 
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is  just  as  obvious  that  the  opinion  which  is  held 
of  the  medical  profession  as  a whole  has  taken  a 
precipitate  drop.  In  fact,  the  largest  of  the 
professional  medical  societies  has  been  put  in 
the  unenviable  position  of  being  a public  whip- 
ping boy  and  its  efforts  to  right  this  situation 
have  thus  far  not  been  too  successful.  If  you 
believe  we  are  exaggerating  we  might  quote  for 
you  a few  of  the  worried  statements  and  editorials 
in  our  best  medical  journals.  Let  us  start  with 
that  of  one  of  your  own  colleagues: 

The  image  of  medicine  in  the  public 
eye  is  not  so  much  concerned  with  build- 
ing institutes,  or  public  pronouncements 
of  our  accomplishments,  but  more  with 
the  skill,  compassion  and  human  under- 
standing we  bring  to  the  sick  and 
injured.  In  addition,  a physician  is  in- 
stinctively assumed  to  be  a man  of  dig- 
nity, scrupulous  morals  and  principles 
and  education.  That  the  public  seems  to 
feel  we  have  fallen  short  of  this  image 
of  us  is  evident.  We  are  worried  about 
this  and  all  earnest  physicians  are  be- 
wildered and  frustrated  by  the  attacks 
made  upon  us.= 

The  author  then  complains  that  we  have  poured 
our  money  and  effort  into  fruitless  devices,  such 
as  “public  relations,”  and  notes  that  these  are 
doomed  to  failure. 

Another  writer  says: 

I get  the  impression  that  the  career  of 
medicine  is  not  quite  what  it  was — in  dig- 
nity, in  educational  breadth,  in  personal 
service  and  in  the  satisfactions  and  re- 
wards it  brings  the  practitioner.  Here  and 
there  one  finds  what  might  be  called  a 
“doctor  of  the  old  school”  and  one 
recognizes  a type  that  is  passing  away. 
This,  I suggest,  is  not  cause  for  despair 
but  it  is  reason  to  examine  the  problem 
and  to  see  whether  one  can  find  the  new 
forms  that  will  restore  to  the  practice  of 
medicine  the  qualities  it  has  traditionally 
possessed.^ 

Not  every  physician  sighs  for  the  return  of  the 
old  family  doctor,  however.  The  President  of 
the  Arizona  Medical  Association  outlined  three 


things  we  ought  to  avoid.  I shall  abbreviate 
them: 

We  must  not  with  pious  tongue  in  fat 
cheek  cry  nostalgically  for  the  old  days 
and  pretend  that  we  are  still  19th  century 
leeches  and  should  be  adulated  as  such. 
We  cannot  restore  the  day  of  the  country 
practitioner,  beloved  counsellor  to  the 
whole  rural  family  . . . An  injection  of 
400,000  units  of  penicillin  in  the  buttock 
not  only  stings,  but  understandably  does 
not  engender  the  same  sense  of  grati- 
tude.* 

The  second  negative  caution  he  gives  cautions 
against  faith  in  the  mahatmas  of  Madison  Ave- 
nue, and  the  third  asks  that  we  eliminate  from 
our  official  program  the  strident  demand  for  the 
economic  rights  of  doctors.  People  have  read 
too  long  of  our  defensive  special  pleadings  and 
they  have  become  derisively  aware  that  tbe  most 
widely  read  medical  magazine  in  America  is 
said  to  be  Medical  Economics.  Harsh  words,  one 
observer  says,  but  worthy  of  serious  thought. 

Reynolds'^  sees  the  ambivalence  of  admiration 
for  personal  physician  and  criticism  of  the  pro- 
fession as  readily  explainable.  The  continued 
favor  of  the  individual  physician,  he  thinks,  is  a 
matter  of  “self-transference”— “after  the  fashion 
of  the  famed  Bishop  of  Gloucester  who  lauded 
orthodoxy  as  his  doxy  and  dismissed  heterodoxy 
as  another  man’s  doxy.”  He  finds  shades  of  the 
tribal  medicine  man  still  falling  across  the 
physician-patient  relationship.  The  purely  scien- 
tific side  of  medicine,  he  says,  scares  the  day- 
lights out  of  people— it  is  the  bolstering  of  the 
faltering  spirits  of  the  sick  “which  is  cherished 
by  the  patient  and  holds  his  trust.”  He  sees  the 
difficulty  with  medicine  as  a whole  in  the  present 
day  as  based  upon  hard-nosed  economics. 

The  same  subject  matter  is  also  regularly  dis- 
cussed in  the  public  press  but  I shall  not  depress 
you  by  a discussion  of  that  aspect  of  the  problem 
for  you  and  I encounter  these  stories  constantly 
and  we  are  surfeited  with  them. 


II 


It  is  obvious  by  now  that,  among  the  many 
images  which  the  physician  casts  in  public,  the 
economic  aspects  of  his  services  weigh  heavily. 
It  is  just  as  obvious  to  you,  too,  that  I am 
incapable  of  discussing  intelligently  this  aspect 
of  the  problem  with  you,  for  the  mere  fact  of 
counting  my  change  sometimes  poses  a major 
financial  involvement  for  me.  I would  like  to 
talk  to  you,  however,  about  the  complaint  that 
some  people  have,  experiences  with  doctors  that 


insure  that  they  will  never  go  back  to  them 
again;  in  other  words,  to  discuss  the  danger  of 
the  individual  doctor’s  fall  from  grace,  not  eco- 
nomically, but  professionally  and  in  his  relations 
with  people.  This  seems  to  lead  us  to  a discussion 
of  the  art  of  medicine,  as  psychiatrists  see  it. 
Strangel)  , thus  far  psychiatry  does  not  seem  as 
much  involved  m the  clouded  image  as  one  might 
expect  it  to  be.  In  fact,  its  image  seems  to  have 
improved  in  the  past  few  years  and  the  reasons 
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for  this  probably  lie  in  its  attention  to  the 
physician-patient  relationship  which  it  recognizes 
as  the  basis  for  whatever  therapeutic  action  it  is 
able  to  accomplish. 

counter  to  the  trend 

Over  the  years,  the  psychiatrist  has  moved 
out  from  behind  hospital  walls— into  an  office 
practice  and  now  e.xperiments  are  being  con- 
ducted which  will  lead  him  to  calls  in  the  home. 
Thus,  psychiatry  keeps  up  its  reputation  for  mov- 
ing in  directions  opposite  to  the  main  body  of 
medicine.  There  is  no  doubt  at  all  that  we  as 
physicians,  as  we  hav^e  become  more  scientific  in 
medicine,  have  slighted  or  forgotten  the  feelings 
of  people.  The  image  of  the  capable,  highly 
trained,  scientific  physician,  who  is  brusque  and 
e\en  businesslike,  is  abroad  in  the  land.  But 
people  do  not  like  their  doctors  like  this  and  the\' 
need  more  than  high  class  scientific  attention. 
Even  though  the  thought  seems  regressive  to 
the  modem  highly  trained  physician,  the  fact 
remains  that,  in  addition  to  scientific  skill  and 
capability,  people  need  some  evidence  of  warmth 
and  interest  and,  above  all,  a courteous,  inter- 
ested attention  to  their  complaints  and  their 
problems.  It  is  a.xiomatic  that  people  do  not  get 
angry  or  litigious  with  doctors  simply  because  of 
scientific  inadequacy.  Rather  they  get  angry  be- 
cause of  real  or  fancied  slights,  rejection  or  lack 
of  consideration.  These  rejecting  attitudes  lie 
behind  a number  of  the  numerous  law  suits  to 
which  the  doctor  is  exposed  today.  If  the  omens 
and  portents  of  the  times  are  to  be  read  correctly, 
medicine  in  its  present  state  of  public  relations 
will  even  be  blamed  for  numerous  economic 
problems  which  it  has  nothing  to  do  with  at  all. 

You  are  aware  of  the  fact  that  the  feeling  of 
well-being  or  lack  of  it  is  based  on  the  subtle 
interplay  of  spirit,  mind,  body  and  emotion.  For 
this  reason,  the-  wise  physician  does  not  rely  on 
science  alone.  He  never  regards  the  sick  as  so 
many  cases  to  be  classified  and  handled  by  the 
book.  He  sees  each  patient  as  a unique  person 
with  problems  distinctively  his  own.  It  may  even 
be  that  the  patient  has  brought  about  or  is  largely 
contributing  to  his  own  illness;  but,  in  any 
event,  he  is  reacting  to  his  condition  in  his  own 
way.  To  do  things  needful  or  helpful  for  him 
calls  for  the  skillful  application  of  the  science 
and  art  of  medicine.  In  this  the  human  qualities 
of  the  physician  are  of  utmost  importance. 

the  healing  element 

•After  decades  of  neglect,  the  psychology  of 


medical  practice  is  now  beginning  to  receive  the 
attention  it  deserves.  The  vast  literature  on 
placebos,  on  psychosomatic  disorder,  on  func- 
tional illnesses,  on  the  human  equation  in  medi- 
cine offers  validation  of  the  fact  that  emotions, 
attitudes,  and  expectations  of  patients  are  of 
crucial  importance  in  their  response  to  treat- 
ment and,  of  necessity,  these  elements  will  be 
important  in  forming  the  image  of  the  doctor. 
The  physician  is  quite  justified  in  using  his  sym- 
bolic healing  role  for  their  benefit. 

I am  getting  a bit  concerned  now  that  I may 
be  misunderstood  in  emphasizing  the  art  of 
medicine.  In  earlier  years  the  art  of  medicine 
was  so  devoid  of  scientific  knowledge  that  pomp 
and  ceremony  were  highly  useful  therapeutic 
adjuncts  and  every  sincere  practitioner  since 
then  has  looked  with  disdain  upon  physicians 
who  depended  solely  upon  their  popularity"  to 
gain  favor.  This  is  not  at  all  the  art  of  which  I 
speak,  nor  do  I for  a moment  countenance  any 
slighting  of  scientific  knowledge.  It  has  been  said 
that,  in  the  hierarchy  of  medical  values,  science 
is  the  Prime  Minister,  while  art  is  King.  The 
proper  practice  of  medicine  and  surgery  is  a 
most  judicious  mixture  of  both. 

M’hat  do  we  mean  when  we  espouse  greater 
attention  to  the  art  of  medicine  as  one  of  the 
cures  for  the  present  day  ills  of  medicine?  W ell, 
Pitcairn  says  that  with  less  medication,  more 
attention  might  be  given  to  the  management  of 
the  patient  himself  thus  anticipating  the  wise 
aphorism  of  Francis  Peabody  when  he  said:  “To 
cure  a patient  is  simply  to  care  for  him”— the 
most  elegant  of  all  ideals  for  the  guidance  of  the 
healer. 

This  is  what  we  mean  by  the  art  of  medicine 
and  this  is  what  would  cast  the  proper  image  of 
the  present-day  physician.  To  see  patients  not 
as  problems  to  be  solved,  but  sensitiv'e  people 
to  be  helped,  this  is  the  watchword.  “An  ideal 
physician  is  intelligent,  compassionate,  sympa- 
thetic, perceptive,  and  understanding  and  he  likes 
human  beings.  He  is  a man  of  culture,  but  there 
are  many  such  people.  The  unique  quality  of  the 
physician  is  the  fact  that  he  is  a scientist  using 
equipment  not  available  fifty  years  ago  and 
possessing  scientific  understanding  that  no  other 
type  of  healing  has  to  offer.”" 

communication  also  is  an  art 

One  other  cogent  reason  for  our  loss  of  status 
with  the  public  has  to  do  with  imperfect  com- 
munication with  the  layman  and  failure  to  impart 
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the  most  attractive  and  useful  aspects  of  our  own 
self-image  to  the  community.  We  have  seemed  to 
consider  this  eflFort  beneath  us.  Our  own  image 
of  ourselves  is  one  of  knowledge,  leadership, 
dedication,  and  compassion.  We  have  been  so 
engrossed  with  this  image  that  it  has  escaped 
our  attention  that  this  is  not  at  all  what  the 
public  sees,  at  least  in  most  of  its  segments.  The 
public  image  is  made  up  of  a number  of  parts, 
one  based  on  emotional  ties  with  the  personal 
doctor;  the  other  and  over-weening  image  now 
has  economic  overtones. 

Apropos  of  all  of  this,  Leonard  Larson  had  this 
to  say  to  the  House  of  Delegates  in  his  farewell 
address  as  President  of  the  American  Medical 
Association: 

Medicine  is  an  institution  of  service  to 
mankind.  Public  attitude  toward  the 
medical  profession  reflects  to  a signifi- 
cant degree  the  manner  in  which  the 
individual  physician  serves  his  patients. 
Much  criticism  of  the  profession  is  un- 
justified, some  is  not.  Much  of  it  is  based 
on  misinformation  and  misunderstand- 
ing. I am  convinced  that  greater  involve- 
ment by  the  physician  in  community 
affairs  will  help  immeasurably  to  smooth 
out  the  two-way  avenue  of  understand- 
ing between  the  physician  and  his 
patients. 

This  is  the  gist  of  my  message  to  you  and 
psychiatry  can  offer  help  in  improving  one  part 
of  medicine’s  image,  resulting  from  the  care  of 
patients.  The  economic  factors  are  beyond  us 
or  at  least  they  rest  in  our  helping  and  encourag- 
ing those  insurance  plans  which  will  help  our 
patients.  For  anyone  to  misuse  these  plans  for 
personal  gain,  incidentally,  is  unforgivable  and 
aids  in  the  distortion  of  the  public  image  of  the 
physician  as  a person  and  as  a member  of  an 
honored  profession.  Such  distortion  is  reprehen- 
sible. 

the  contribution  of  psychiatry 

What  has  psychiatry  to  teach  which  might  help 
in  our  present  situation?  Mainly  it  has  to  teach 
the  importance  of  the  doctor  himself  as  a person 
in  every  encounter  he  has  with  patient  and 
public.  It  teaches  that  the  doctor  is  an  essential 
ingredient  in  every  medical  situation  and  his 
effect  upon  people  is  either  psychotherapeutic 
or  psychonoxious.  Michael  Balint  expressed  this 
well  when  he  said: 

The  most  frequently  used  drug  in 
general  practice  is  the  doctor  himself  and 
this  is  a drug  without  pharmacology, 


without  directions  as  to  dosage,  form, 
frequency  of  administration,  and  without 
leads  to  the  hazards,  allergic  responses  or 
undesirable  effects.  We  know  that  the 
doctor  himself  is  an  extremely  powerful 
drug  and  that  those  who  use  it  relieve 
more  suffering  than  has  yet  been  re- 
corded by  the  most  powerful  drug  in  the 
pharmacopeia.  The  family  doctor  knew 
this  to  be  so  and  he  prescribed  himself 
in  generous  doses.'^ 

This  would  certainly  approximate  what  Dana 
Atchley  would  call  “that  fusion  of  the  healer 
and  the  scientist  which  constitutes  the  true  art 
of  medicine.”  Like  all  great  art,  the  art  of  medi- 
cine is  the  skillful  and  creative  application  of  a 
scientific  discipline  to  a human  problem.  As 
Ruskin  wrote  “Fine  art  is  that  in  which  the  hand, 
the  head  and  the  heart  of  man  go  together.” 

Cadmus,  a physician  hospital  administrator 
in  writing  for  resident  physicians  recalled  to  us 
an  extract  from  Tolstoi’s  essay.  The  Fundamental 
Law  of  Human  Life,  which  might  stand  us  in 
good  stead: 

One  may  deal  with  things  without  love, 
one  may  cut  down  trees,  make  bricks, 
hammer  iron  without  love  but  you 
cannot  deal  with  men  without  it  just  as 
one  cannot  deal  with  bees  without  being 
careful.  If  you  deal  carelessly  with  bees 
either  you  will  injure  them  or  will  your- 
self be  injured.® 

I guess  the  same  things  may  be  said  about 
dealings  with  our  families,  our  friends,  our  col- 
leagues and  our  patients.  While  in  our  human 
frailty  we  are  prone  to  forget  this  at  times,  we 
would  do  well  to  regularly  recall  these  con- 
cepts to  our  minds.  If  we  were  to  do  so  we  would 
solve  many  of  our  problems  and  improve  our 
image  and  our  public  relations.  Also  we  could 
meet  in  fact  the  highest  ideal  of  the  doctor— 
that  of  a teacher  and  a healer  in  addition  to 
being  a scientist  and  a friend. 

200  Retreat  Ave.  (2) 
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Pulmonary  Physiology  in  Clinical  Practice 

I.  General  Concepts 

WILLIAM  R.  PACE,  Jr.,  M.D.  / C.  J.  MARTIN,M.D.  Seattle,  Washington 

The  popular  myth  depicting  the  pulmonary  physiologist  as  an  eccentric, 
steeped  in  higher  mathematics  and  electronic  gadgetry,  and  totally  divorced  from 
the  practical  problems  of  clinical  medicine  has  frightened  many  practitioners 
away  from  functional  testing  (Fig.  1).  The  truth  is,  many  of  us  who  work  with 
pulmonary  physiology  are  clinicians,  primarily  concerned  with  finding  out  what 
makes  sick  people  sick  and  what  can  be  done  to  help  them.  We  do  technically 
complicated  diagnostic  procedures  such  as  bronchospirometry  and  membrane 
permeability  evaluation  (carbon  monoxide  diffusion  studies)  on  about  the  same 
percentage  of  our  patients  as  the  cardiologist  does  left  heart  catheterization  or 
coronary  angiography  among  his.  On  the  other  hand,  any  physician  can  measure 
flow  rates  and  vital  capacities  just  as  he  takes  blood  pressures,  using  instruments 
of  cost  and  complexity  comparable  to  the  sphygmomanometer.  And  the  informa- 
tion obtained  is  as  frequently  of  value  m making  a diagnosis  and  planning 
treatment. 

These  articles  are  being  written  to  help  the  reader  to  a better  understanding 
of  this  subject,  both  in  theory  and  in  practical  application  to  his  own  patients. 


When  man’s  early  ancestors  crawled  up  out  of 
the  sea/  a new  apparatus  became  necessary  for 
the  exchange  of  o.xygen  and  carbon  dioxide  be- 
tween the  tissues  of  their  bodies  and  the  gaseous 
medium  now  surrounding  them.  Through  eons 
of  evolutionary  change,  the  mammalian  respira- 
tory' system  has  developed  into  a mechanism 
which  performs  this  function  with  hardly  be- 
lievable efficiency.  The  basic  functional  units=  of 
this  system  are  the  millions  of  alveoli  bound  to- 
gether in  the  lung  parenchyma,  each  in  juxtapo- 
sition with  capillaries  of  the  pulmonary  vascular 
system  (Fig.  2). 

The  alveolar-capillary  membrane  is  the  barrier 
between  gas  (air)  and  liquid  (blood),  across 
which  actual  exchange  of  Oj  and  COo  takes 
place  by  the  process  of  diffusion.  In  order  for 
these  gases  to  diffuse  adequately  and  each  in  the 
propt'r  direction  to  best  serve  the  body’s  econo- 
my, the  alveolar-capillary  membrane  must  Vjc 
permeable,  the  capillaries  surrounding  each  alve- 
olus must  be  perfused  with  v'enous  blood  from  the 
right  heart,  and  there  must  be  a relatively  con- 
stant mixture  of  gases  maintained  in  each  alveolar 
space  by  the  process  of  ventilation. 

From  the  Cardio-Pulmonary  Laboratory.  Providence  Hos- 
pital Heart  Center,  and  The  Institute  of  Respiratory  Physi- 
ology. Firland  Sanatorium.  Seattle. 


It  follows  then  that  if  ventilation  of  an  alveolus 
is  occurring  and  perfusion^  * of  its  capillaries  is 
simultaneously  occurring,  diffusion  across  that 
particular  (normally  permeable)  alveolar-capil- 
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MEMBRANE 

Fig.  2.  The  primary  respiratory  unit. 

lary  membrane  will  take  place.  The  direction  and 
quantity  of  movement  of  a particular  gas,  how- 
ever, depends  on  the  relative  tension,  or  partial 
pressure,  of  that  gas  on  each  side  of  the  mem- 
brane, and  its  solubility. 

crossing  the  membrane 

As  in  other  comparable  systems,  when  pres- 
sures ( or  concentrations ) differ  on  two  sides  of  a 
barrier  (permeable  membrane  in  this  case)  the 
effective  direction  of  movement  is  from  the  high 
pressure  (more  concentrated)  side  toward  the 
low  pressure  ( more  dilute ) side  until  equilibrium 
is  reached.  Since  the  partial  pressure  of  O2  is 
normally  higher  in  the  alveolus  than  in  the  ven- 
ous blood  coming  to  the  capillary,  O2  moves  from 
alveolus  to  capillary.  The  reverse  is  true  of  CO2. 

In  the  case  of  CO2  (which  is  an  extremely 
soluble  gas)  the  factor  of  its  solubility  does  not 
limit  the  rate  of  its  movement  between  gas  and 
liquid  phases  in  crossing  the  membrane.  There- 
fore virtual  equilibrium  of  CO2  partial  pressure 
is  attained  between  alveolar  gas  and  the  arterial 
blood  leaving  the  pulmonary  capillaries. 

Oxygen,  however,  being  only  1/25  as  soluble 
as  CO2,  is  limited  by  this  lesser  solubility  in 
moving  from  alveolar  gas  across  the  membrane 
into  the  blood  to  such  an  extent  that  actual 
equiUbrium  of  partial  pressures  is  not  completely 
attainable  during  the  time  the  blood  is  passing 
through  the  capillaries.  Thus  the  partial  pressure 


of  Oo  in  the  arterial  blood  leaving  the  pulmonary 
capillaries  is  still  slightly  less  than  that  of  alveolar 
gas.  This  remaining  difference  in  partial  pressures 
of  O2  between  alveolar  gas  and  arterial  blood 
is  sometimes  referred  to  as  the  alveolar-arterial 
gradient  for  Oj. 

the  carrier 

At  this  point  we  should  remember  the  role 
played  by  the  erythrocyte  as  a carrier  of  oxygen. 
When  we  consider  its  relatively  low  solubility 
in  water,  it  becomes  obvious  to  us  that  the  total 
amount  of  O2  which  could  be  carried  in  solution 
in  the  plasma  of  an  adult  human  ( at  normal 
atmospheric  pressure)  would  be  hardly  more 
than  enough  to  supply  the  metabolic  needs  of 
a few  houseflies. 

Fortunately,  however,  as  O2  molecules  cross 
the  alveolar-capillary  membrane  and  enter  the 
plasma,  they  are  removed  from  it  by  combining 
with  hemoglobin  to  an  extent  which  depends  on 
the  partial  pressure  of  O2  (Fig.  3),  and  of  course 
on  the  amount  of  hemoglobin  present.  This 
reaction  (the  combination  of  O2  with  Hb)  is 
reversible  (dissociation  of  bound  O2  from  Iib02) 
and  proceeds  in  whichever  direction  required 

OXYGEN  DISSOCIATION  CURVE 
OF  HEMOGLOBIN 


Fig.  3 Curve  shifts  to  the  left  with  increased  pH  and  low- 
ered CO2  tension  — opposite  change  of  pH  or  CO2  causes 
curve  to  shift  to  the  right. 


( oxidation  or  reduction ) to  attain  an  equilibrium 
which  occurs  at  that  particular  percentage  of 
saturation  which  is  possible  for  hemoglobin  at 
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CAPILLARY  - Hb  FULLY 
SATURATED  WITH  O2 


MOLECULES  BECAUSE  OF  OXYGEN'S 
LESSER  SOLUBILITY) 


THE  PERMEABLE  MEMBRANE 


Fig.  4 


the  particular  partial  pressure  of  Oo  in  the 
surrounding  liquid  (plasma). 

At  higher  O2  tensions  (as  in  the  alvelar  capil- 
laries ) a higher  per  cent  saturation  of  the  hemo- 
globin occurs,  and  the  O2  content  of  the  blood 
is  high.  Further  along  the  circulatory  route,  in 
the  tissues  where  oxygen  utilization  lowers  the 
(>2  tension  of  the  plasma,  dissociation  occurs, 
releasing  O2  for  use  of  the  tissues  and  resulting 
in  lower  O2  content  ( and  per  cent  O2  saturation ) 
of  the  venous  blood  returning  to  the  heart.  Re- 
membering these  facts  may  help  the  reader  to 
clear  up  some  of  the  confusion  often  associated 
with  consideration  of  the  relationships  between 
oxygen  tension  or  partial  pressure  of  blood 
(expressed  as  P02)  and  o.xygen  content  and 
))cr  cent  saturation. 

permeability 

Permeability-'  of  the  alveolar-capillary  mem- 
brane is  like  a selective  tariff.  This  “tax,”  or 
reduction  in  partial  pressure  from  one  side  of 
the  membrane  to  the  other  is  exacted  only  on  O2, 
and  is  appreciable  only  in  disease  states.  Carbon 
dioxide,  being  25  times  as  soluble  as  oxygen,  is 


“duty  free.”  While  there  is  little  pressure  differ- 
ence for  O2  across  the  membrane  in  normal  man, 
it  may  increase  significantly  in  those  diseases 
affecting  the  alveolar-capillary  membrane  (such 
as  sarcoidosis,  beryllium  granulomatosis,  the 
pneumoconioses,  bronchiolo-alveolar  cell  carci- 
noma, and  Ilaman-Rich  Syndrome).  This  is  why 
abnormal  permeability  results  in  arterial  hypoxia 
without  CO2  retention  (Fig.  4). 

ventilation-perfusion 

The  ratio  of  the  amount  of  ventilation  of  a 
particular  alveolus  to  the  amount  of  blood  flow- 
ing through  the  capillaries  surrounding  it  per 
unit  time  controls  the  concentration  of  O2  and 
CO2  in  the  alveolar  gas  and  in  the  blood  leaving 
those  particular  capillaries  and  returning  to  the 
left  heart.  For  example,  venous  blood  flowing 
through  capillaries  surrounding  poorly  ventilated 
alveoli  would  return  to  the  pulmonary  veins 
poorly  oxygenated  and  with  a relatively  high 
CO2  content.  Alveolar  gas  from  such  units  will 
also  have  a low  O2  and  high  CO2  content. 

This  condition  is  referred  to  as  a low  ventila- 
tion-perfusion ratio,  which  leads  to  hypoxia  when 
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VENTILATION  PERFUSION  RELATIONSHIPS 

Fig.  5 


enough  units  are  involved.  On  the  other  hand, 
units  having  a high  ventilation-perfusion  ratio 
will  have  decreased  blood  flow  relative  to  the 
amount  of  ventilation,  and  have  high  O2  and  low 
COo  concentrations  in  alveolar  gas  and  blood. 

The  extremes  of  these  conditions  would  be  a 
respiratory  unit  well  ventilated  but  without 
bloodflow  (as  in  pulmonary  embolus),  as  con- 
trasted with  a unit  with  bloodflow  but  having  no 
active  ventilation  (atelectasis)  (Fig.  5). 

If  the  distribution  of  ventilation  to  all  alveolar 
units  of  the  lung  were  completely  uniform  and 
each  capillary  perfused  with  exactly  the  same 
amount  of  bloodflow,  the  ventilation-perfusion 
ratios  of  all  alveolar  units  would  be  the  same, 
and  the  concentration  of  O2  and  CO2  would  be 
identical  in  each  alveolus  and  in  the  blood 
returning  from  each  alveolar-capillary  unit.  But 
such  is  not  the  case.  Even  in  normal  individuals” 
there  is  non-uniform  distribution  of  ventilation 
and  of  bloodflow  resulting  in  a mixture  of  alve- 
olar units  with  high  and  low  ventilation-perfusion 
ratios.  When  the  number  of  units  with  low 
ventilation-perfusion  ratios  is  increased  to  the 
extent  that  hypoxia  (and,  in  more  severe  states, 
also  retention  of  CO2)  develops,  ventilation- 


perfusion  abnormalities  are  said  to  exist.  This 
is  the  most  common  mechanism  of  production  of 
hijpoxia  and  hypercarbia  by  disease  states,  in 
clinical  medicine. 

alveolar  ventilation 

So  far  our  discussion  has  been  concerned  only 
with  the  derangement  in  gas  exchange  across 
the  individual  respiratory  unit.  Overall  hypo- 
function  will  also  result  in  pulmonary  insuf- 
ficiency in  lungs  with  normal  permeability  and 
uniform  ventilation-perfusion  ratios  in  the  indi- 
vidual units.  Insufficiency  develops  because  the 
sum  of  the  ventilating  functions  is  not  sufficient 
to  meet  metabolic  demands.  Alveolar  ventilation 
must  bring  sufficient  O2  in  and  CO2  out.  Any 
clinical  state  causing  hypoventilation  results  in 
hypoxia  and,  if  severe  enough,  hypercarbia. 

the  four  categories 

Thus  far  we  have  developed  the  general  con- 
cepts needed  for  an  understanding  of  three  of 
the  four  basic  levels  at  which  we  may  seek  and 
find  pathologic  alterations  which  may  interfere 
with  the  process  of  getting  oxygen  from  the 
atmosphere  into  the  blood,  and  CO2  from  the 


33 

Northwest  Medicine,  January  1963 


blood  to  the  atmosphere.  The  fourth  is  that  of 
anatomic  shunting  between  pulmonaiA'  arterial 
and  \ enous  systems.  All  abnormalities  of  pulmon- 
ary function  are  to  he  found  in  one  or  more  of 
these  categories,  namely;  (1)  hypoventila- 
tion; (2)  ventilation-perfusion  abnormalities; 
( 3 ) membrane  permeability  defects,  and  ( 4 ) true 
arterio-venous  shunting. 

It  is  hoped  that  with  these  concepts  in  mind 
the  reader  will  be  prepared  to  follow  the  ne.xt 
articles  of  this  series,  which  will  deal  with  these 
four  levels  indi\  idualh’,  as  to  t^'pes  of  abnormal- 
ities to  be  found,  methods  of  measurement,  and 
application  to  clinical  practice.  ■ 

951  MeclicaJ-Dentol  Building  (1)  (Dr.  Pace) 
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Early  Medicine  in  the  Pacific  Northwest 

JOHN  C.  BROUGHER,  M.D.  Vancouver,  Washington 


Medicine  in  the  Pacific  Northwest  probalily 
began  with  the  primiti\e  medicine  man  or 
shaman.  His  practice  of  cupping,  bleeding,  and 
administering  of  herbs  not  only  preceded,  but 
also  often  found  its  counterpart  in  methods  used 
by  the  pioneer  physicians. 

The  earliest  of  these  physicians  to  come  to  the 
Oregon  Countr)’  served  as  ship  surgeons  on  the 
fur  trading  tessels.  .\mong  these  was  Dr.  John 
Mackay,  who,  in  1786,  ser\ed  on  the  ship 
Experiment,  .\fter  a long  and  difficult  voyage 
across  the  Pacific,  so  many  of  the  crew  had 
de\'eloped  scur\y  that  Captain  James  Strange, 
in  charge  of  the  e.xpedition,  decided  to  land 
near  Nootka  Sound  on  the  west  coast  of  Van- 
couver Island.  Here  he  bartered  with  the  Indians 
for  a house  where  the  inxalids  could  recover. 
.\fter  obtaining  berries  and  \egetables  “the 
scorbuticks  soon  felt  relieved  from  those  alarming 
s\'mptoms  of  their  disease  which  a few  days 
before  their  landing  threatened  them  with 
destruction.”* 

Before  leaving  the  Island  with  his  recovered 
cre\\‘.  Captain  Strange  had  obtained  six  hundred 
sea-otter  skins  and  could  foresee  greater  oppor- 
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tunit\‘  for  future  profits  if  a representati\e  such 
as  Dr.  Mackay  could  make  friends  with  the 
Indians  and  thus  stimulate  trade  preparatory  to 
a return  of  his  ship  the  following  year.  His 
decision  in  lea\ing  Dr.  Mackay  at  this  location 
is  described  by  him  in  his  Journal,  which  reads  as 
follows:  “In  Order  to  secure  to  us  the  affection 
of  the  Natives,  and  with  a View  to  the  Personal 
safety  and  Comfort  of  the  individual,  who  was 
to  remain  with  them  it  was  necessary  to  Select 
some  one,  whose  Professional  Talents  might 
make  him  useful  and  endear  him  to  those  whose 
power  and  Caprice  his  Life  became  exposed  the 
moment  Our  backs  were  turned.  To  this  end 
therefore,  I was  glad  to  avail  myself,  of  the  Offer 
of  Service  made  me  by  a young  man,  named 
Mackay,  who  acted  as  Surgeon  on  Board  the 
E.xperiment.” 

Dr.  Mackay  soon  gained  the  affection  of  the 
chief  and  his  family  by  his  tender  care  in  dressing 
the  scabby  hands  and  legs  of  the  chief’s  child. 
M'hen  Captain  Strange  and  his  ship  sailed  from 
Nootka  Sound  Friday,  July  28,  1786,  the  young 
surgeon  was  left  as  a lone  physician,  trader  and 
colonist  in  the  midst  of  a tribe  of  unfriendly 
Indians.  He  may  well  be  considered  the  first 
resident  practicing  physician  on  the  Northwest 
coast. 
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After  living  here  for  fourteen  years,  Maekay 
sighted  a ship,  the  Imperial  Eagle  commanded 
by  Captain  Barkley,  to  which  in  the  dusk  of 
evening  he  paddled  and  asked  to  be  taken  on 
board,  with  the  object  of  escaping  from  his  exile. 
He  was  clothed  in  a greasy  sea-otter  skin  and 
looked  so  much  like  an  Indian  that  the  Captain’s 
eighteen  year  old  bride  would  have  nothing  to 
do  with  him.'  However,  his  knowledge  of  the 
natives  and  their  language  made  him  useful  to 
Captain  Barkley  and  he  accepted  his  services. 

Another  of  these  early  ship  surgeons  was  Dr. 
Archibald  Menzies  who  was  not  only  a physician 
but  also  a naturalist."  He  took  his  training  in 
botany  while  studying  medicine  at  Edinburgh 
University.  Having  attained  some  home  fame  as  a 
botanist,  the  British  Covernment  appointed  him 
in  1790  as  naturalist  to  accompany  Captain 
Ceorge  'Vancouver  on  his  voyage  around  the 
world.  When  Dr.  Cranston,  the  surgeon  aboard 
the  ship  became  ill.  Captain  Vancouver  appointed 
Dr.  Menzies  to  take  his  place.  Later,  he  com- 
mended Menzies  for  his  medical  skill,  writing  in 
the  preface  of  his  journal  that  “not  one  man  died 
from  ill  health.”  Menzies  botanized  extensively 
in  the  Pacific  Northwest,  and  his  name  is  associ- 
ated with  many  plants  native  to  that  area.  He 
received  his  medical  degree  from  the  University 
of  Aberdeen  in  July  1799  and  followed  the  pro- 
fession of  doctor  and  surgeon  in  London  after 
retiring  from  the  Navy. 

The  first  overland  expedition  to  the  Pacific 
Northwest  to  record  items  of  medical  interest 
was  that  of  Lewis  and  Clark,  who  had  been  sent 
by  President  Thomas  Jefferson  to  explore  the 
Northwest.'* 

The  list  of  medical  supplies  obtained  for  this 
expedition  included  such  drugs  as  cream  of 
tartar,  powders  of  jalap,  rhubarb  and  ipecac, 
gum  camphor,  gum  asafoetida,  calomel,  and 
several  ointments.  For  surgery,  these  men  took 
a set  of  pocket  instruments,  a set  of  tooth  instru- 
ments, three  lancets  for  bleeding,  and  a tourni- 
quet. The  group  spent  the  first  winter  with  the 
Mandan  Indians.  During  their  stay  here,  venereal 
disease  became  a serious  problem.  For  treatment, 
they  used  mercury,  even  at  times  to  the  point 
of  salivation.  While  in  this  winter  encampment, 
Clark  bled  one  of  his  men  who  was  suffering 
from  pleurisy  and  applied  those  remedies  com- 
mon to  that  disorder.  Here,  also,  Sacajawea’s 
first  child  was  born.  Because,  as  Clark  described, 
her  labor  was  tedious,  he  was  advised  to  admin- 
ister two  rings  from  the  rattles  of  a rattlesnake 


which  were  to  be  broken  in  small  pieces  and 
added  to  a small  quantity  of  water.  He  states 
that  about  ten  minutes  after  taking  this,  the  baby 
was  born.  Later,  on  their  journey  up  the  Missouri 
River,  he  and  also  Lewis  bled  her  when  she 
became  seriously  ill.  She  had  complained  chiefly 
of  distress  in  the  lower  abdomen,  which  Clark 
ascribed  to  “an  obstruction  of  the  mensis  in 
consequence  of  taking  could”.  He  continued 
treatment  with  barks  and  laudanum.  Intestinal 
complaints  became  common  in  their  party  when 
their  food  consisted  largely  of  dried  roots  and 
salmon.  For  this,  Clark  would  administer  salts 
and  tartar  emetic  as  well  as  Rush’s  Pills.  He 
records  in  his  diary  of  January  27,  1806  the  fol- 
lowing, “Coodrich  has  recovered  from  the  Louis 
Veneri  which  he  contracted  from  an  amorous 
contact  with  a Chinook  damsel.  I cured  him  as 
I did  Cibson  last  winter  by  the  use  of  mercury.”' 

Smallpox  was  also  found  among  the  Indians, 
and  Lewis  believed  that  this  epidemic  had  caused 
the  desertion  of  many  of  the  coastal  villages. 
During  the  stay  of  the  party  at  Fort  Clatsop,  the 
Indians  brought  their  sick  to  be  treated  by  Lewis 
and  Clark.  Lewis  commented  on  the  practice  of 
segregation  of  menstruating  women  from  the 
remainder  of  the  family.  A small  lodge,  separate 
and  apart  from  the  camp,  served  as  a retreat  for 
them  during  this  period. 

The  Astor  expedition  in  1811  neglected  to 
bring  a physician  with  them  and  the  historian, 
a clerk,  Alexander  Ross,  bemoaned  this  fact  with 
some  bitterness.^  He  relates  that,  “Thirty  seven  of 
their  men  became  serious  ill  with  gripings  and 
laid  up  after  having  breakfasted  on  fresh  beaver 
taken  out  of  the  river.  Those  who  had  eaten  other 
fare  remained  in  good  health.  The  sufferers  were 
almost  speechless  and  motionless,  having  scarcely 
the  power  to  stir,  yet  suffering  great  pain,  which 
caused  froth  about  the  mouth.  I was  seriously 
alarmed.”  He  had  the  sick  drink  gunpowder  in 
warm  water,  using  a handful  to  a dish.  This  was 
without  benefit.  He  then  used  fat  broth  with  a 
handful  or  two  of  pepper.  He  made  them  drink 
this  freely.  Most  of  the  men  obtained  relief  after 
one  or  two  day’s  treatment.  Whether  it  was  the 
broth  or  the  pepper  that  had  curative  properties, 
Ross  says  he  did  not  know. 

The  first  ship  surgeon  for  the  Hudson’s  Bay 
Company  to  leave  us  a medical  record  of  native 
diseases  and  conditions  was  John  Scouler  who 
served  on  the  William  and  Ann  in  1825."  He 
recorded  seeing  a case  of  intestinal  obstruction 
as  well  as  numerous  cases  of  apoplexy,  smallpox. 


35 

Northioesf  Medicine,  Jainianj  1963 


enteritis,  measles,  gonorrhea,  and  syphillis  among 
the  Indians.  He  also  described  the  process  of 
head  flattening  common  among  the  Chinooks. 
Scouler,  in  addition  to  his  medical  records,  left 
descriptions  of  many  plants  and  animals  which 
were  new  to  science.  Today,  his  name  is  attached 
to  many  of  these  species. 

In  182.5,  Dr.  John  McLoughlin,  chief  factor  for 
the  Hudson’s  Bay  Company,  and  Governor 
George  Simpson  moved  from  Fort  George  to  their 
new  headquarters.  Fort  Vancouver,  located 
approximately  one  hundred  miles  up  the  Colum- 
bia River.  This  location  soon  became  the  hub 
of  the  Oregon  Country  which  extended  from  the 
fortx’ -ninth  parallel  to  Mexican  California  and 
from  the  Pacific  Ocean  to  the  Rockx'  Mountains. 

Dr.  McLoughlin’s  medical  training  began  at 
the  age  of  fourteen  when  he  was  apprenticed  to 
Dr.  James  Fisher  of  Quebec  with  whom  for  four 
years  he  studied  medicine,  surgeiy  and  phar- 
macy.' However,  he  was  able  to  minister  in  but 
a limited  way  to  the  medical  needs  of  the 
employees,  visitors,  and  Indians  at  the  Fort,  for 
from  the  beginning,  his  medical  responsibilities 
x\ere  greatly  overshadowed  by  his  many  admin- 
istrative duties.  In  1829,  when  an  epidemic, 
probably  malaria,  took  so  many  lives,  he  used 
untrained  men  to  help  him  dispense  quinine  to 
the  sick  and  dying.  When  the  bark  became 
scarce,  they  used  the  root  bark  of  the  dogwood 
trees  with  benefit.  Because  of  this  epidemic.  Dr. 
McLoughlin  petitioned  the  Governor  of  the  Hud- 
son’s Bay  Company  in  London  to  send  him  a 
physician.  In  reply.  Dr.  Richard  J.  Hamlyn,  was 
sent,  in  1828,  to  assist  Dr.  McLoughlin  at  the 
Fort.  Trading  tobacco  and  other  goods  to  the 
Indians  in  exchange  for  furs,  we  are  led  to 
believe,  was  not  his  idea  of  practicing  medicine 
and  after  quarreling  with  Dr.  McLoughlin,  he 
left  in  1830.* 

Dr.  John  Frederick  Kennedy,  a graduate  in 
medicine  from  the  Univ'ersitx'  of  Edinburgh, 
received  a three  > ear  contract  from  the  Hudson’s 
Bay  Company  to  serve  the  Columbia  district  for 
which  he  was  to  receive  sixty  pounds  sterling  per 
year.  Shortly  after  his  arrival  in  1830,  another 
severe  epidemic  broke  out  ( thought  to  have  been 
either  malaria  or  influenza)  from  which  the 
natives  died  by  the  thousands.  He  left  the  Fort 
after  serx  ing  but  one  year  of  his  contract. 

A letter  written  to  P.  C.  Pambrum,  clerk  at 
Fort  M’alla  Walla,  by  Dr.  McLoughlin,  September 
1832,  reads:  “I  am  sorry  to  inform  you  that  the 
intermittent  fever  is  raging  with  great  violence 


at  this  place,  but  thanks  be  to  God  for  his  mercies, 
none  of  our  people  as  yet  hax'e  died.”* 

As  an  example  of  the  medical  supplies  used,  xve 
find,  in  a letter  written  by  Dr.  McLoughlin, 
November  18,  1830,  to  Captain  Ryan,  a request 
for  the  folloxving  drugs:  “1/2  lb.  gum  camphor, 
1/2  lb.  sulphate  quinine,  12  lbs.  best  peruvian 
bark,  1 lb.  crude  opium,  1 lb.  acetate  lead,  20 
lbs.  epsom  salts  and  4 lbs.  rhubarb  poxvder.” 

Dr.  McLoughlin  again  requested  medical  aid, 
and  this  time  two  young  physicians.  Dr.  Meredith 
Gairdner  and  Dr.  M’illiam  Tolmie  xx'ere  sent  out. 
These  men  had  not  only  been  trained  in  the  use 
of  herbs  for  medicinal  purposes,  but  also  had 
had  limited  training  in  surgerx\  Dr.  Tolmie  in 
his  Journal  describes  in  detail  the  medical  head- 
quarters at  the  Fort.  “Saturday,  May  4th,  1833. 
After  breakfast  engaged  in  putting  Apothecary’s 
Hall  in  some  degree  of  order,  xdsited  and  pre- 
scribed for  my  patients  and  thus  occupied  till 
12  xx’hen  dinner  xvas  announced.”  He  further 
states,  “There  is  an  excellent  supply  of  surgical 
instruments  for  amputation,  txx^o  trephining,  txvo 
eye  instruments,  a lithotomy,  a cupping  case, 
besides  txvo  midwiferx^  forceps  and  a multitude 
of  catheters,  sounds,  bandages,  probangs,  txvo 
forceps,  etc.  not  put  in  order.”^® 

As  a botanist,  he  collected  and  described  many 
native  species  of  plants  of  the  Northwest.  He 
also  studied  Indian  ethnology,  and  xvith  Dr. 
George  M.  Daxvson  of  Montreal,  published  a 
dictionary  of  the  languages  of  the  aborigines  of 
British  Columbia.  His  library^  consisting  of  nine- 
teen books,  is  preserx'ed  in  the  McLoughlin 
House  Museum  at  Oregon  Citxy  Oregon.  Because 
he  xvas  interested  in  mountain  climbing  as  an 
avocation,  he  was  one  of  the  first  men  to  attempt 
an  ascent  of  Mt.  Rainier. 

In  1833,  Dr.  Gairdner  erected  a building  xvhich 
became  the  “first  attempt  at  permanent  hospital- 
ization in  the  Pacific  Northxvest”.“  Dr.  Tolmie 
in  his  diarx'  writes  that  at  one  time  they  had  txx'o 
to  three  hundred  patients.  The  size  of  the  build- 
ing xvas  recorded  in  Hudson’s  Bay  inventory  of 
1846-1847  as  32  x 22  feet  and  located  near  the 
Columbia  River  not  far  from  the  xillage.*®  Dr. 
Gairdner,  although  busy  with  the  sick,  found 
time  to  send  plants  and  bird  specimens  to  both 
the  British  Museum  and  Kew  Gardens.  He  de- 
scribed the  steelhead,  the  Gairdner  xvoodpecker, 
the  flower  knoxxm  as  penstemon  and  others,  all 
of  xxfliich  are  named  after  him.  Because  of  ill 
health  due  to  tuberculosis.  Dr.  Gairdner  left  the 
Fort  for  the  Sandwich  Islands  in  1835.  In  an 
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effort  to  forestall  his  pulmonary  hemorrhage,  he 
records  having  bled  himself  from  both  arms. 

To  replace  Dr.  Gairdner,  Dr.  McLoughlin  then 
secured  the  services  of  an  American  ornithologist, 
John  Kirk  Townsend,  to  serve  as  physician  in 
the  Fort.  He  had  come  west  with  Thomas  Nuttall, 
under  commission  of  the  American  Philosophical 
Society  to  search  for  birds.  They  left  Independ- 
ence, Missouri,  on  April  28,  1834  in  the  company 
of  Nathaniel  Wyeth.  In  Townsend’s  diary,  upon 
assuming  duties  at  Fort  Vancouver,  he  wrote, 
“There  are  at  present  but  few  eases  of  sickness, 
mostly  ague  and  fever,  so  prevalent  at  this 
season.”*’  After  a year’s  service,  he  left  the  Fort 
to  return  to  the  states. 

He  also  records  in  his  diary  the  stoicism  of  the 
Indian  wives  of  the  fur  traders  traveling  with  the 
brigade.  One  gave  birth  to  a baby  in  a tent  near 
his,  and  he  was  not  even  aware  of  her  being  in 
labor  until  the  infant  cried.  “In  about  half  an 
hour  after  this  event,  we  got  under  way,  and  the 
woman  walked  to  the  boat  earrying  her  newborn 
infant  on  her  baek,  embarked,  laughed  and  talked 
as  usual,  and  appeared  in  every  respect  as  well 
as  if  nothing  had  happened.” 

Dr.  William  Tolmie  returned  to  the  Fort  in 
1836  from  Fort  Nisqually,  where  he  had  been 
serving  as  chief  trader  for  the  Hudson’s  Bay 
Company,  and  took  charge  of  the  hospital  until 
1840,  at  which  times  Dr.  Forbes  Barclay  arrived 
at  Fort  Vancouver  from  England.  He  was  the 
best  trained  physician  thus  far  to  be  sent  out. 
He  described  the  “intermittent  fever”  of  1840, 
which  in  all  probability  was  malaria,  as  endemic 
in  the  region.  He  also  records  measles  appearing 
at  the  Fort  in  November  1847  in  an  epidemic 
form.  In  addition  to  caring  for  the  sick,  he  was 
called  upon  to  attend  the  settlers  and  sometimes 
prescribed  for  them  without  being  able  to  see 
them  as  indicated  by  a letter  that  he  wrote  to 
Mr.  Foster,  the  father  of  a sick  child.  In  it  were 
instructions  for  the  dosage  of  the  powders  pre- 
scribed. He  felt  that  perhaps  the  “indisposition” 
of  the  mother  had  some  bearing  upon  the  illness 
of  the  child  and  if  no  improvement  was  noted, 
he  wished  to  see  the  mother.**  In  1850,  he  moved 
to  Oregon  City  and  continued  his  practice  of 
medicine  there  until  his  death  in  1873. 

Dr.  McLoughlin  retired  from  the  Hudson’s 
Bay  Company  in  1846.  During  his  twenty  one 
years  of  service  at  the  Fort,  he  not  only  won 
the  respect  of  the  Indians,  but  also  greatly 
endeared  himself  to  many  of  the  early  American 
settlers  by  providing  them  with  both  food  for 


themselves  and  seed  for  their  crops.  Edwin 
Markham  refers  to  him  as  “one  of  the  towering 
personalities  of  the  Ear  West.  He  was  a lover  of 
man,  a lover  of  justice,  a lover  of  the  common 
people.”*’ 

The  rriissionary  period  began  during  the 
decline  of  the  great  fur  trading  era  and  brought 
to  the  Pacific  Northwest  two  important  physi- 
cians, Dr.  Marcus  \\4iitman  and  Dr.  Elijah 
White.  Dr.  and  Mrs.  Whitman,  accompanied 
by  Reverend  and  Mrs.  Spalding,  reached  Eort 
Walla  Walla  on  September  1,  1836.  These  two 
white  women  were  the  first  to  have  crossed  the 
continent.  After  a brief  stop  at  the  Eort,  the 
party  continued  on  by  canoe  to  Eort  Vancouver 
for  the  purpose  of  securing  supplies.  The  men 
then  returned  to  establish  the  Whitman  Mission 
at  Waiilatpu  near  Eort  Walla  Walla  and  the 
Spalding  Mission  at  Lapwai,  near  Lewiston, 
Idaho.  Their  wives  remained  at  the  Fort  as  guests 
of  Dr.  McLoughlin  until  November  3,  1836.  Dr. 
Marcus  Whitman  was,  according  to  historians, 
a great  but  humble  physician.  He  was  not 
only  the  first  graduate  of  an  American  medical 
college  to  cross  the  Rocky  Mountains,  but  he 
also  performed  the  first  surgical  operation  west 
of  the  Rockies.  Whitman  attended  the  white 
women  in  childbirth,  several  times  riding  m.ore 
than  a hundred  miles  on  such  an  errand  and 
staying  with  the  patient  until  she  recovered.  He 
faced  hunger,  hardship,  storm  and  flood  to 
carry  healing  and  relief  to  his  patients.  The 
affectionate  name  given  him  was  “the  Good 
Doctor”.  The  epidemic  of  measles  which  killed 
so  many  Indians  indirectly  was  the  cause  of 
the  Whitman  Massacre  which  ended  this  Protest- 
ant missionary  enterprise,  but  the  mission  had 
assisted  in  opening  the  way  for  the  great  migra- 
tion of  settlers  to  the  Oregon  Country.  It  also 
served  as  a stopping  place  for  emigrants  on  their 
way  to  the  Willamette  Valley. 

Dr.  White,  who  arrived  in  Oregon  in  May 
1837,  served  at  the  Methodist  Mission  in  Salem, 
Oregon.  The  group  with  which  Dr.  White  had 
come,  had  sailed  from  Boston  July  22,  1836, 
arriving  at  Fort  Vancouver  in  May  1837.  From 
Fort  Vancouver,  he  traveled  by  eanoe  to  Mission 
Bottom  north  of  Salem,  Oregon,  where  Jason 
Lee  had  established  his  mission  in  1834.  During 
his  three  year  service  at  the  Mission,  he  built  a 
large  hospital  near  his  home.  He  was  called  the 
first  American  teacher  of  medicine  west  of  the 
Rocky  Mountains  because  of  the  fact  he  took  a 
young  man,  W.  H.  Willson,  an  assistant  mission- 
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ar\ , and  taught  him  tlie  rudiments  of  the  medical 
art.  Later  in  his  life,  this  man  recei\ed  the  title 
of  doctor  instead  of  reverend.*"  Following  this 
ser\  ice.  Dr.  \\’hite  was  t\\ice  employed  ( 1842 
and  1851 ) as  a special  Indian  Agent  in  Oregon. 
Later  he  moved  to  San  Francisco  where  he 
resumed  the  practice  of  medicine  until  his  death 
in  1879. 

The  ne.xt  phase  of  medicine  in  the  area  was 
military,  and  for  this  period  we  have  but  meager 
information.  \\’e  do  know  a military  reserve  ten 
miles  square  had  been  set  aside  adjacent  to  Fort 
N'ancouver  and  that  in  May  1849,  Major  Hatha- 
way brought  out  the  first  contingent  of  troops 
from  New  York  on  the  U.  S.  steam  transport 
Massachusetts  ha\ing  made  the  long  trip  around 
the  Horn.  Assistant  Surgeon,  L.  H.  Holden, 
accompanied  the  contingent.  His  first  patient  in 
camp  was  a soldier  who  had  been  flogged  until 
he  fainted.  His  offense  was  the  theft  of  si.x 
hundred  dollars  on  board  the  ship.  On  his  first 
\’isit  to  the  hospital  August  6,  Dr.  Holden  found 
two  cases  of  fever  and  ague*’* 

By  1856,  the  community  surrounding  the  army 
post  had  gro\\'n  to  an  estimated  four  to  five 
hundred  white  and  an  uncounted  number  of 
Indians.  The  need  for  some  type  of  hospital- 
ization was  imminent.  The  people  looked  to  the 
Sisters  of  Charity  of  Providence  who  had  arrived 
December  8,  1856  at  St.  James  Mission,  located 
near  the  Old  Fort  Site,  to  meet  this  need.*" 
These  five  devoted  women,  led  by  Mother 
Joseph  of  the  Sacred  Heart,  had  traveled  by 
steamer  to  the  Isthmus  of  Panama,  crossed  it 
by  foot  and  embarked  on  the  steamer  Golden 
Gate  for  San  Francisco  and  then  on  to  the  mission 
site.  Sister  Joseph,  on  April  5,  1858,  offered  to 
the  communitx'  a part  of  the  building,  which 
she  had  planned  to  use  as  a laundry  and  bakery, 
for  hospital  facilities.  This  part  measured  16  x 
20  feet  and  became  known  as  the  first  permanent 
hospital  in  M'ashington  Territory.  The  original 
ledgers  which  are  still  in  the  hospital  show  the 
daily  charge  of  one  dollar  included  both  medicine 
and  spiritous  liquors  when  the  latter  were 
ordered  by  the  physician.  These  records  are  also 
revealing  as  to  the  length  of  hospital  stay.  One 
patient,  Catherine  Cosgrove,  remained  169  days 
and  another  patient  197  days.  An  interesting 
charge  appeared  in  the  ledger  of  May  12,  1883 
for  ser\4ces  rendered  in  addition  to  room  and 
hoard;  liquor  $15.00,  washing  $35.25,  coffin 
$25.00,  funeral  service  $15.00,  hearse  $4.00,  grave 
$6.00  and  shroud  $2.00. 


There  were  several  physicians,  who  after  serv- 
ing their  term  at  the  army  post,  did  not  re-enlist, 
but  instead  started  practicing  medicine  in  this 
small  communitxx  An  outstanding  example  was 
Dr.  David  W’all,  who,  during  the  time  of  his 
military  serx’ice,  had  served  as  an  army  steward. 
Upon  his  discharge  in  1865,  he  built  a drugstore 
which  also  served  as  his  office.  He  ran  an  adver- 
tisement in  the  Vancouver  Register  of  May  2, 
1869  listing  the  following  items  for  sale:  “drugs, 
medicines,  acids,  patent  medicine,  paints,  oils, 
\’iU'nishes,  brushes,  perfumeries  and  fancy  goods.” 
Dr.  Wall  practiced  medicine  for  forty  years 
despite  the  fact  he  had  no  formal  training. 
Nevertheless,  he  filled  a need  in  his  community. 
He  died  in  San  Francisco  at  the  age  of  78. 

This  pioneer  physician  of  a hundred  years  ago, 
like  his  contemporaries,  advertised  in  the  news- 
papers and  made  all  his  calls  either  on  horseback 
with  saddle  bags  attached,  or  by  team  and  rig 
hired  from  the  livery  stable.  He  always  carried 
his  small  black  bag  filled  with  medicine  in  the 
form  of  powders,  liquids  and  handrolled  pills. 
Such  remedies  as  Dover’s  powder,  quinine,  castor 
oil  and  blue  mass  were  prescribed.  Various 
liniments  and  “sticking  plasters”  were  also  used. 

These  pioneer  physicians  were  rugged  indi- 
\'idualists,  and  their  ability  to  endure  many  hard- 
ships of  their  day  was  truly  remarkable.  Their 
devotion  to  the  needs  of  the  community  endeared 
them  to  society  and  earned  for  the  profession  the 
many  tributes  that  have  been  paid  to  the  family 
physician.  The  wife  of  the  pioneer  doctor  must 
not  be  ignored  since  her  home  was  often  the  of- 
fice, the  hospital,  and  the  restaurant  for  the  sick. 
Patients  who  needed  constant  attention  \vere 
often  moved  to  the  doctor’s  home,  where  his  wife 
could  administer  their  cai'e.  The  fee  for  his  serv- 
ices, aside  from  money,  often  consisted  of  hay  for 
his  horse,  grain,  chickens,  beef,  vegetables  or 
wood.  The  newspapers  of  Clark  County  record 
occupations  such  as  farming,  animal  husbandry, 
fruit  and  hop  grow  ing,  printing,  or  operating  an 
apothecary  shop  w^ere  necessary  for  him  to  fol- 
low' in  order  to  supplement  his  meager  income. 

The  nostalgia  of  the  days  of  the  horse  and 
buggy  doctor  and  the  home  remedies  remain  in 
the  minds  of  many  people  still  living.  Even 
though  w’e  are  living  in  the  atomic  age,  and 
medicine  and  surgery  are  keeping  pace,  many  of 
our  older  patients  enjoy  thinking  of  the  turpen- 
tine and  goosegrease  that  mother  applied  to  the 
chest  for  a cold.  People  drank  sassafras  tea  as 
a spring  tonic  because  they  believed  it  thinned 
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the  blood  and  cured  chills  and  fever.  Sulphur 
and  molasses  were  also  used  in  some  families 
as  blood  conditioners  and  purifiers,  and  even 
though  none  of  these  had  any  medicinal  value, 
the  faith  these  people  placed  in  them  served  as 
a tonic  or  energizer  for  the  spring  work  ahead. 

May  I conclude  with  the  thought  that  in  each 
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Rapid  Micro  Bilirubin  Test 

NATHAN  R.  SMALL,  B.A.,  Fort  Hood,  Texas  / RICHARD  H.  WILTERDINK,  B.S., 
Cincinnati,  Ohio  / DAVID  B.  SHURTLEFF,  M.D.,  Seattle,  Washington 


Because  of  increased  interest  in  hyperbilirubin- 
emia of  premature  infants/  we  have  developed 
the  following  simple  blood  collecting  method  and 
ultra-micro  technique  for  measuring  bilirubin 
in  0.08  ml.  of  serum. 

material  and  method 

Blood  Collection:  A heel  puncture  is  made  to 
produce  a free  flow  of  blood.  Approximately  0.2 
ml.  of  blood  is  collected  using  equipment  illus- 
trated in  figure  1.  Gentle  suction  on  the  aspirator 
tube,  with  caution  not  to  cause  hemolysis  by 
forming  bubbles,  insures  easy  filling  of  tube  A 
via  the  capillary  tube  without  concern  for  capil- 

The  authors  collaborated  in  development  of  this 
method  while  serving  together  at  an  army  hospital,  1958-60. 
Dr.  Shurtleff  is  Director  of  Pediatric  Outpatient  Clinics, 
University  of  Washington  School  of  Medicine. 


lary  action,  gravity,  and  blood  loss  common  to 
other  micro  collection  techniques.--^ 

Reagents  and  Equipment:^ 

Bilirubin,  reagent  grade,  (Physicians 
Drug  Supply  Company,  Philadelphia, 
Pennsylvania) 

Chloroform  USP 

Methyl  Alcohol,  A.  C.  S.  Reagent,  Assay 
99.5% 

Hydrochloric  Acid  Solution,  1.5%  by 
volume 

Sulfanilic  Acid  Solution  1.8%  in  1.5% 
Hydrochloric  Acid 

Sodium  Nitrite  Solution  0.5%  (Prepared 
just  prior  to  use) 

Diazo  Reagent,  0.3  ml.  of  the  0.5%  Sodi- 
um Nitrite  Solution  is  added  to  10.0 
ml.  of  Sulfanilic  Acid  just  prior  to  use. 

Spectrophotometer 

Pipettes,  Sahli  Hemoglobin,  (calibrated 
to  deliver  0.02  ml.) 


39 

Northwest  Medicine,  January  1963 


Fig.  1.  Blood  collection  apparatus.  (A)  Medicine  dropper 
with  tip  heat  sealed  forming  a small  centrifuge  tube. 
(B-C)  A rubber  stopper  from  a Wintrobe  hematocrit  tube 
is  fitted  with  a heparinized  (dried)  75  mm.  (diameter  1.2-1.4 
mm.)  capillary  tube  and  a bent  20  ga.  needle.  (D)  An 
aspirator  tube  (usually  used  with  counting  pipettes)  is 
connected  to  the  needle  via  a plastic  needle  adapter  from 
a blood  transfusion  recipient  set. 


Procedure: 

(Total  Bilirubin)  In  a 10  x 75  cuvette  “U” 
(unknown)  is  placed  0.5  ml.  of  diazo  reagent.  In 
a second  cuvette  ‘B”  ( serum  blank ) is  placed 
0.5  ml.  of  1.5%  hydrochloric  acid  solution.  To  both 
cuvettes  0.02  ml.  of  serum  or  plasma  and  1.0  ml. 
of  methyl  alcohol  are  added.  Contents  of  the 
cuvettes  are  mi.xed  by  inxersion.  At  the  end  of 
five  minutes  the  per  cent  transmission  of  the 
diazo-bilirubin  solution  in  cmette  “U”  is  read 
at  a wavelength  of  550  mu.  using  the  blank  in 
cuvette  “B”  to  adjust  the  spectrophotometer  to 
100  per  cent  transmission. 

(One  Minute  or  “Direct”  Bilirubin)  Distilled 
water  replaces  methyl  alcohol  in  the  procedure 
outlined  abo\e.  The  necessity  for  exact  timing 
requires  that  the  diazo  reagent  be  added  last. 

sfandardizafion 

Three  accurate  weighings  of  2.50  mg.  of  bili- 
rubin are  each  dissolved  in  500  ml.  chloroform. 
Each  of  the  stock  standard  solutions  is  diluted 
with  methyl  alcohol  to  progressively  weaker 
solutions  of  desired  concentration."  Triplicate 

• standard  solutions  of  bilirubin  may  be  prepared  more 
easily  with  purified  human  albumin  solutions." 


ultra-micro  bilirubin  determinations  are  per- 
formed on  each  standard  solution  for  a total  of 
sixty-three  readings  (Fig.  2).  The  standard 
deviation  of  the  mean  is  ± 1.2.3  mg./lOO  ml. 
and  the  average  de\  iation  of  the  mean  is  ± 0.02 
mg./lOO  ml. 

calculation 

From  the  mean  curt  e our  calculation  for  the 
determination  of  an  unknown  “direct”  or  total 
bilirubin  is: 

2 - log  T 

X = X 100 

1.06 

X = mg.  of  bilirubin/100  ml.  of  serum 
or  plasma 

T = the  per  cent  transmission 
comparative  analysis 

Simultaneous  ultra-micro  and  standard  macro 
( Malloy  and  Evehm  technique"  with  Ducci  and 
Watson  modification®  for  one  minute  of  “direct” 
bilirubin ) bilirubin  determinations  were  per- 
formed by  different  technicians  on  161  serum 
samples  of  blood  remo\’ed  by  exchange  trans- 
fusion from  nineteen  hyperbilirubinemic  neon- 
ates. Separate  standard  transmission  cur\’es  were 
used  for  macro  and  micro  determinations.  The 
average  de\iation  of  the  difference  was  ± 0.49 
mg./lOO  ml.  and  the  standard  deviation  of  the 
difference  was  ± 0..58  mg./lOO  ml.  (Fig.  3). 

discussion 

As  postulated  by  Hsia,  Ilsia  and  Gellis,®  we 
ha\'e  found  it  possible  to  use  a smaller  amount  of 
serum  in  an  ultra-micro  bilirubin  determination. 
Determinations  of  direct  and  total  bilirubin  on 
somewhat  larger  specimens  of  blood  are  neces- 
sary at  infrequent  critical  inter\  als  while  follow- 
ing a rising  bilirubin  cur\  e in  order  to  properly 
e\aluate  the  level  of  the  significant  fraction, 
indirect  bilirubin. Data  from  seven  patients 
in  elevated  “direct”  bilirubin  levels  indicate  that 
our  method  is  sufficiently  accurate  for  clini- 
cal use. 

Malloy  and  E\  elyn  ha\  e demonstrated  that  the 
time  required  to  reach  maximum  color  intensih' 
of  azobilirubin  varies  with  the  concentration  of 
alcohol.®  Our  final  alcohol  concentration  of  66.0 
per  cent,  plus  an  excess  of  diazo  reagent,  pro- 
duces maximum  color  intensity  in  five  minutes. 
Xo  protein  turbidity  was  encountered  in  this 
fi\  e-minute  period.  A catalyst  was  not  necessary 
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Fig.  2.  Transmission  readings  of  known  bilirubin  concen- 
trations. The  black  line  represents  the  mean  percent  trans- 
mission (converted  to  2-Log  T)  of  nine  determinations  on 
each  of  seven  standard  bilirubin  solutions  of  known  con- 
centrations. The  letter  “b”  represents  two  identical  read- 
ings. 

as  suggested  in  previous  literature.^  Repeat  read- 
ings at  thirty  minutes  revealed  a change  in 
intensity  from  it  0.25  to  1.75  per  cent  trans- 
mission. 

We  have  used  a wavelength  of  550  mu.  which 
provides  a slightly  broader  range  of  per  cent 
transmission  values  than  the  wavelength  of  540 
mu.  Interference  from  yellow  pigmentation  was 
not  measurable  at  either  wavelength  when  more 
than  twenty  icteric  sera,  prepared  as  for  the 
serum  blank  in  our  method,  were  compared  to 
distilled  water.  This  observation  agrees  with  the 
work  of  other  investigators. Hemolysis  was 
not  evident  in  the  sera  collected  by  our  gentle 


Fig.  3.  Correlation  between  macro  and  micro  bilirubin 
determinations.  Macro  determinations  by  Malloy  and 
Evelyn  method  modified  by  Ducci  and  Watson  are  plotted 
against  our  micro  determinations  on  the  same  samples  to 
show  their  approximation  to  the  theoretical  perfect  agree- 
ment represented  by  the  solid  line.  The  broken  lines  show 
± 1.0  m.  per  100  ml.  All  but  three  determinations  fall 

within  1.0  mg.  per  cent  agreement;  74.5  per  cent  agree 
within  2.0  per  cent,  and  93.7  per  cent  agree  within  5.0 
per  cent,  whereas  0.1  per  cent  show  less  than  10.0  per  cent 
agreement. 

technique  and  it  should  be  noted  White  et  ah 
and  McGann  and  Carter”  added  hemolysate  to 
provide  levels  of  hemoglobin  sufficient  to  cause 
interference.  Transmission  readings  from  both 
the  Beckman  DU  and  the  Coleman  Junior  Spec- 
trophotometer on  the  same  specimens  were  not 
significantly  different. 

U.S.  Army  Hospital  (Mr.  Small) 


The  authors  are  grateful  to  Miss  Elda  June  Martin, 
and  Robert  A.  Aldrich,  M.D.,  Department  of  Pediatrics, 
University  of  Washington,  Seattle,  for  review  and  critical 
comment  concerning  the  procedure. 
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Coronary  Reconsfrncfion  for  Angina  Pectoris 


K.  V.  S.  RAO,M.D.  / H.  B.  KELLOGG,M.D.  / E.  J.  B O U R D E A U,  M.  D.  Seattle,  Washington 


Since  the  epochal  report  of  Bailey  et  al  showing 
snr\ival  after  coronary  thromboendarterectomy, 
the  direct  surgical  attack  of  coronary  artery^  di- 
sease seems  to  be  the  most  logical  and  exciting 
ad\ance  in  the  treatment  of  this  condition.'-® 

The  direct  approach  is  based  on  the  demon- 
stration that  patients  with  angina  pectoris  have 
partial  or  total  occlusion  of  a major  coronary 
artery  in  the  proximal  third  of  the  vessel  with 
a relati\  ely  normal  distal  tree."  In  view  of  these 
facts  and  the  major  gains  already  made  in  the 
treatment  of  similar  segmental  occlusive  lesions 
(carotids,  \ertebrals,  aorto-iliacs ) , it  was  only 
natural  to  consider  application  of  these  proced- 
ures, such  as  resection  and  graft  replacement, 
endarterectomy,  bypass  grafts  and  patch  graft, 
to  segmental  coronary  occlusive  disease.'  ® 

We  wish  to  report  our  e.xperience  in  dealing 
with  coronaiy  occlusive  disease  in  a 73-year-old 
white  female  who  had  total  obstruction  of  the 
right  coronary  artery  as  detected  by  coronar)’ 
angiography  and  confirmed  at  surgery. 

C.\SE  REPORT 

This  patient’s  first  myocardial  infarction  was  in 
November,  1958,  at  which  time  all  activities  were 
interdicted  and  she  was  put  on  nitroglycerine  to 
allay  her  anginal  attacks.  The  pains  were  always 
substernal  and,  for  the  year  prior  to  admission,  had 
topical  radiation  down  the  left  arm  and  hand.  In 
October  1961  she  had  severe  anginal  attacks  but  no 
frank  infarction.  E.K.G.  was  compatible  with  old 
posterior  wall  infarction. 

Physical  examination  December  18,  1961,  revealed 
an  alert,  73-year-old  white  lady  in  no  acute  distress. 
There  were  a few  premature  ventricular  beats  but  no 
other  abnormality.  Results  of  routine  laboratory’  work, 
including  cholesterol  of  154  mg.,  were  in  normal 
range.  The  electrocardiogram  was  inteipreted  as 
being  compatible  with  subendocardial  ischemia  but 
possibly  normal  for  a patient  of  this  age. 

In  view  of  the  fact  that  she  was  a very  active 
individual,  despite  her  age,  and  was  looking  for- 
ward to  enjoying  her  life  without  the  pangs  of  angina, 
it  was  decided  to  visualize  the  coronary  vascular 
pattern  prior  to  any  definitive  therapy. 

Coronary  arteriography  was  done  under  conditions 
of  elevated  endobronchial  pressure  (-f  40  cm.  H^O) 
using  20  cc.  sodium  diprotrizoate-sodium  diatrizoate 
injected  rapidly  through  a catheter  threaded  under 
fluoroscopic  guidance  to  the  region  of  the  aortic 

From  the  department  of  surgery  of  Seattle  General  Hos- 
pital. 


valve.  Appropriate  films  were  taken  at  one  second 
intervals  and  these  revealed  non-filling  of  the  right 
coronary  artery.  The  left  coronary  artery  and  its  ante- 
rior descending  branch  were  well  shown.  About  2 
cm.  from  origin  of  the  left  coronary  there  was  an 
area  of  narrowing,  assumed  to  be  on  an  atheromatous 
basis. 

Taking  into  account  the  angina  of  effort  not 
relieved  by  nitroglycerine,  it  was  evident  that  a 
major  coronary  vessel  was  totally  occluded.  This  was 
confirmed  by  the  coronary’  arteriograms.  In  view  of 
this  evidence  it  was  deemed  necessary  to  open  the 
right  coronary’  artery’  and  direct  the  flow  through 
normal  channels. 

Accordingly,  on  January  4,  1962,  the  chest  was 
entered  through  a median  sternotomy  without  violat- 
ing either  pleural  cavity.  The  pericardium  was  found 
to  contain  the  usual  amount  of  straw  colored  fluid. 
The  right  coronary  artery,  in  the  atrio-ventricular 


Fig.  1.  Median  sternotomy.  The  right  atrial  appendage  is 
retracted.  Tube  sutured  into  the  appendage  is  for  intra- 
atrial  transfusion.  Retraction  of  the  artery  is  by  umbilical 
tapes. 

groove  was  found  to  be  markedly  sclerotic  and  was 
pulseless.  The  process,  involving  approximately  nine 
centimeters  of  the  artery,  started  a centimeter  below 
its  origin  at  the  aorta  and  extended  beyond  the  atrio- 
ventricular groove  to  the  origin  of  the  posterior 
branch.  Fig.  1.  Following  direct  v ision,  open  throm- 
boendarterectomy’ of  this  vessel,  it  was  found  that  the 
thrombotic  core  consisted  mainly  of  calcified  sclerotic 
debris.  Recanalization  had  produced  a negligible 
lumen  but  there  was  good  retrograde  flow  due  to 
well  developed  collaterals  arising  from  the  left 
coronary'.  Fig.  2. 

Following  completion  of  the  endarterectomy  it 
was  found  that  closure  of  the  vessel  vv'ould  markedly 
reduce  the  lumen.  Fig.  2.  Accordingly,  a sleeve 
prosthesis  of  Teflon  was  used  to  reconstruct  the 
passage  way.  Fig.  3.  At  the  termination  of  the  pro- 
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Fig.  2 Upper.  Exposure  of  thrombotic  core.  The  core  is 
shelled  out  from  branches  and  none  is  sacrificed.  Lower. 
The  artery  after  removal  of  the  plug.  Openings  in  the  wall 
indicate  intramyocardial  branches  from  which  there  was 
retrograde  flow.  Sleeve  prosthesis  has  been  placed  and 
sutured  to  one  edge  of  the  arterial  wound. 


Following  coronary  thromboendarterectomy, 
a sleeve  prosthesis  of  woven  Teflon  was  used 
to  reconstruct  the  vessel. 

Six  months  after  surgery  she  was  well  and 
was  free  from  angina. 

1215  Fourth  Ave.  (1)  (Dr.  Rao) 


cedure  good  proximal  and  distal  flows  were  obtain- 
able. The  patient  withstood  the  operative  procedure 
well.  She  received  six  units  of  whole  blood. 

Postoperatively  she  had  an  uneventful  course. 
Drainage  tubes  in  the  anterior  mediastinum  were 
removed  at  the  end  of  48  hours.  Heart  tones  were 
good.  Transaminase  levels  were  normal  and  the 
E.K.G.  was  unchanged.  By  the  fourth  postoperative 
day  she  was  able  to  ambulate  gradually  and  at  no 
time  during  her  postoperative  period  did  she  have 
any  recurrence  of  angina.  She  was  discharged  at  the 
end  of  two  weeks,  on  anticoagulants. 

At  the  last  postoperative  check,  on  June  12,  she 
looked  well,  had  resumed  her  accustomed  vigor 
and  had  no  angina. 

summary 

Total  obstruction  of  the  right  coronary  artery 
was  detected  by  coronary  arteriography  done 
under  conditions  of  elevated  endobronchial  pres- 
sure. This  was  confirmed  at  the  time  of  surgery. 
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Mammography  in  Proper  Perspective 

WILLIS  J.  TAYLOR,  M.D.  THOMAS  CARLILE,  M.D.  Seattle,  Washington 


Clinical  acceptance  of  breast  radiography  has 
been  delayed,  in  part,  by  skepticism  and  inertia 
on  the  part  of  both  surgeons  and  radiologists. 
The  effort  and  interest  of  Gershon-Cohen  and 
associates  have  literalK'  kept  this  procedure  alive 
in  this  countr\'.*-’  Refinements  of  technique  and 
interpretations  introduced  by  Leborgne,  of  Uru- 
guay, have  reversed  many  of  this  method’s  past 
disappointments. * ' Egan’s  e.xperience  has  further 
demonstrated  the  practicability-  of  mammo- 
graiThy.  His  technique  combines  the  use  of  prop- 
er coning,  long  time  inter\al,  inherent  tube  fil- 
tration, low  KV  and  high  MA  factors  with  in- 
dustrial type  x-ray  film.”  " This  film  features  fine 
grain  emulsion  quality  which  allows  a greater 
degree  of  detail  than  can  be  obtained  with  con- 
ventional film.  In  spite  of  evident  limitations, 
mammograms  of  remarkable  detail  and  quality 
may  be  obtained  by  CcU-eful  attention  to  this 
technique.  In  Egan’s  first  2000  consecutive  mam- 
mography studies,  he  experienced  less  than  one 
per  cent  error  in  diagnosis  of  malignant  lesions.® 
Less  than  ten  per  cent  of  the  biopsy  proven 
lesions  were  regarded  radiographically  as  non- 
maligncint  or  indeterminate.  0\erall  diagnostic 
accuracy  was  greater  than  ninety-three  per  cent 
and  fifty-three  clinically  unsuspected  cancers 
were  detected.  Conclusions  drawn  from  this 
work  include : 

1.  E\en  in  pathology,  provisions  must  be 
made  for  indeterminate  study  in  \ iew  of 
e\ident  limitations. 

2.  Though  mammography  is  not  infallible 
in  preoperative  diagnosis,  it  is  capable 
of  reducing  preoperative  diagnostic  er- 
rors and  of  revealing  unsuspected  malig- 
nant lesions. 

.3.  Mammography  represents  im  adjunctive 
procedure  in  diagnosis  of  breast  disease. 
It  is  not  regarded  as  a substitute  for 
biopsy. 

technique 

.\natomic  features  of  the  breast  vary  w ith  age 
of  the  patient,  physiological  factors,  its  size  and 

From  the  Virginia  Mason  Hospital  and  Mason  Clinic. 
Seattle. 

Read  before  the  Section  on  Surgery.  Washington  State 
Medical  Association  Annual  Meeting.  September  19,  1962. 


degree  of  involution.  Each  breast  is  radiographed 
in  two  projections,  craniocaudad  imd  oblique 
lateral.  Films  are  also  obtained  of  each  a.xillary 
area  to  allow  inspection  for  adenopathy.  Char- 
acter of  the  resulting  radiographic  product  does 
not  permit  rapid  gross  film  reading.  Rather,  it 
requires  more  detailed  and  painstaking  inspec- 
tion, utilizing  a bright  light  source  and  magni- 
fication lens.  Systematic  interpretation  of  mam- 
mograms is  accomplished  by  evaluation  of  the 
following:  configuration  of  the  breast;  appear- 
ance of  the  skin,  meola,  subareolar  area,  nipple, 
vessels,  gland  tissue,  and  axillary'  iireas.  The 
radiation  exposure  is  well  within  acceptable 
limits.®  The  gonad  dose  is  of  such  small  magni- 
tude that  it  has  been  unmeasurable. 

radiographic  features 

The  benign  breast  lesion  is  characterized  by' 
well  circumscribed,  regular,  homogeneous  densi- 
ties or  lucencies  which  displace  but  do  not  in- 
vade the  surrounding  tissue.  The  retromammary' 
space  is  clear.  Though  calcifications  may  be 
present,  they'  are  few  and  isolated.  On  the  other 
hand,  the  malignant  lesion  presents  a variable, 
ragged  or  spiculated,  and  poorly  circumscribed 
appearance.  It  is  not  homogenous  and  it  infil- 
trates the  surrounding  tissue  including  the  retro- 
mammary space.  The  characteristic  calcifications 
are  numerous,  punctate  imd  grouped  in  and 
around  the  nodule.  Depending  on  the  stage  of 
the  disease,  secondary  signs  of  breast  cancer 
are  the  same  as  those  clinically  noted  but  are 
commonly  appreciated  earlier:  skin  thickening, 
skin  retraction,  nipple  retraction,  venous  en- 
gorgement, fibrous  tissue  proliferation  and  as- 
sociated axillary  nodes. 

reproducibility  study 

The  correlation  of  physical  and  radiographic 
findings  is  capable  of  producing  the  greatest 
amount  of  accurate  clinical  information.  Xe\- 
ertheless,  any  roentgen  procedure  must  possess 
significant,  independent,  diagnostic  potential.  To 
e\aluate  the  independent,  diagnostic  \alue  of 
breast  radiography',  a study'  has  been  sponsored 
by  the  Cancer  Control  Program  of  the  Lb  S. 
Public  Health  Service  and  the  Uni\ersity'  of 
Te.xas,  M.  D.  .\nderson  Hospital,  in  Houston. 
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This  project  involves  the  cooperation  of  twenty- 
four  institutions  throughout  the  United  States.® 
The  study  procedure  will  allow  significant  con- 
clusions concerning  the  independent,  diagnostic 
potential  of  mammography,  its  overall  accuracy 
and  reproducibility.  It  is  of  further  importance  as 
a pilot  study  of  a method  leading  to  more  rapid 
resolution  of  controversial  medical  questions. 

discussion 

It  is  obvious  that  lesions  in  the  involuted  and 
predominantly  fatty  breast  are  most  easily  dem- 
onstrated. Radiographic  interpretation  is  limited 
in  the  small  dense  breast,  in  the  dense  virginal 
breast,  during  pregnancy,  and  in  the  lactating 
breast.  The  presence  of  diffuse  fibrocystic  di- 
sease may  obscure  other  lesions.  Incorrect  diag- 
nosis of  malignancy  may  occur  in  abscesses,  in- 
fected cysts,  or  fibrocystic  disease  associated 
with  marked  sclerosing  adenosis  or  ductal  hyper- 
plasia or  both. 

In  spite  of  its  limitations,  this  method  does 
present  certain  values.  It  aids  in  differentiation 
of  benign  from  malignant  lesions  with  greater 
accuracy  than  realized  with  palpation;  it  reduces 
delay  in  biopsying  certain  lesions  such  as  equi- 
vocal lesions,  clinically  occult  or  non  palpable 
symptomatic  lesions,  and  in  situations  of  surgical 
reluctance  because  of  multiple  previous  biopsies. 
It  provides  documentary  evidence,  of  particular 
value  in  subsequent  comparison  studies. 

This  method  has  been  shown  to  be  of  value 
in  periodic  x-ray  examination  as  part  of  a cancer 
detection  program.  Gershon-Cohen  uncovered  23 
cancers  in  a series  of  1312  women  followed  for 
five  years. These  survey  volunteers  presented 
no  suspicious  breast  symptoms  or  signs  at  the 
start  of  the  study,  and  six  of  these  lesions  were 
not  palpable  when  radiographically  diagnosed. 
It  is  anticipated  that  earlier  diagnosis  with  the 
aid  of  mammography  may  significantly  increase 
ultimate  survival.  These  findings  are  comple- 
mented by  the  survey  potential  suggested  by 
Egan’s  findings. 

Institution  of  some  age  selective,  mammography 
survey  program  depends,  of  course,  on  the  suc- 
cessful conclusion  of  the  described  reproducibil- 
ity study  as  well  as  other  similar  studies.  Appar- 
ent additional  obstacles  to  such  cancer  detec- 
tion surveys  include  those  of  economic  character, 
the  problem  of  gaining  public  support,  including 

‘The  Department  of  Radiology  serving  the  Virginia  Ma- 
son Hospital  and  Mason  Clinic  is  participating  in  this  study. 


the  cooperation  of  patient  and  attending  physi- 
cian, the  mechanics  of  maintenance  of  records 
and  the  prevention  of  iatrogenic  effects. 

conclusion 

Recognizing  the  valid  limitations,  we  present 
the  following  suggested  indications  for  this  ad- 
junctive procedure  of  breast  radiography:  I)  to 
confirm  a clinical  impression,  2)  to  evaluate  the 
lumpy  breast,  3)  to  evaluate  the  painful  breast, 
4)  to  evaluate  nipple  discharge,  5)  to  evaluate 
the  breast  with  questionable  mass,  6)  to  follow 
up  hormonal  or  irradiation  treatment  of  carcin- 
oma of  the  breast,  7 ) to  detect  occult  malignancy 
as  the  origin  of  evident  metastasis,  8)  to  study 
the  inverted  nipple  without  palpable  mass,  9) 
to  examine  the  contralateral  breast  in  patients 
with  known  carcinoma,  10)  to  examine  the  re- 
maining breast  following  mastectomy  for  carci- 
noma, 11)  to  differentiate  benign  and  malignant 
lesions  but  not  to  replace  biopsy,  and  12)  to 
counteract  cancerophobia,  especially  in  those 
with  positive  family  history. 

In  the  application  of  these  indications,  we 
recommend  that  mammography  be  regarded  in 
proper  perspective,  that  we  recognize  its  values 
as  well  as  its  limitations,  that  patients  be  thought- 
fully selected,  that  we  exercise  proper  technique 
and  careful  methods  of  interpretation,  and  that 
we  recognize  its  importanee  as  an  adjunctive  pro- 
cedure but  not  as  a substitute  for  biopsy.  ■ 

1118  9th  Ave.  (1) 
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Characteristic  Confrontation 

The  Unifying  Principle  of  Psychotherapy 

E.  S.  C.  FORD, M.D.  Seattle,  Washington 


Thisi  s a critique  of  the  psychiatrist’s  function.  It  has  been  reasoned  from 
the  clinical  facts  of  human  development  in  health  and  disease  as  well  as  from 
a synthesis  of  well  accepted  theoretical  concepts.  It  is  intended  as  a rational 
marriage  of  theory  and  practise.  The  purpose  is  to  offer  an  integrated  picture 
of  the  psychiatrist’s  role  from  the  point  of  view  of  the  patient  who  needs  him 
and  of  the  best  in  behavioral  science  theory  that  should  make  him  a highly 
trained  biological  scientist.  The  point  presented  is  that  the  psychotherapist 
should  he  an  idealized  authority  or  parent  figure  in  the  tradition  of 
medicine  as  well  as  a highly  trained  scientist  in  psychobiology. 


Confront  means  to  come  face  to  face.  The 
psychiatrist’s  principal  technical  inter\entions 
are  labeling,  making  obser\ations  or  confronta- 
tions, interpretations  and  reconstructions,  inter- 
spersed with  varying  quantities  and  types  of 
facilitation  cues.  Of  these  I feel  confrontation  is 
the  technique  employed  far  more  often  than  all 
others  combined. 

definition 

Constant  characteristic  confrontation  may  be 
defined  as  a consistent  operational  attitude,  or  set, 
with  dynamic,  economic  and  structural  qualities, 
that  governs  the  form  and  directs  the  energy  of 
the  psychiatrist’s  interventions.  It  is  directed  to 
the  patient’s  perception  and  is  intended  to  make 
him  forcibly  aw  are  of  his  beha\’ior  w'hich  has  the 
greatest  impact  of  functional  disturbance,  i.e., 
that  which  registers  upon  the  psychotherapist’s 
perception  with  the  greatest  feeling  of  dis- 
harmony or  disease.  Clinically,  these  disturbances 
include  examples  of  faulty  perception,  judgment 
or  synthesis,  and  ego  or  character  defects  and 
their  derived  symptoms. Such  aberrations  con- 
tinually transmit  energy  which  evokes  anxiety 
within  him  or  his  objects  or  both.  Characteristic 
confrontation  is  the  psychotherapist’s  unified 
response  to  the  patient’s  total  behavior,  particu- 
larly to  the  diseased  or  regressive  elements.  Thus 
it  may  go  beyond  simple  labeling  or  observ  ing  to 
possibly  employ  all  modalities  of  e.xpression 
within  the  clinician’s  conceptual  and  expressive 
potential.  It  implies  maximum  rational  utilization 
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of  his  professional  function.  Thus  it  utilizes  those 
interventions  that  will  best  initiate  or  advance 
changes  in  the  form  or  aw'areness  of  displaced 
instinctual  energy,  since  such  mobilization  con- 
stitutes the  essence  of  affective  abreaction  with 
insight. 

theoretical  and  clinical  rationale 

Human  personality  and  character  is  in  continu- 
ous evolution  consequent  to  the  impact  of 
instinctual  energy  and  external  reality  upon  a 
central  ego  control  organization.  It  is  thus  an 
adaptation  to  grow^th.®  This  may  be  toward 
greater  uniU',  integration  and  health  or  toward 
disunity,  fixation,  regression  or  disease.  Either 
health  or  disease  once  established  tends  to  assume 
a certain  ongoing  pattern.  Because  of  man’s 
prolonged  dependency  his  development  is  highly 
wilnerable  to  interruptions  and  special  develop- 
mental v icissitudes.  However,  all  human  psycho- 
biological  experience  indicates  that  the  immature 
organism  yearns  to  be  integrated,  matured,  and 
structured.  This  is  seen  in  all  infants  as  thev’ 
pass  through  the  stages  leading  to  object  rela- 
tionship. If  is  my  contention  that  all  individuals 
who  have  not  attained  optimal  development,  i.e., 
functioning  essentially  free  of  neurotic  anxiety, 
continue  to  search  for  objects  that  may  help  them 
attain  this  level  of  development.  This  striving 
is  what  permits  us  to  function  in  our  professional 
capacity  for  a single  day.  I believe  the  psycho- 
therapist’s role  includes  serving  the  patient  both 
as  a physician  and  as  an  objective  parent. 

The  personality  is  under  the  control  of  the 
central  ego  organization  which  striv'es  to  organ- 


46 

Northwest  Medicine,  January  196.3 


ize  the  complex  input  from  instincts,  psychic 
institutions  and  external  reality.  W'hile  many 
functions  have  been  attributed  to  the  ego,  the 
major  ones  that  concern  us  are:  (A)  perceiving 
of  the  external  world  and  of  the  self,  ( B ) critical- 
evaluative  judging,  (C)  dealing  with  anxiety, 
including  formation  of  the  mechanisms  of  de- 
fense and  ( D ) synthesizing  this  complex  input 
into  a unitary  response. 

As  Stone*  points  out,  the  analytic  physician 
should  be  in  his  ultimate,  positive,  parental 
identification.  In  this  role  he  will  include  reports 
of  the  patient’s  defects  of  perception,  judgment, 
synthesis,  or  character,  while  supporting  him  in 
the  therapeutic  relationship.  Clearly  he  will  not 


offer  him  replacement  services  since  to  do  so 
would  foster  dependency  and  retard  develop- 
ment. Our  job  is  to  employ  every  rational  means 
that  will  advance  a state  of  greater  adaptation 
and  health. 

psychiatric  disease  formation 

Certain  vicissitudes  of  psychosexual  develop- 
ment constitute  sources  of  fixation  which  in 
times  of  stress  may  serve  as  potentials  for 
regression.  This  may  result  in  anxiety-producing 
symptom  disease.  Or  anxiety  may  be  neutral- 
ized by  constant  defects  in  the  ego  or  character 
structure.  Energy  involved  in  symptoms  or  in 
such  defects  is  nevertheless  lost  to  central  ego 


J List  of  Comttionly  Misunderstood  Psychiatric  Terms 
xoith  Definition  or  Descriptive  Analogy 


1.  Ego.  That  part  of  the  mind  that  works  for 
self  preservation  by  regulating  the  re- 
sponses of  the  total  personality  to  the  often 
conflicting  demands  reaching  it  from  the 
outside  world  and  from  within  itself.  Also, 
the  self  concept. 

2.  Synthesis.  A function  attributed  to  the  ego 
that  integrates  the  various  factors  making 
up  the  personality.  Also  that  mental  force 
that  impels  the  individual  to  harmonious 
unification  and  creativity. 

3.  Synthetic  Function.  See  Synthesis. 

4.  Energy.  The  propelling  force  behind  all 
psychic  action,  believed  ultimately  to 
arise  from  the  soma. 

5.  Instinct.  A primal  trend  or  urge  that  can- 
not be  further  resolved,  representing  the 
body’s  biological  needs.  Instinct  acts 
through  the  psyche  to  secure  gratification 
of  need  by  contact  with  the  outer  world, 
the  source  of  psychic  energy. 

6.  Objects.  That  in  or  through  which  the 
instinct  achieves  its  aim  or  satisfaction. 
The  infant’s  earliest  external  objects  are 
his  parents  or  parent  surrogates;  the  whole 
or  a part  of  the  self  may  also  be  an  object, 
i.e.  narcissism. 

7.  Psychic  Institution.  A division  of  the  mind 
or  psyche:  For  example,  the  conscience 
relates  to  the  moral,  esthetic  and  ethical 
attitudes  acquired  during  development  and 
training. 

8.  Conceptual  and  Expressive  Potential.  In 

this  paper,  the  psychiatrist’s  capacity  to 
grasp  the  total  meaning  of  his  patient’s 
problem  and  present  manner  of  adapting 


to  it  and  his  ability  and  skill  in  communi- 
cating this  knowledge  back  to  his  patient. 

9.  Facilitation  Cues.  Any  stimulus,  such  as  a 
question,  glance  or  demand  through  silence 
that  assists  the  patient  in  further  unfolding 
the  account  of  his  problem. 

10.  Transference.  An  energy  or  force  pro- 
ceeding from  the  patient  that  attributes 
to  new  objects  (in  psychotherapy,  to  the 
clinician)  the  characteristics  of  old  ones 
and  attempts  to  reestablish  or  relive  an 
infantile  situation  once  either  greatly  en- 
joyed or  greatly  missed. 

11.  Countertransference.  Similar  to  above, 
except  proceeding  from  the  clinician  to- 
ward his  patient.  Almost  always  inap- 
propriate since  it  may  interfere  with  ob- 
taining an  objective  concept  of  the  patient 
and  his  problem. 

12.  Repression.  The  active  process  of  ejecting 
or  banishing  from  conscious  awareness 
ideas  or  impulses  that  are  unacceptable, 
particularly  those  of  sexual  or  aggressive 
nature. 

13.  Abreaction.  The  process  of  returning  to 
conscious  awareness  and  adequate  expres- 
sion material  that  has  been  repressed.  Re- 
call and  reexperience  of  both  the  intel- 
lectual idea  and  the  emotion  are  involved. 

15.  Introjection.  To  form  by  identification  a 
picture  of  an  object  and  then  introduce 
this  into  the  ego  or  self  concept.  A psycho- 
logical process  of  assimilation. 

15.  Regression.  To  return  to  an  earlier  level 
of  adaptation.  Usually  involves  childlike 
or  infantile  aspects  of  behavior  inappropri- 
ate to  mature  functioning. 
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control.  This  energy'  deficit  places  a constant 
stress  upon  the  s\nthetic  function  and  renders 
the  ego  liable  to  increased  anxiety  \vhene\  er  it 
meets  demands  from  any  direction.  The  causaliU' 
principle"  requires  that  the  ego’s  disturbances 
of  function  be  strictly  accounted  for  in  conscious 
awareness.  Since  the  fixating  e\’ents  ha\  e been 
d\namically  repressed  or  projected,  this  forces 
defects  in  perception,  judgment  and  synthesis. 
\\'ith  energ>"  supply  depleted  and  with  fault}'  per- 
ception and  fixed  defects  in  judgment,  the  ego 
cannot  s\'nthesize  a unitiu'}'  t}pe  response.  Thus 
it  becomes  clironically  \ulnerable  to  anxiet}' 
which  dictates  further  repression,  initiates  further 
regression  and  an.xiety.  This  is  the  well-known 
circiditr  action  of  anxiet}'  w ithin  the  ego." 

the  phenomenon  of  transference 

Instinctual  di'i\es  M'ithdra\\'n  from  central  ego 
control  that  present,  either  as  psychiatric  disease 
or  character  defect,  constantly  transmit  energ}’. 
Actually  the  energ}'  of  the  total  organization, 
both  healthy  secondar}'  process  and  regressed 
or  primar}'  process,  can  be  \iewed  as  alwa}s 
being  transferred.  This  refers  to  the  sum  of  life 
e.xperience— all  that  one  has  been,  all  that  one  is 
and  all  that  one  hopes  to  become.  I refer  to  this 
phenomenon  as  total  behavior  transference  to 
distinguish  it  from  the  usually  understood  form. 
In  the  psychotherapeutic  relationship  this  usu- 
all}'  assumes  a strong  \'alence  imd  direction 
which  can  and  should  be  registered  within  the 
therapist’s  perceptual  and  integrathe  ego.  Be- 
cause the  patient  either  fails  to  perceive  or  else 
misperceives  his  beha\ior  in  greater  or  lesser 
degree,  he  clearly  needs  the  clinician  obser\er, 
not  only  for  the  latter’s  e.xpected  greater  intact- 
ness of  perception,  judgment,  integrative  and 
s\nthetic  functions,  but  also  for  his  abilit}'  to 
conceptualize  and  report  back  consistently  the 
patient’s  aberrant  disturbed  beha\ior. 

In  summar}',  we  see  the  patient’s  position  as  a 
needy  one.  Just  as  the  immature  dependent  child 
needs  and  requires  his  parents’  strength  of  control 
o\'er  instincts  and  their  matured  judgment  and 
perception,  so  does  the  patient  require  the  sup- 
plemental ego  functions  of  the  psychotherapist. 

the  psychiatrist's  major  functions 

Classically  the  role  of  the  psychiatrist  is  non- 
condemning, non-critical,  non-judgmental  and 
accepting.'  However  this  ideal  role  is  often  mis- 
understood and  misapplied  both  in  the  withhold- 


ing of  necessar}'  acti\'ity  or  in  the  exhibition  of 
misconceh  ed  acth  it}'.  First,  what  are  the  rational 
functions  of  the  psychiatrist?  They  are; 

( 1 ) To  limit  primitive  instinctual  presentations 
which  the  patient’s  ego  cannot  control.  At  times 
this  may  involve  setting  limits  and  controls; 
howe\er,  in  most  cases  this  function  is  largely 
implicit  because  of  the  patient’s  dependent, 
expectant  attitude. 

(2)  To  percei\e,  conceptualize,  identif}’,  label, 
reconstruct  and  interpret  manifestations  of  the 
patient’s  regressive,  unhealthy  behaxior.  Such 
consistent  reporting  can  be  received  by  the 
patient  as  a massive  supplementation  of  his  mal- 
functioning ego.  Since  all  movements  either 
towards  health  or  disease  begin  as  a gain  or  a loss 
of  awareness  of  a fragment  of  experience,  con- 
frontation tends  to  force  the  energy  of  these 
dispersed  or  diseased  quotients  back  into  aware- 
ness. This  is  the  cardinal  first  link  in  the  chain 
working  toward  ultimate  recapture  of  this  energy 
by  the  synthetic  function.  This  is  the  greatest 
possible  justification  for  making  maximum  use 
of  the  psychotherapist  function. 

(3)  Finally,  the  patient  utilizes  the  psycho- 
therapist as  a model  for  imitation  and  identifica- 
tion. This  occurs  M’hene\er  an  unintegrated, 
unsti'uctured,  or  immature  organism  interacts 
with  a more  structured,  matured,  or  integrated 
one.  Such  fragments  of  beha\ior  are  essentially 
borrowed  for  an  e.xperimental  period  of  time. 
They  serve  as  intermediate  positions  on  the  way 
toward  an  unique  life  e.xperience  for  the  patient. 
They  may  become  introjected  and  thus  acquire 
permanent  status  within  his  total  experience 
when  they  happen  to  be  compatible  with  the 
patient’s  healthy  functioning. 

some  typical  faulty  or  distorted  application  of  the 
psychiatrist's  role 

Is  a quiet  observational  role  adequate?  Should 
he  just  sit  and  observe,  collect  impressions  and 
data?  Although  this  role  is  neutral  enough  it  may 
not  aflFord  the  help  the  patient  needs.  Contrari- 
wise, active  authoritarian  direction  and  control, 
while  satish'ing  the  need  for  limits,  may  gratif}' 
passive  dependent  trends  and  interfere  with  the 
patient’s  need,  and  right,  to  resume  an  independ- 
ent existence.  Furthermore  countertransference 
confession  and  role-taking  ^'iolate  the  principles 
of  neutralit}'  so  necessary  to  preser\'e  or  to  orient 
the  patient  toward  self-sufficiency.  Since  we 
cannot  constantly  interpret,  reconstruct  or  supply 
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facilitation  cues,  characteristic  confrontation 
appears  to  be  an  operational  and  technical 
advance. 

Before  he  can  practice  efficiently  the  psychi- 
atrist must  possess  thorough  technical  knowledge 
of  personality  evolution  and  of  the  ego’s  typical 
functioning  in  health  and  regression.  He  must 
be  competent  in  transference  and  counter- 
transference  analysis;  these  special  skills  permit 
the  detection  of  even  slight  problems  in  object 
relationship  and  provide  insight  into  ego  dis- 
tortions. Such  knowledge  and  diagnostic  skill  is 
prerequisite  for  character  confrontation  particu- 
larly since  this  may  be  employed  early  in  the 
first  inter\'iew.  Nothing  is  so  reassuring  as  the 


early  correct  recognition  of  the  })atient’s  disease; 
this  awareness  is  best  acknowledged  through  the 
clinician’s  denionstraling  his  conceptual  grasp  by 
reporting  back  properiy-tinied  observations  in 
response  to  the  illness  or  malfunctioning  shown 
to  him.  This  is  the  ultimate  in  acceptance  and 
the  foundation  of  all  rational  therapy."  The 
p.sychotherapist  so  prepared  is  in  his  ultimate 
commitment  as  a positive  parental  identification' 
to  his  child-patient.  All  patients,  even  the  most 
resistant,  are  childlike  in  their  needs  and  expecta- 
tions. They  seek  the  acceptance  and  wisdom 
of  the  idealized  parent-physician  that  can  help 
them  find  themselves.  Even  the  most  provocative 
hope  to  have  their  anxious  fears  disproved. 


TWO  TYPICAL  CLINICAL  EXAMPLES 


Case  1.  A 19  year  old  college  coed  arrived  for  her 
first  interview  clad  only  in  a halter,  and  jeans  cut 
off  at  the  mid  thigh.  She  was  barefoot.  Her  hair 
was  in  complete  disarray  as  though  she  might  have 
ridden  wildly  through  the  streets  on  a motorcycle. 
She  rushed  into  the  consulting  room  and  began 
pouring  out  a tale  of  woe.  She  had  been  ordered 
to  see  me  by  the  University  Counseling  Service 
because  she  was  failing  and  had  suddenly  fainted 
in  class.  Her  boy  friend,  whom  she  wanted  to 
marry,  was  acting  very  disinterested  now  that  they 
were  sleeping  together  regularly.  She  was  being 
fired  from  her  job  where  she  got  room  and  board 
in  return  for  babysitting.  This  firing  was  because 
the  baby’s  mother  felt  the  girl  was  disturbing  her 
marriage  by  getting  too  much  attention  from  the 
husband.  Did  I realize  how  desperate  she  was;  per- 
haps a suicide  was  preferable  to  failure  and  to  be- 
coming a prostitute?  As  she  recounted  this  story 
she  rapidly  crossed  and  recrossed  her  bare  legs, 
pulled  at  the  straps  to  her  halter  bra  and  wiggled 
her  bare  toes  in  my  direction  while  continuing  to 
smile  and  shift  her  seat  seductively  on  her  chair. 

As  this  rich  verbal  and  nonverbal  performance 
bombarded  me  I became  aware  of  a mixture  of  pity 
for  her  plight,  of  some  doubt  whether  she  might 
be  a psychopathic  schizophrenic,  and  had  a distinct 
feeling  of  anger  over  the  gross  sexual  proyocation. 
I developed  a strong  mixed  feeling  at  this  image  of 
a fetching  yet  irresponsible,  somehow  helpless 
wench,  who  was  nevertheless  teasing  me  outrage- 
ously while  seemingly  enjoying  it.  Accordingly  I 
directly  said  to  her,  “You  give  me  a feeling  of  act- 
ing half  crazy  and  yet  pitiable  while  all  the  time 
trying  to  get  me  to  make  a pass  at  you.  I wonder 
whether  you  want  me  to  buy  you  a meal  and  some 
clothes  put  you  up  in  a room  and  then  have  inter- 
course with  you  all  in  that  order?’’ 

First  her  face  assumed  a fleeting  look  of  shock 
which  was  broken  by  a relieved  hysterical  laugh 
that  was  immediately  replaced  by  deep,  convulsive 
weeping.  After  composing  herself  somewhat  she 
admitted  her  clothing  was  a deliberate  provocation 
— after  all,  the  University  treated  her  as  though 
she  were  crazy  by  ordering  her  to  a psychiatrist 
or  face  expulsion.  Next  she  sobbed  out  her  feel- 
ing of  dirty  worthlessness  consequent  to  being  un- 
able to  break  off  her  affair.  She  didn’t  want  to  be 


promiscuous  yet  couldn’t  stop.  Then  she  added  that 
her  father  treated  her  as  though  she  were  no  damn 
good,  always  blaming  her  for  the  chaos  at  home 
which  was  why  she  had  moved  away.  She  added 
she  was  glad  I had  not  become  angry  or  excited 
by  her  teasing  behavior.  On  her  next  visit  she  came 
appropriately  dressed  and  groomed  seeking  help 
for  her  problem. 

Case  2.  A rather  obese,  highly  intelligent,  and 
sophisticated  theoretical  physicist  appeared  for  his 
first  interview  to  discuss  possible  psychoanalysis. 
In  a perfectly  ordered  account  he  told  of  his  two 
previous  failures  at  analysis  with  two  analysts  in 
another  city,  adding  that  he  came  with  the  pro- 
foundest  doubt  that  he  could  ever  be  helped  with 
his  total  sexual  impotence  and  high-grade  work 
inhibition.  He  next  proceeded  with  a minutely  de- 
tailed account  of  his  life  from  his  ninth  year,  stat- 
ing he  could  remember  nothing  prior  to  that  time. 
He  still  vividly  recalled  an  episode  during  that 
year  when,  in  agonizing  paralysis  of  fear  and 
trembling,  he  could  not  come  to  his  mother’s  as- 
sistance. as  she  lay  helplessly  in  her  bath  getting 
electrical  shocks.  He  stated  he  was  lying  on  his 
bed  in  the  next  room,  clearly  could  hear  her  cries 
for  help  but  was  quite  unable  to  move  a single 
muscle  to  go  to  her  aid.  Throughout  this  recital  he 
fixed  me  with  eyes  that  seemed  unnaturally  bright, 
even  sparkling  with  intense  merriment.  In  fact  the 
upper  half  of  his  face  seemed  to  reflect  enormous 
amusement  while  his  mouth  and  lower  jaw  were 
twisted  downward  into  an  attitude  I interpreted 
to  be  intense,  even  desperate,  despair.  He  recount- 
ed his  story  in  perfect  grammar  with  an  absolutely 
dead  flat  affect.  I began  to  feel  I was  witnessing 
a most  macabre,  graveyard  scene  vividly  described 
by  the  corpse  himself  who  viewed  his  own  living 
interrment  with  boundless,  sardonic  humor. 

I began  by  acknowledging  his  obvious  high  intel- 
ligence and  the  extremely  well-connected  account 
of  his  life  history  remarking,  however,  it  was  so 
detailed  and  interconnected  that  it  made  me  com- 
pletely disbelieve  he  or  anyone  could  possibly 
remember  all  that.  I added  he  must  be  desperately 
depressed  by  the  fact  that  he  had  not  been  able  in 
40  years  to  think  his  way  into  health  and  happi- 
ness. Next  I pointed  out  the  extreme  split  emotion 
betrayed  by  his  facial  expression,  the  eyes  and 
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upper  face  bespeaking  intense,  even  violent,  mirth 
while  his  lower  face  and  his  story  were  documen- 
tation of  despair. 

His  first  response  was  a vigorous  protest.  He  said  = 
it  was  so  unanalytic  for  me  to  recognize  his  intelli- 
gence and  in  the  same  breath  attempt  to  discredit 
it  entirely.  And  what  did  I mean  by  talking  about 
the  bright  amused  excitement  in  his  eyes  while 
telling  him  he  was  deeply  depressed?  He  said  he 
just  didn’t  believe  it.  I noticed  however  that  the 


look  of  sardonic  amusement  was  somewhat  abated 
and  so  flatly  stated  to  him.  He  continued  with  his 
rebuttal  attempt  during  the  balance  of  the  hour  but 
did  observe  toward  the  end  that  it  might  be  in- 
tellectually stimulating  to  work  with  a doctor  who 
had  such  an  original  approach.  I commented  that 
he  must  have  greatly  overworked  intellectualizing 
as  an  attempted  protection  against  feeling  helpless 
and  that  to  face  such  feelings  doubtless  would  in- 
volve intense  suffering  for  him. 


I hope  these  excerpts  will  illustrate  the  prin- 
ciples I have  spoken  of.  The  first  example  sket- 
ches the  more  obvious  broadcast  of  out-of-control 
emotions  through  evident  inappropriate  appear- 
ance, attitude  and  manner.  It  details  how  anxiety, 
shame  and  worthless  feelings  were  acted  out  by 
the  patient’s  dramatizing  herself  as  crazy,  seduc- 
tive, hungry  and  bereft.  I hope  it  also  demon- 
strates how  a direct  recognition  and  reflecting 
back  of  this  composite  state  produced  an  immedi- 
ate uncovering  of  her  more  basic  concern. 

The  second  example  illustrates  the  technical 
handling  of  deeply  entrenched  defense  mech- 
anisms with  severe  splits  in  affect  and  ideation, 
and  affords  a glimpse  into  the  anxiety-over- 
passivity that  such  characterological  defects  at- 
tempt to  cover.  Before  the  patient  was  half 
through  the  first  hour  I was  convinced  his  two 
previous  treatment  failures  had  resulted  from  the 
patient’s  having  overwhelmed  the  doctors,  and 
the  therapeutic  process,  in  a sea  of  intellectualiz- 
ing vv'ords.  I was  determined  to  cut  through  this 
wall  by  direct  frontal  attack  upon  the  glaring  in- 
consistencies depicted  in  his  total  behavior. 

summary 

.\11  functional  psychiatric  disease  is  seen  as  the 
consequence  of  fragments  of  energy  withdrawal 
from  the  main  life  stream.  Critical  ego  defects  of 
perception,  judgment  and  svaithesis  are  lived  out 
through  symptom  disease  or  character  defect. 
This  chronic  functional  impairment  renders  the 
patient  greatly  dependent  upon  the  more  intact 
ego-functioning  of  an  external  observer  such  as 


the  clinician.  The  latter  fulfills  a vital  role  by 
rendering  continuous,  comprehensive,  observa- 
tional reports  upon  the  totality  of  the  patient’s 
faulty  functioning.  Characteristic  confrontation  is 
seen  as  affording  increased  range  and  depth  to 
this  most  important  reporting  back.  Such  a dem- 
onstration of  understanding  affords  distinct  ad- 
vantages in  building  patient  acceptance  of  the 
therapeutic  process.  Since  this  technique  may  be 
applied  either  during  initial  or  early  interviews  as 
well  as  at  any  time  during  treatment  it  seems  to 
afford  unique  advantages.  These  are  particularly 
evident  with  character  and  ego  defect  states  and 
in  all  cases  whenever  regressive  forms  of  e.xpres- 
sion  predominate.  It  can  provide  a most  helpful 
link  between  theoretical  assumptions  and  prac- 
tical clinical  facts  in  the  complex  work  of  psycho- 
therapy. ■ 

1110  Harvard  Ave.  (22) 
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What  happens  when  you  eat  Tomato  Soup,  Doctor? 


The  first  taste  of  its  tangy,  real  tomato 
flavor  makes  your  mouth  water  and 
gives  you  a pleasant  feeling  of  warmth. 

For  this  reason,  Tomato  Soup  or  any 
of  Campbell’s  other  soups,  for  that  mat- 
ter, are  one  of  the  best  ways  possible 
for  you  or  your  patients  to  start  a meal.  They’re  also  one  of 
the  best  ways  you  can  find  to  get  a patient  to  follow  a diet. 
Tomato  Soup  and  Tomato  Rice  Soup,  for  instance,  are 
temptations  most  patients  can’t  resist.  And,  as  you  know, 
if  you  can  help  to  stimulate  a patient’s  appetite  and  have 
him  enjoy  what  he  should  eat,  he’ll  be  more  likely  to  stick 
to  the  diet  prescribed. 

In  planning  diets,  you’ll  find  Campbell’s  soups  suitable 
for  almost  every  one  of  your  special-diet  patients  — high 
protein,  low  residue,  high  or  low  calorie.  In  low-fat  diets, 
for  example,  you  can  choose  between  Tomato  Soup  (with 


approximately  1.6  gm.  fat  per  7 oz.  serving).  Tomato 
Rice  (1.9  gm.  fat),  or  Chicken  Gumbo  (1.0  gm.  fat).  All 
these  soups  contain  generous  amounts  of  Campbell’s 
tomatoes  like  those  you  see  in  our  picture. 

All  the  ingredients  in  our  soups  are  of  fine  quality, 
and  all  are  carefully  processed,  carefully  blended.  This 
is  why  Campbell’s  soups  are  naturally  good. 

What’s  even  more  important,  you  or  your  patients  get  a 
variety  of  essential  nutrients  fi'om  Campbell’s  soups.  If 
you’d  be  interested  to  learn  how  good  they  are  nutrition- 
ally, write  us  today  for  your  copy  of  the  new 
series  of  analyses  of  our  products— Campbell 
Soup  Company,  Dept.  67,  Camden,  N.  J. 

Recommend  Campbell’s  soups  to  your  pa- 
tients . . . and,  of  course,  enjoy  them  yourself. 

There’s  a soup  for  almost  every  patient  and 
diet,  for  every  meal. 


When  you  see  a tense  hypertensive  patient, 
you  see  a candidate  for  Serpasil 


Patients  with  high  blood  pressure  plus  one  or 
more  symptoms  of  tension— restlessness,  rapid 
heart  rate,  excessive  sweating,  agitation- 
benefit  from  the  distinctive  calming  action  of 
Serpasil.  Serpasil  shields  the  tense  hyperten- 
sive patient  from  nervousness  that  raises  his 
blood  pressure. The  result:  pressure  goes  down, 
heart  rate  decreases. 

In  mild  to  moderate  hypertension,  Serpasil 
is  a basic  therapy.  In  more  severe  hypertension. 


Serpasil  is  valuable  as  a primer  and  background 
agent;  by  allowing  lower  dosage  of  more  potent 
antihypertensives,  Serpasil  reduces  the  inci- 
dence and  severity  of  side  effects. 

SUPPLIED:  Tablets,  1 mg.  (white,  scored),  0.25  mg. 
(white,  scored)  and  0.1  mg.  (white). 

For  complete  information  about  Serpasil  (including  dos- 
age. cautions,  and  side  effects),  see  current  Physicians' 
Desk  Reference  or  write  Cl  BA,  Summit,  N.  J.  /3064»e 

Serpasil®  C I B A 

(reserpine  CIBA) 
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Legislation,  Public  Health  and  MAA  Claim  Trustees’  Major  Attention 


The  Board  of  Trustees  of  the  Oregon  State  Medi- 
cal Society  held  its  1962  December  meeting  in  the 
afternoon  for  the  first  time  in  at  least  two  decades. 
The  Board  at  its  November  meeting  voted  to  hold 
afternoon  sessions  during  the  months  of  December, 
January  and  February  of  this  Society  year.  Therefore 
the  meeting  on  Saturday,  December  8th  began  at 
2:00  o’clock  and  adjourned  at  5:30. 

Major  problems  which  confronted  the  Trustees 
were  the  reports  of  the  Committee  on  Public  Policy 
regarding  its  recommendations  on  contemplated 
State  legislative  measures,  of  the  Committee  on  Pub- 
lic Health  regarding  matters  relating  to  immuniza- 
tion, and  of  the  Committee  on  Charitable  Medical 
Care  regarding  revisions  in  the  Medical  Assistance 
for  the  Aged  (Kerr-Mills)  program  in  Oregon.  The 
Board  also  heard  reports  from  the  Society’s  delegates 
to  the  American  Medical  Association  on  the  principal 
actions  of  the  House  of  Delegates  at  the  1962  Clini- 
cal Session  and  considered  a number  of  important 
miscellaneous  matters. 

Public  Policy 

The  Board  of  Trustees  adopted  four  recommen- 
dations contained  in  the  report  of  the  Committee  on 
Public  Policy.  The  report  which  was  presented  by 
Clinton  S.  McGill,  its  Chairman,  recommended: 

1.  That  any  legislative  proposal  to  amend  the 
Oregon  Workmen’s  Compensation  Act  should 
contoin  the  following  four  provisions  recom- 
mended by  the  Committee  on  State  Industrial 
Affairs  and  that  the  Society  express  a will- 
ingness to  consult  with  the  sponsors  of  any 
such  legislation  regarding  these  provisions: 

a.  An  amendment  to  remove  from  the  Work- 
men’s Compensation  Act  the  provisions  that 
the  State  Industrial  Accident  Commission  is 
authorized  to  establish  rules  and  regulations 
for  the  “transporation,  medical  and  surgical 
attendance  and  hospital  accommodations  for 


the  injured  workmen  and  to  contract  there- 
fore in  its  discretion”  and  substituting  langu- 
age which  will  reflect  the  principle  that  the 
Commission’s  rules  and  regulations  shall 
make  it  possible  to  provide  the  highest  qual- 
ity of  care  and  management  of  each  case 
involving  an  injured  workman  on  a continu- 
ously current  basis. 

b.  An  amendment  providing  for  the  establish- 
ment by  statute  of  the  Medical  Advisory 
Committee  to  the  State  Industrial  Accident 
Commission  which  is  now  provided  for  in 
the  present  Rules  and  Regulations  of  the 
Commission. 

c.  An  amendment  to  the  provision  relating  to 
fees  to  be  paid  for  professional  services  to 
provide  that  such  fees  “shall  conform  to 
rates  generally  prevailing.”  This  amendment 
plus  amendment  b above  were  considered 
by  the  Committee  on  State  Industrial  Affairs 
to  give  adequate  assurance  to  the  medical 
profession  of  the  state  that  it  would  have  a 
voice  when  the  rules  and  regulations  and 
the  fees  for  professional  services  were  being 
considered  by  the  Commission. 

d.  An  amendment  providing  that  when  the 
injured  workman  or  his  beneficiaries  elect 
to  recover  from  an  employer  in  violation,  or 
a third  person,  the  attending  physician  is  no 
longer  bound  by  the  rules  and  regulations 
and  the  schedules  of  fees  established  by  the 
Commission. 

2.  That  the  Society  sponsor  at  the  1963  Oregon 
State  Legislative  Assembly  amendments  to  the 
Hospital  Licensing  Act  specifically  providing 
that  the  Oregon  State  Board  of  Health  shall 
not  have  responsibility  for  promulgating  rules 
and  regulations  related  to  the  professional  care 
of  patients. 

3.  That  the  Society  not  sponsor  or  support  legis- 
lation amending  the  Oregon  Basic  Science  Law 
to  provide  that  Part  I of  the  examination  of 
the  National  Board  of  Medical  Examiners  may 
be  accepted  in  reciprocity. 

4.  That  the  Committee  on  Public  Policy  be  auth- 
orized to  sponsor  a “Key  Man”  Conference  to 
be  held  in  Salem  on  a midweek  day  while  the 
1963  Oregon  State  Legislature  is  in  session. 

The  recommendations  relating  to  the  Workmen’s 

Compensation  Act  were  developed  in  cooperation 
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with  the  Committee  on  State  Industrial  Affairs  in 
view  of  the  contemplated  introduction  of  a “Three- 
\\’ay  ’ hill  and  possibh'  other  similar  legislative  pro- 
posals at  the  1963  Session  of  the  Oregon  State  Legis- 
lature. It  was  the  conviction  of  the  two  Committees 
that  the  recommended  amendments  would  give  rea- 
sonable assurance  that  the  best  interests  of  both  the 
injured  workmen  and  the  medical  profession  would 
be  .served. 

The  legislative  proposal  amending  the  Hospital 
Licensing  Act  was  recommended  inasmuch  as  the 
te.xt  of  the  present  law  might  be  interpreted  as  giv- 
ing the  State  Board  of  Health  authority  to  make 
rules  and  regulations  related  to  the  practice  of  medi- 
cine by  physicians  in  the  hospitals  of  the  State.  The 
Committee  believed  that  the  control  and  regulation 
of  the  practice  of  medicine  in  Oregon  is  adequately 
covered  in  the  Medical  Practice  Act  and  is  therefore 
the  legal  responsibility  of  the  Board  of  Medical  Ex- 
aminers and  should  be  limited  exclusively  to  that 
Board. 

The  Committee  also  reported  that  the  bills  have 
already  been  drafted  for  those  legislative  proposals 
which  the  Society  will  sponsor  at  the  1963  Legis- 
lative Session.  These  three  proposals  include  a bill 
amending  the  1961  “Morbidity  and  Mortality  Studies 
Act”  to  provide  that  information  and  material  used 
by  in-hospital  staff  medical  committees  shall  be  con- 
fidential and  not  admissable  in  court,  an  amendment 
to  the  Medical  Investigators  Act  to  provide  for  the 
inelusion  of  Multnomah  County;  and  a bill  providing 
for  the  confidentiality  of  the  records  of  hearings  on 
commitments  to  State  mental  hospitals. 

The  Board  of  Trustees  voted  to  assign  additional 
legislative  proposals  to  the  Committee  on  Public 
Policy.  These  include  legislative  proposals  related  to 
the  use  of  amphetamines,  the  control  of  addicts  and 
addiction,  requiring  seat  belts  in  all  new  automobiles, 
and  a request  that  the  Society  support  the  continua- 
tion of  a skeletal  deformities  control  program  at  Ore- 
gon Fairview  Home  and  the  construction  of  facilities 
to  house  the  unit. 

Public  Health 

Edgar  M.  Rector,  Chairman  of  the  Committee  on 
Public  Health,  presented  five  recommendations  of 
that  Committee,  four  of  which  were  adopted  by  the 
Board.  Those  adopted  are  as  follows: 

1.  Relative  to  the  utilization  and  administration 
of  influenza  vaccine: 

(1)  That  the  Society  urge  that,  in  the  admini- 
stration of  influenza  vaccine,  priority  be 
given  to  the  following  high-risk  groups: 
a.  The  aged,  b.  Individuals  suffering  from 
chronic  diseases,  especially  those  involv- 
ing the  respiratory  tract,  c.  Pregnant 
women,  d.  Individuals  engaged  in  occupa- 
tions vital  to  public  service. 

2.  That  the  Society  strongly  recommend  to  all 
citizens  of  the  State  that  a high-level  of  im- 
munity be  maintained,  especially  for  tetanus, 
diphtheria,  smallpox  and  poliomyelitis,  and 


that  in  cooperation  with  the  Oregon  State 
Board  of  Health  appropriate  publicity  be  given 
to  this  recommendation. 

.3.  That  the  Society  endorse  the  principle  that 
individuals  with  special  medical  conditions 
should  be  encouraged  to  carry  appropriate 
identification  conveying  pertinent  information 
and  that  preference  be  given  to  a more  perm- 
anent and  easily  seen  or  found  device  such  as 
an  emblem  attached  to  a bracelet  or  necklace. 

4.  That  Dr.  Harold  Osterud  and  Mr.  Roscoe 
Miller  be  authorized  to  continue  as  the  Soci- 
ety’s official  representatives  on  the  inter- 
agency committee  established  to  develop  pro- 
grams on  the  effects  of  smoking  to  be  used 
in  high  school  education  classes. 

The  Board  of  Trustees,  however,  did  not  approve 
a recommendation  of  the  Committee  relative  to  the 
utilization  of  Sabin  oral  poliomyelitis  vaccine.  In  this 
recommendation  the  Committee  suggested  that  phy- 
sicians be  advised  not  to  administer  Type  HI  vaccine 
until  the  current  situation  is  clarified  and  continue 
to  use  the  Salk  vaccine  as  offering  the  only  complete 
immunization  against  all  three  types  of  poliomyelitis 
vaccine.  In  turning  down  this  recommendation,  the 
Board  expressed  the  belief  that  the  physicians  of  Ore- 
gon are  already  well  informed  through  bulletins  is- 
sued b\'  the  Oregon  State  Board  of  Health  and  other 
sources  regarding  the  status  of  the  oral  poliomyelitis 
vaccine  and  that  further  emphasis  was  unnecessary. 

Medical  Assistance  for  the  Aged 

The  Society’s  Committee  on  Charitable  Medical 
Care  under  the  chaiirnanship  of  Stanley  A.  Boyd  has 
been  meeting  for  several  months  with  representatives 
of  the  State  Public  Welfare  Commission  and  the 
reactivated  Governor’s  Advisory  Committee  on  Medi- 
cal Assistance  for  the  Aged  to  consider  revisions  in 
the  Kerr-Mills  program  in  Oregon  which  should  be 
recommended  for  the  1963-1965  biennium.  The 
Governor’s  Advisory  Committee  is  chairmanned  by 
Ennis  Keizer  of  North  Bend,  the  Chairman  of  the 
State  Public  Welfare  Commission  and  James  H.  Sea- 
cat  of  Salem  is  the  Society’s  official  representative  on 
this  five  man  Committee. 

At  the  Board  of  Trustees  meeting  on  December 
8th,  Dr.  Boyd  said  the  Committee  recommended  the 
Society’s  approval  of  proposed  revisions  in  the  bene- 
fit structure  and  four  basic  changes  in  the  administra- 
tion of  the  program. 

For  the  medical  and  surgical  benefits  the  Advisory 
Committee  was  proposing  to  recommend  the  cover- 
age offered  by  the  National  Blue  Shield  Senior  Citi- 
zen program  in  Oregon  which  is  as  follows; 

Surgery — in  or  out  of  hospital. 
Assistant-at-Surgery — for  major  surgical  pro- 
cedures when  no  house  staff  assistant 
is  available. 

Anesthesia — for  covered  surgery. 

Daily  Hospital  Calls — 70  days  per  confinement 
including  necessary  consultation  (maxi- 
mum 30  days  per  year  for  TB,  nervous 
and  mental  conditions). 

Radiation  Therapy — in  or  out  of  hospital,  if 
billed  by  physician. 
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Diagnostic  X-ray — within  72  hours  after  acci- 
dent. 

Other  Diagnostic  X-ray  and  Lab. — if  billed  by 
physician  while  member  is  in-patient 
(not  normally  applicable  in  Oregon). 
Nursing  Home  Visits — One  per  week  up  to  13 
weeks,  if  transferred  directly  from  hos- 
pital. 

For  the  hospital  benefits,  the  recommendations 
were  for  the  coverage  being  offered  for  persons  over 
sixty-five  wears  of  age  by  Blue  Cross  of  Oregon.  This 
Blue  Cross  program  includes  thirty  days  hospitaliza- 
tion per  year  with  a $15  per  day  allowance  toward 
room  and  board  charges  and  80  per  cent  of  the  hos- 
pital extras. 

The  administrative  changes  being  recommended 
ed  to  the  Governor  by  the  Advisory  Committee  are 
that; 

1.  The  program  will  be  aimed  at  a population  of 
approximately  fifteen  thousand  potential  eligi- 
bility rather  than  the  fifty-five  thousand  as 
originally  proposed. 

2.  The  medical,  surgical  and  hospital  benefits  of 
the  program  will  be  contracted  on  a bid  basis 
to  a private  carrier  with  the  Public  Welfare 
Commission  retaining  the  administrative  func- 
tions of  (a)  determination  of  eligibility;  (b) 
audit  of  billing  and  payment  procedures;  and 
(c)  the  administration  of  charges  against  in- 
dividual beneficiaries  and  maintenance  of 
their  accounts. 

3.  All  activities  related  to  billing,  claims  admini- 
stration, audit  of  bills,  etc.,  to  be  contracted  on 
competitive  bid  basis  to  carrier  or  plan  which 
can  most  economically  administer  these  func- 
tions. 

4.  The  nursing  home  care  to  be  provided  as  a 
direct  vendor  payment  program  of  the  Com- 
mission for  those  individuals  over  age  sixty - 
five  who  are  eligible  under  the  economic  limits 
of  the  MAA  and  who  qualify  as  requiring 
nursing  home  care  when  classified  by  the 
agency’s  current  point  system.  Nursing  home 
care  then  would  no  longer  be  offered  as  a part 
of  the  OAA  program  and  would  be  dropped 
from  the  standards  of  that  category.  All  nurs- 
ing home  benefits  for  the  over  sixty-five  will 
be  under  the  program  of  MAA. 

The  Board  of  Trustees  approved  all  recommenda- 
tions except  the  administrative  change  relating  to 
the  transfer  of  all  nursing  home  care  for  the  aged 
completely  to  the  MAA  program.  Under  such  a prac- 
tice, the  vendor  payments  for  nursing  home  care 
now  provided  to  persons  over  sixty-five  years  of  age 
in  the  Old  Age  Assistance  program  and  other  cate- 
gories would  be  removed  from  those  programs  and 
transferred  to  the  Medical  Assistance  for  the  Aged 
category.  This  apparently  is  permitted  under  the 
federal  laws  and  the  regulations  of  the  Department 
of  Health,  Education  and  Welfare.  Nevertheless, 
the  Board  of  Trustees  believed  that  MAA  funds 
should  be  used  for  that  category  of  the  aged  only  and 
therefore  expressed  its  disapproval  of  the  proposal 
to  make  such  a transfer. 

Miscellaneous  Actions 

Among  the  numerous  other  actions  of  the  Board 
of  Trustees  at  its  meeting  on  December  8th  were 


the  following; 

1.  Approved  a recommendation  of  the  Board  of 
Trustees  of  Oregon  Physicians’  Service  that 
Louis  J.  Feves  of  Pendleton  be  elected  a mem- 
ber of  the  OPS  Board  of  Trustees  to  fill  the 
unexpired  term  of  the  late  S.  J.  Simons  of  Pen- 
dleton. 

2.  Approved  the  applications  of  George  K.  Armen 
of  Portland  and  Archie  McMurdo  of  Heppner 
for  Life  Membership  and  the  applications  of 
John  G.  Cheetham  of  Marlin,  Texas  and  Irwin 
I.  Boehr  of  Portland  for  Active  Member  Emeri- 
tus status. 

3.  Voted  to  recommend  to  Governor  Mark  O. 
Hatfield  that  he  reappoint  John  G.  P.  Cleland 
of  Oregon  City  and  Gerhard  B.  Haugen  of 
Portland  to  succeed  themselves  as  members  of 
the  Oregon  State  Board  of  Health  for  a four- 
year  term  expiring  January  15,  1967. 

4.  Voted  also  to  recommend  to  Governor  Hatfield 
that  he  appoint  A.  O.  Pitman,  Sr.,  of  Hillsboro 
to  fill  a third  position  on  the  Oregon  State 
Board  of  Health  which  until  recent  years  has 
been  held  by  a doctor  of  medicine. 

5.  Voted  to  refer  a resolution  introduced  by  the 
Lane  County  Medical  Society  proposing  that, 
“the  Board  of  Trustees  evaluate  the  progress 
being  made  by  Oregon  Physicians’  Service  in 
reaching  its  objective  to  the  satisfaction  of  the 
physicians  of  the  State  and  consider  the  con- 
tinuation of  the  Society’s  sponsorship,”  to  the 
Committee  on  Prepaid  Medicine.  The  action  of 
the  Board  of  Trustees  in  addition  to  the  refer- 
ral directed  the  Committee  to  submit  its  rec- 
ommendations to  the  Board  of  Trustees  at  its 
January,  1963  meeting. 


A Doctor  Returns  to  the  House 

By  the  election  of  Morris  K.  Crothers  of  Salem  to 
the  State  House  of  Representatives  for  the  1963 
Session  of  the  Oregon  State  Legislature,  physicians 
are  again  represented  in  the  Oregon  Legislative 
Assembly.  Since  1931  there  has  been  a doctor  of 
medicine  in  the  State’s  Legislative  Assembly  with 
the  exception  of  the  sessions  of  1949,  1957  and 
1961.  A physician’s  wife,  however,  became  a mem- 
ber of  the  Assembly  for  the  1961  Session  when 
Mrs.  E.  G.  Chuinard  was  elected  in  the  West  City 
Subdistrict  of  Multnomah  County.  She  was  re-elected 
to  serve  in  the  House  at  the  1963  session. 

It  is  interesting  to  note  that  at  two  sessions,  1937 
and  1941  there  were  five  physicians  and  in  1939 
and  1943  there  were  four.  A complete  list  of  the 
physician  members  of  the  Oregon  State  Legislature 
from  1931  and  including  the  pre.sent  1963  Session 
follows; 


1931  Session 

Senator  Joel  C.  Booth  (R),  Lebanon 
1933  Session 

Senator  Joel  C.  Booth  (R),  Lebanon 
Representative  James  A.  Best  (R),  Pendleton 
Representative  F.  H.  Dammasch  (R),  Portland 

1935  Session 

Senator  James  A.  Best  (R),  Pendleton 
Representative  C.  T.  Hockett  (R),  Enterprise 
Representative  J.  F.  Hosch  (D),  Bend 
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1 937  Session 

Senator  James  A.  Best  (R),  Pendleton 
Representative  C.  T.  Hockett  (R),  Enterprise 
Representative  Archie  K.  Higgs,  (D),  Portland 
Representative  J.  F.  Hosch  (D),  Bend 
Representative  A.  Orvdlle  Waller  (R),  Eugene 

1939  Session 

Senator  James  A.  Best  (R),  Pendleton 
Senator  Joel  C.  Booth  (R),  Lebanon 
Representative  C.  T.  Hockett  (R),  Enterprise 
Representative  J.  F.  Hosch  (D),  Bend 

1941  Session 

Senator  James  A.  Best  (R),  Pendleton 
Senator  Joel  C.  Booth  (R),  Lebanon 
Senator  H.  R.  Kauffman  (R),  Toledo 
Representative  C.  T.  Hockett  (R),  Enterprise 
Representative  J.  F.  Hosch  (D),  Bend 

1943  Session 

Senator  James  A.  Best  (R),  Pendleton 
Senator  Joel  C.  Booth  (R),  Lebanon 
Senator  H.  R.  Kauffman  (R),  Toledo 
Representative  F.  H.  Dammasch  (R),  Portland 

1945  Session 

Senator  Joel  C.  Booth  (R),  Lebanon 
Senator  William  A.  Moser  (D),  Grants  Pass 

1 947  Session 

Representative  F.  H.  Dammasch  (R),  Portland 

1949  Session 

No  physician  members. 

1951  Session 

Representative  F.  H.  Dammasch  (R),  Portland 
1953  Session 

Representative  F.  H.  Dammasch  (R),  Portland 
1955  Session 

Representative  F.  H.  Dammasch  (R),  Portland 

1957  Session 

No  physician  members. 

1959  Session 

Senator  Edwin  R.  Durno  (R),  Medford 

1961  Session 

No  physician  members. 

Representative  Mrs.  E.  G.  Ghuinard  (R),  Portland 
1963  Session 

Representative  Morris  K.  Crothers  (R),  Salem 
Representative  Mrs.  E.  G.  Ghuinard  (R),  Portland 
The  Society’s  records  also  show  that  Andrew  G. 
Smith  of  Portland  was  a Republican  member  of  the 
Senate  in  1901  and  1903.  Dr.  Smith  served  in  the 
legislature  again  at  the  1915  Session  as  a Repre- 
sentative from  Multnomah  County.  It  was  at  the 
1903  Session  that  Dr.  Smith  introduced  and  obtained 
the  passage  of  the  bill  creating  the  Oregon  State 
Board  of  Health.  He  was  President  of  the  Society 
in  1896-1897. 


Coverage  for  private  flying  added 
to  society  disability  insurance  plan 

The  increasing  number  of  physicians  who  are  fly- 
ing their  own  planes  has  led  the  Insurance  Company 
of  Oregon  to  add  protection  against  disability  arising 
out  of  a plane  accident  to  the  Society’s  disability  in- 
surance program.  This  additional  protection  has  been 
approved  by  the  Society’s  Committee  on  Professional 
Welfare  and  is  now  available  to  physicians  upon 
request. 

Members  of  the  Society  who  are  participating  in 
this  insurance  program  and  wish  to  add  the  protection 
for  private  airplane  flying  should  write  to  the  Society 
headquarters  oflBce  for  information.  The  additional 
benefits  apply  both  to  the  weekly  indemnity  and  the 
accidental  death  benefits. 

President  Breese  begins  visits 
to  component  societies 

President  Melvin  W.  Breese  has  scheduled  visits  to 
all  25  component  medical  societies  during  the  1962- 
1963  Society  year.  Dr.  Breese  has  selected  the 
“Quality  of  Patient  Care”  as  the  theme  for  his  year 
as  President  and  is  presenting  to  component  societies 
a proposal  for  a continuing  study  and  evaluation  of 
this  subject  both  at  the  component  society  and  state 
medical  society  level.  On  these  visits,  Dr.  Breese  is 
accompanied  by  a member  of  the  Oregon  State  Board 
of  Medical  Examiners  and  a member  of  the  Oregon 
State  Board  of  Health. 

On  his  first  trip,  Dr.  Breese  visited  the  Baker  Coun- 
ty Medical  Society  and  the  Malheur  County  Medical 
Society  on  October  15th  and  the  Union  County  Med- 
ical Society  and  Umatilla-Morrow  County'  Society  on 
October  16th.  On  this  trip  Dr.  Breese  was  accom- 
panied by  Dr.  Jon  V.  Straumfjord  of  Astoria,  repre- 
senting the  Oregon  State  Board  of  Medical  Examiners 
and  by  Dr.  Jack  W.  Grondahl  of  Pendleton  of  the 
Oregon  State  Board  of  Health. 

The  next  visit  was  to  the  Klamath  and  Lake  County 
societies.  The  latter  was  visited  on  November  13th 
at  lunch  in  Lakeview  with  100  per  cent  of  the  Lake 
County  physicians  present.  That  evening  Dr.  Breese 
met  with  the  Klamath  County  physicians.  On  this 
trip.  Dr.  Ray  L.  Casterline  of  Medford  represented 
the  Board  of  Medical  Examiners  and  Dr.  Forrest  E. 
Rieke  of  Portland  the  Oregon  State  Board  of  Health. 

In  December  Dr.  Breese  visited  the  Josephine 
County  Medical  Society  and  the  Jackson  County 
Medical  Society  on  December  11th  and  12th  and  the 
final  visit  for  1962  was  with  the  Clackamas  County 
Medical  Society  on  December  18th. 


56 

Northwest  Medicine,  Janitanj  1963 


THE 


lovejoy  RehABilitAtion  hospitAl 

(Physician  Referrals  Only) 


The  latest  rehabilitation  hospital 
in  the  Northwest  for  complete 
physical,  occupational  and 
speech  therapy 

REGISTERED  BY 

AMERICAN  HOSPITAL  ASSOCIATION 

MEMBER  OF  NATIONAL  REHABILITATION 
ASSOCIATION 

52  Beds 

Complete  In  and  Out-Patient  Service 


933  N.W.  25th  Ave.  Portland  10,  Ore.  CA  6-4946 

BROCHURE  ON  REQUEST 


Leona  Mendelson,  R.N. 
Mr.  Albert  A.  Mendelson 
Owners 


ULTRA  SOUND  and 
RADIANT  HEAT  TREATMENT 


PARALLEL  BARS 


SHOULDER 

WHEEL 


REHABILITATION  ROOM 

PROFESSIONAL  THERAPY 
FOR  CERVICAL  TRACTION 

PARAFFINE  BATH 


RALEIGH  HILLS  HOSPITAL* 

Member  of  the  American  Hospital  Association;  Recognized  by  the  American  Medical  Association 

EXCLUSIVELY  for  the  TREATMENT  of 

ALCOHOL  ADDICTION 

by  Conditioned  Reflex  and  Adjuvant  Methods 

MEDICAL  STAFF; 

John  R.  Montague,  M.D.  Norris  H.  Perkins,  M.D.  Merle  M.  Kurtz,  M.D. 

John  W.  Evans,  M.D.,  Consulting  Psychiatrist 

Raleigh  Hills  Hospital 

lARRAE  A.  HAYDON,  ADMINISTRATOR 
JEAN  B.  TANNER,  ADMINISTRATOR 

6050  S.W.  Old  Scholls  Ferry  Road  Portland  7,  Oregon  Mailing  Address;  P.  O.  Box  366 

Telephone:  CYpress  2-2641 

FORMERLY  RALEIGH  HILLS  SANITARIUM,  Inc. 
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both 

victims  of 

"communicable”* 

ANXIETY 

both 

responsive  to 

ATA  Rax 

(brand  of  hydroxyzine  HCl) 


widely  favored 
for  the 
anxious  child 

AJA  R7IX 

because  of  its  efficacy,  outstanding  record 
of  safety... and  its  excellent  flavor  which  makes 
administration  a pleasure  instead  of  a project 

equally  effective 
for 

grownups 

AT  A R7IX  tablets 

and  equally  well  tolerated  by  patients  of  any 
age ...  no  dulling  of  mental  ocuity  to  interfere 
with  normal  activities  of  busy  adults 

FOR  COMPLETE  PRESCRIPTION  INFORMATION,  CONSULT  PRODUCT  BROCHURE. 

♦ Literally,  of  course,  anxiety  is  not  ‘'communicable”  as  the  word  is 
commonly  used,  but  you  probably  see  many  patients  whose 
emotional  disturbances  are  transmitted  to  and  reflected  in  the 
people  who  are  closest  to  them. 


For  a high-potency  vitamin  B complex  formula  with  C, 
recommend  ASF®  (Anti-Stress  Formula). 


New  York,  N.  Y.,  Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World's  Well-Being® 
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WASHINGTON 


Washington  State  Medical  Association — 1309  seventh  avenue,  Seattle  i, Washington 

PRESIDENT  Dean  K.  Crystal,  M.D.,  Seattle 

SECRETARY  WUbur  E.  Watsou,  M.D.,  Seattle 

EXECUTIVE  SECRETARY  Mr.  R.  W.  Neill,  Seattle 
annual  meeting  September  15-18,  1963,  Seattle 


Vancouver  Urologist  a Silver  Anniversary  All- 
American 

Robert  E.  Fitzgerald,  of  \'ancouver,  has  been 
named  a Silver  Anniversary  Award  winner  by  Sports 
Illustrated.  Those  selected  by  the  magazine  played 
their  last  varsity  game  in  1937.  For  Dr.  Fitzgerald, 
this  was  at  the  University  of  Chicago  where  he  won 
three  letters  in  football  and  was  captain  of  the  team 
his  last  year.  He  receiv- 
ed his  medical  degree 
in  1943  from  the  same 
university.  In  addition 
to  playing  football  in 
his  undergraduate  days 
he  won  two  letters  in 
basketball  and  was  a 
member  of  the  track 
team.  His  versatility 
was  demonstrated  in 
numerous  campus  ac- 
tivities, prominent  a- 
mong  which  was  mem- 
bership in  the  Black-  rqhert  e.  Fitzgerald,  m.d. 
friars  for  whose  musi- 
cal shows  in  1934,  ’36,  ’37  and  ’38  he  composed  most 
of  the  score. 

The  award  was  given  after  nomination  by  the  Uni- 
versity of  Chicago  but  the  judges  relied  on  his  family 
and  community  life  fulK'  as  much  as  they  did  on 
his  record  while  in  college.  He  has  been  an  active 
participant  and  leader  in  many  church  and  com- 
munity organizations  and  is  a member  of  at  least  a 
dozen  professional  societies.  He  is  a member  of  the 
faculty  of  the  University  of  Oregon  Medical  School 
and  has  been  president  of  the  Oregon  Urological 
Society  as  well  as  of  his  own  county  medical  society. 
He  was  a lieutenant,  JG,  USMR,  during  M’orld  War 
II. 


Most  notable  of  his  achievements,  however,  has 
been  the  gift  of  a full  and  satisfactory  life  to  his  13 
year  old  daughter,  Catherine  Louise,  youngest  of  his 
four  children.  She  has  been  blind  since  the  age  of 
18  months.  Like  her  father  and  mother,  she  is  an  ac- 
complished musieian  and  an  athlete  of  more  than 
average  ability.  She  swims  with  an  A A U sanctioned 
club  team  and  skis  vivaciously  with  the  rest  of  the 
family. 

The  award  was  made  at  the  National  Football  Hall 
of  Fame  Banquet  held  at  the  Waldorf  Astoria  in  New 
York  City  early  in  December. 

Medical  Genetics  Course  at  U W 

A three  day  course  in  genetics  will  be  given  at  the 
Health  Sciences  Auditorium,  University  of  Washing- 
ton School  of  Medicine,  Seattle,  March  6-8.  The 
course  has  been  planned  to  aid  practicing  physicians 
in  recognition  and  handling  of  diseases  in  which 
genetic  factors  are  known  to  be  significant.  This  com- 
prehensive course  will  include  discussion  of  funda- 
mental concepts  as  well  as  practical  suggestions  in 
clinical  management.  U W faculty  members  will  be 
Arno  Motulsky,  Eloise  Giblett,  L.  M.  Sandler,  Ph.D., 
S.  M.  Gartler,  Ph.D.,  and  Amelia  Schultz,  Ph.D. 
Guest  faculty  members  will  be  Alfred  J.  Knudson, 
Jr.,  Chairman  of  the  Department  of  Biology,  City  of 
Hope  Medical  Center,  Duarte,  California,  and  Victor 
McKusick,  Professor  of  Medicine,  Johns  Hopkins 
Hospital,  Baltimore. 

Heart  Association  Award  to  Merritt  Stiles 

Merritt  H.  Stiles,  of  Spokane,  has  received  the 
Award  of  Merit  from  the  American  Heart  Associa- 
tion in  recognition  of  his  work  in  the  state  and  na- 
tional heart  organizations.  He  was  president  of  the 
Washington  State  Heart  Association,  of  which  he  was 
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one  of  the  early  organizers,  from  1954  to  1956.  He 
has  been  on  the  Board  of  Directors  of  the  national 
organization  since  1955  and  was  vice-president  from 
1959  to  1962. 

In  addition  to  his  work  in  furthering  education  in 
heart  disease,  and  research  in  cholesterol  control,  he 
is  an  enthusiastic  skier.  This  fact  was  not  missed  by 
the  Heart  Association  in  the  citation.  He  has  been 
president  of  the  Pacific  Northwest  Ski  Association 
and  of  the  National  Ski  Association. 

Sipersiein  and  Copp  Guest  Speakers  at  Diabetes 
Meeting 

Annual  symposium  on  endocrinology  and  metab- 
olism, sponsored  by  the  Washington  Diabetes  Asso- 
ciation, will  be  held  in  room  E-209,  Health  Sciences 
Building,  University  of  Washington,  Friday,  Febru- 
ary 8.  The  one  day  meeting  will  be  addressed  by 
two  authorities  on  special  aspects  of  metabolism. 
Marvin  D.  Siperstein,  Associate  Professor  of  Medi- 
cine at  the  University  of  Texas  Southwestern  Medi- 
cal School  at  Dallas,  will  discuss  lipid  metabolism 
and  vascular  complications  of  diabetes  mellitus. 
Douglas  H.  Copp,  Professor  of  Physiology  at  the 
University  of  British  Columbia  Faculty  of  Medi- 
cine, Vancouver,  B.C.,  will  report  on  recent  research 
on  parathyroid  activity  and  calcium  metabolism.  He 
has  recently  demonstrated  a second  parathyroid 
hormone. 


COOK  COUNTY  GRADUATE  SCHOOL 
OF  MEDICINE 

CONTINUING  EDUCATION  COURSES 
STARTING  DATES -1963 

ANESTHESIA— INHALATION,  ENDOTRACHEAL,  REGIONAL 

— by  appointment 

SURGICAL  TECHNIC,  Two  Weeks,  February  18 
SURGERY  OF  COLON  AND  RECTUM,  One  Week,  March  4 
VAGINAL  APPROACH  TO  PELVIC  SURGERY,  One  Week, 
January  28,  March  25 

GYNECOLOGY,  OFFICE  AND  OPERATIVE,  Two  Weeks,  April  I 
OBSTETRICS,  GENERAL  AND  SURGICAL,  Two  Weeks,  March 
II 

PROCTOSCOPY  AND  SIGMOIDOSCOPY,  One  Week,  January 
28 

VARICOSE  VEINS,  One  Week,  January  28 
GENERAL  SURGERY,  One  Week,  February  25 
BOARD  OF  SURGERY  REVIEW,  PART  II,  Two  Weeks,  March  4 
BASIC  INTERNAL  MEDICINE,  Two  Weeks,  March  4 
MANAGEMENT  OF  COMMON  FRACTURES  AND  DISLOCA- 
TIONS, One  Week.  February  25 
BOARD  OF  INTERNAL  MEDICINE  REVIEW,  PART  II,  One 
Week,  April  8 

GALLBLADDER  SURGERY,  Three  Days,  March  II 
SURGERY  OF  HERNIA,  Three  Days,  March  14 
CLINICAL  COURSES  IN  FRACTURES,  DERMATOLOGY,  PEDI- 
ATRICS, RADIOLOGY,  by  appointment 
ELECTROCARDIOGRAPHY,  One  Week,  March  18 
BASIC  PRINCIPLES  IN  GENERAL  SURGERY,  Two  Weeks, 
March  18 

Information  concerning  numerous  other  continuation  courses 
available  upon  request. 

TEACHING  FACULTY-ATTENDING  STAFF  OF 
COOK  COUNTY  HOSPITAL 

Address:  REGISTRAR,  707  South  Wood  Street,  Chicago  12,  III. 


ACC  Convention  Open  to  Nonmembers 

An  unusually  complete  program  on  heart  disease 
has  been  planned  for  the  12th  Annual  Convention 
of  the  Ameriean  College  of  Cardiology  at  the  Am- 
bassador Hotel,  Los  Angeles,  February  27-March  3. 
These  dates  include  the  Midwinter  Symposium  of 
the  Los  Angeles  County  Heart  Association.  Post  con- 
vention programs  will  be  held  at  several  hospitals  in 
the  Los  Angeles  area,  March  4-8.  Topics  at  the  con- 
vention include.  New  Coneepts  and  Procedures,  Na- 
tural History  of  Cardiac  Disease,  Uncommon  Forms 
of  Heart  Disease,  Cardiovascular  Surgery,  Athero- 
sclerosis and  Hypertension,  Coronary  Heart  Disease, 
and  The  Myocardium.  Paul  Dudley  White  will  give 
the  convocation  address.  Nonmembers  may  register 
for  a $25  fee  but  interns,  residents,  research  fellows 
and  physicians  in  uniform  will  be  admitted  without 
fee. 


Sears  Roebuck— SAMA  Preceptor  Program 

The  Sears  Roebuck  Foundation  has  enabled  a 
number  of  small  communities  to  obtain  services  of  a 
general  practitioner  by  constructing  clinic  facilities 
and  eneouraging  young  physicians  to  settle  in  these 
towns.  This  year,  for  the  second  time,  these  physicians 
will  become  teachers  in  a valuable  preceptor  schol- 
arship plan  worked  out  by  the  Sears  Foundation  and 
the  Student  American  Medical  Association.  Winners 
will  receive  grant  of  $500  and  will  serve  for  two 
consecutive  months  with  the  preceptor.  SAMA  mem- 
bers who  have  completed  the  sophomore  year  are 
eligible  to  apply  to  the  executive  director  of  that 
organization,  333  North  Michigan  Avenue,  Chicago 
1,  Illinois. 
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RELIEVE  THE  COLD 
SUPPRESS  THE  COUGH 
WITH  NEW 

'EMPRAZIL-C* 

TABLETS 

ANTITUSSIVE-  DECONGESTANT- ANALGESIC 


Each  tablet  contains: 


Codeine  Phosphate* 15  mg. 

‘Sudafed’®  brand  Pseudoephedrine  Hydrochloride  20  mg. 

‘Perazir®  brand  Chlorcyclizine  Hydrochloride 15  mg. 

Acetophenetidin  150  mg. 

Aspirin  (Acetylsalicylic  Acid) 200  mg. 

Caffeine 30  mg. 


Also  available 
without  codeine  as  ^ 

‘EMPRAZIU 

TABLETS 


^Warning— may  be  habit  forming. 
Complete  literature  available  on  request. 


BURROUGHS  WELLCOME  S CO.  (U.S.A.)  IIMC  • j TUCKAHOE,  IM.  Y. 
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Few  factors  are  more  fundamental  to  tissue  and  bone 
healing  than  nutrition.  Therapeutic  allowances  of  B and  C 
vitamins  are  important  for  rapid  replenishment  of  vitamin 
reserves  which  may  be  depleted  by  the  stress  of  fractures. 
Metabolic  support  with  STRESSCAPS  is  a useful  adjunct 
to  an  uneventful  recovery.  Supplied  in  decorative 
"reminder”  jars  of  30  and  100. 


Each  capsule  contains: 

Vitamin  B,  (Thiamine  Mononitrate) 

10  mg. 

Vitamin  (Riboflavin) 

10  mg. 

Niacinamide 

100  mg. 

Vitamin  C (Ascorbic  Acid) 

300  mg. 

Vitamin  Bg  (Pyridoxine  HCI) 

2 mg. 

Vitamin  B,2  Crystalline 

4 mcgm. 

Calcium  Pantothenate 

20  mg. 

Recommended  intake:  Adults,  1 capsule  daily, 
or  as  directed  by  physician,  for  the  treatment 
of  vitamin  deficiencies. 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.Y.  d 


STRESSCAPS 

Stress  Formula  Vitamins  Lederle 


OFFICIAL  PUBLICATION 


Washington  State  Medical  Association 
House  of  Delegates 

First  Session,  1:30  P.M.,  September  16,  1962 

September  16-19,  1962,  Davenport  Hotel,  Spokane,  Washington 


Minutes 

Minutes  of  the  72nd  Annual  Meeting  of  the  House 
of  Delegates  of  the  M'ashington  State  Medical  As- 
sociation, 1961  Session,  were  presented  and  AP- 
PROVED AS  PUBLISHED. 

Woman's  Auxiliary  Report 

Mrs.  Donald  G.  Evans,  President,  W'oman’s  Au.xi- 
liary  to  the  W'ashington  State  Medical  Association, 
presented  the  Annual  Auxiliary  Report  to  the 
House  of  Delegates. 

It  was  moved,  seconded  and  CARRIED  that  The 
M’oman’s  Auxiliary  Report  be  ACCEPTED. 

M rs.  William  G.  Thuss,  National  President,  Wo- 
man’s Auxiliary,  was  uuable  to  attend  first  Session. 
Heyes  Peterson,  Speaker,  House  of  Delegates,  ex- 
pressed the  members’  regrets  to  Mrs.  Tbuss,  and  a 
standing  ovation  was  given  Mrs.  Evans. 

Awards 

Willard  B.  Rew,  President,  presented  the  annual 
A.  H.  Robins’  Community  Service  Award  for  1962 
to  James  A.  McEadden  of  Port  Angeles.  Dr.  McFad- 
den  accepted  his  award,  and  received  the  congratu- 
lations and  a standing  ovation  from  the  members  of 
the  House. 

Announcement  of  reference  committees 

The  following  Reference  Committee  members 
were  announced  by  the  Speaker; 

ytecrologij  Committee:  Gilman  E.  Sanford,  Spo- 
kane Counh’,  Chairman;  John  E.  \’aughan,  Clark 
County,  Ronald  M.  Gill,  Grant  County. 

Committee  on  Resolutions:  James  W.  Haviland, 
King  County,  Chairman;  C.  Balcom  Moore,  W’alla 
Walla  Count}-,  Jolm  A.  Nelson,  Jr.,  Cowlitz  County. 

Committee  on  Reports  of  Standing  Committees: 
Douglas  P.  Buttorff,  Pierce  County,  Chairman;  Herb- 
ert C.  Lynch,  Yakima  Count}-,  Charles  D.  Muller, 
Kitsap  County. 

Committee  on  Reports  of  Special  Committees: 
Waldo  O.  Mills,  King  County,  Chairman;  John  L. 
Hardy,  Jr.,  Whitman  County,  Robert  P.  Parker, 
Spokane  Cotmty. 

Committee  on  Reports  of  Special,  Special  Commit- 
tees: Donald  T.  Hall,  King  County,  Chairman; 


A.  H.  Robins  Community  Service  Award 
to 

James  L.  McFadden,  M.D. 

Presentation  by  Willard  B.  Rew,  President, 
Washington  State  Medical  Association 
Gentlemen: 

The  A.  H.  Robins  Company  has  instituted  a 
Community  Service  Award  to  honor  the  physi- 
cian in  each  state  judged  by  his  colleagues  to 
have  contributed  rnos-t  significantly  to  civic 
activities. 

The  recipient  of  this  Award  was  selected  for 
this  honor  by  this  Association,  with  the  ap- 
proval of  the  donor,  not  only  for  his  professional 
achievements,  but  to  honor  him  for  his  contin- 
ued loyal  and  dedicated  service  to  his  profes- 
sion and  our  country,  on  a county,  state  and 
national  level.  We  are  all  aware  of  his  many 
sacrifices  in  personal  time  and  effort,  and  the 
hours  of  devoted  service  in  behalf  of  state  gov- 
ernment as  a member  of  long  standing  in  the 
House  of  Representatives,  for  which  we  are 
grateful  and  appreciative. 

Gentlemen,  it  gives  me  great  pleasure,  on 
behalf  of  the  A.  H.  Robins  Compamj  and  the 
State  Medical  Association,  to  present  this  token 
of  our  highest  esteem  to  Dr.  James  L.  McFad- 
den, of  Port  Angeles,  Washington. 


G.  Marshall  M’hitacre,  Pierce  County,  Robert  C. 
Coe,  King  County. 

Committee  on  Place  of  1964  Meeting:  Robert  W. 
Simpson,  King  County,  Chairman;  Andrey  \\'.  Stev- 
enson, Yakima  County,  O.  Charles  Olson,  Spokane 
Count}-. 

New  business 

Proposed  amendment  to  Chapter  \TH  of  the  By- 
laws, Section  1,  standing  committees,  was  presented. 

The  Speaker  referred  the  proposed  amendment, 
creating  a special  committee  to  review  activities  of 
the  Washington  Physicians’  Service,  to  the  Reference 
Committee  on  Resolutions,  along  with  a special  re- 
port made  to  the  House  of  Delegates  by  the  Wash- 
ington Physicians’  Service  Liaison  Committee. 
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Old  business 

(None) 

Communications 

(None) 

Legislative  reports 

Dr.  McFadden,  State  Representative  from  Clal- 
lam, Jefferson,  and  Mason  Counties,  commented 
briefly  on  the  results  of  the  last  legislative  session, 
and  advised  he  was  aware  of  one  bill  which  failed 
to  pass  in  the  last  session,  the  Good  Samaritan  bill, 
which  will  no  doubt  be  re-introduced  this  session 
and  in  his  opinion  will  have  a good  chance  of  be- 
coming law.  He  emphasized  the  need  for  medical 
representation  in  both  the  House  and  Senate,  and 
the  importance  of  unity  by  the  medical  association 
in  legislative  matters  of  concern  to  the  profession. 

Report  of  The  Board  of  Trustees 

The  Speaker  referred  the  Annual  and  Supplement- 
al Reports  of  the  Board  of  Trustees  to  the  Reference 
Committee  on  Standing  Committees,  with  the  ex- 
ception of  Item  17  of  the  Annual  report;  and  Item 
5 of  the  Supplemental  Report  relating  to  osteopathic 
matters;  and.  Item  7 of  the  Annual  Report  and  Items 
2-B  and  3 of  the  Supplemental  Report  relating  to 
the  Report  of  the  Washington  Physicians’  Service 
Liaison  Committee.  These  were  referred  to  the  Ref- 
erence Committee  on  Resolutions. 

Reports  of  At<AA  Delegates 

As  in  the  past,  actions  of  the  AM  A House  of  Dele- 
gates at  its  Annual  Meetings  were  divided  among 
the  AM  A Delegates,  for  their  individual  reporting. 
The  following  are  reports  of  the  actions  of  the  House 
of  Delegates  of  the  American  Medical  Association’s 
Annual  Meetings,  November  27,  1961  in  Denver; 
and  June  24,  1962  in  Chicago; 

David  W.  Gaiser:  AMA  Board  of  Trustees.  The 
House  approved  a report  which  recommended  that 
the  size  of  the  Board  of  Trustees  be  increased  from 
11  members  to  15  members.  This  will  be  accomp- 
lished by  adding  three  elected  members  and  includ- 
ing the  immediate  past  president  of  the  AMA  for  a 
one-year  term.  The  House  also  accepted  a recom- 
mendation that  set  the  term  of  office  for  elected 
board  members  at  three  years  and  limited  the  num- 
ber of  terms  to  three,  for  a maximum  total  of  nine 
years  service.  To  implement  House  action,  changes  in 
the  Constitution  and  Bylaws  were  submitted  for 
consideration  at  the  1962  Clinical  meeting. 

As  information.  Dr.  Gaiser  said  the  action  of  the 
House  in  this  matter  was  contrary  to  the  recom- 
mendations of  the  AMA  Board  of  Trustees.  He  said 
it  was  the  feeling  of  the  House  that  15  men  would 
offer  a wider  representation  throughout  the  country, 
and  would  make  possible  a quorum  present  at  all 


meetings  of  the  Board,  even  though  at  additional 
cost. 

American  Board  of  Abdominal  Surgery.  A report 
from  the  Gouncil  on  Medical  Education  and  Hos- 
pitals, recommending  that  recognition  should  not  bc' 
granted  to  the  American  Board  of  Abdominal  Surgery 
as  a specialty  board,  was  approved  by  the  House.  In 
accepting  the  report,  the  House  also  declared  its  dis- 
approval, in  principle,  of  establishing  specialties 
which  are  based  largely  or  wholly  on  an  arbitrarily 
defined  anatomical  region  of  the  body.  This  action 
concluded  that  the  present  contribution  of  the  Ameri- 
can Board  of  Abdominal  Surgery  to  the  advance- 
ment of  surgery  and  the  betterment  of  public  health 
is  inadequate  in  many  important  respects.  It  also 
concluded  that  the  American  Board  of  Abdominal 
Surgery  does  not  offer  significant  potential  for  the 
advancement  of  surgery  and  the  betterment  of  public 
health. 

M.  Shelby  ]ared:  Health  Gare  For  the  Aged.  The 
House  reaffirmed  its  position  of  active  opposition 
to  the  King-Anderson  Bill,  citing  the  following  rea- 
sons; 1.  The  lack  of  need  for  such  a plan.  2.  That 
it  would  provide  inadequate  care  for  all  aged  rather 
than  complete  care  for  those  who  need  help.  3.  The 
fact  that  inherent  in  the  use  of  the  Social  Security 
mechanism  are  governmental  controls  of  medical 
practice  whieh  would  increase  with  the  expansion 
of  the  program.  4.  Deterioration  of  the  quality  of 
medical  care  not  only  for  the  aged  but  for  the  popu- 
lation as  a whole. 

In  reaffirming  strong  support  for  the  Kerr-Mills 
Act,  the  House  declared  that  “the  Kerr-Mills  method 
should  be  given  a fair  and  reasonable  chance  to 
meet  the  need  and  thus  remove  the  demand  for 
further  Federal  legislation.” 

It  urged  that  in  states  where  existing  programs 
indicate  a need  for  a Kerr-Mills  implementing  law, 
each  state  association  should  actively  sponsor  and 
promote,  with  other  responsible  citizens,  the  enact- 
ment of  such  a law.  It  also  urged  the  state  associ- 
tions  to  “work  actively  with  other  responsible  citi- 
zens in  reviewing  the  functions  of  the  law,  evaluating 
its  effectiveness  and  aggressively  supporting  im- 
provements in  programs  to  aid  those  aged  who  need 
help  so  as  to  achieve  the  provision  of  quality  medical 
care  and  service.” 

The  House  took  no  action  on  a resolution  calling 
for  non-participation  in  the  implementation  of  the 
King-Anderson  Bill,  but  urged  individual  physieians 
to  give  particular  consideration  to  Sections  1,  5,  and  6 
of  the  Principles  of  Medical  Ethics. 

Study  of  Prepaid  Medical  Care.  The  House  chided 
the  AMA  Board  of  Trustees  and  the  joint  commit- 
tee appointed  to  study  prepaid  medical  care  at  its 
November  meeting  for  their  slowness  in  reporting, 
and  approved  a resolution  directing  the  Board  to 
pursue  a more  vigorous  study  and  report  the  results 
of  this  study  at  the  June,  1962  meeting.  The  House 
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recognized  that  each  state  government  has  the  right 
to  determine  its  own  administrative  mechanism. 
However,  it  formally  approved  the  administration 
of  indigent  medical  care  programs  as  a legitimate 
activity  of  the  state  and  local  health  departments, 
developed  in  cooperation  with  the  local  medical 
organizations. 

At  the  June,  1962  Meeting,  the  House  approved 
the  following  policy  statement  with  regard  to  volun- 
tary prepayment  health  insurance  protection,  and 
recommended  that  the  Board  of  Trustees  and  the 
Council  on  Medical  Service  explore  all  possibilities, 
using  these  principles  as  a basis; 

1.  The  need  for  application  of  the  prepay- 
ment or  insurance  principle  to  protect  our 
people  against  the  costs  of  medical  care  is 
fully  recognized  and  applies  to  all  ages  rather 
than  to  the  aged  alone. 

2.  Persons  financially  able  to  prepay  their 
own  expenses  are  expected  to  do  so,  and  must 
be  encouraged  rather  than  compelled  to  do  so. 

3.  Persons  financially  unable  to  prepay  ade- 
quately their  expenses  may  properly  be  assist- 
ed to  the  degree  necessary  by  their  families, 
their  communities,  their  states,  and  if  these 
fail,  by  the  Federal  Government — but  only  in 
conjunction  with  other  levels  of  government. 

4.  The  prepayment  system  should  be  devoid 
of  governmental  controls. 

5.  Dignity  and  self-sufficiency  for  the  indi- 
vidual should  be  upheld. 

6.  The  protection  offered  must  be  reason- 
ably comprehensive  rather  than  token  in 
character. 

National  Health  Congress.  The  House  approved 
the  continuation  of  national  health  congresses  on 
prepaid  health  insurance,  held  annually,  for  the 
purpose  of  diseussing  ways  and  means  of  improving 
prepaid  coverage  to  the  public  and  control  by  the 
medical  profession. 

Dr.  Jared  reported  that  according  to  statistics, 
there  are  now  131  million  persons  covered  for  pre- 
paid hospital  care;  121  million  for  in-hospital  surgical 
care;  and  87  million  for  both  surgical  and  medical 
care— an  all-time  high. 

Jess  W.  Read:  Medical  Discipline.  In  the  field  of 
medieal  discipline,  the  scope  of  the  Judicial  Council 
of  the  AMA  has  been  expanded.  At  the  Denver 
meeting,  a recommendation  giving  original  jurisdic- 
tion to  the  AMA  in  disciplining  members  met  with 
determined  opposition,  and  the  matter  referred  back 
to  the  Council  on  Constitution  and  By-Laws. 

The  AMA  By-Laws  were  amended  by  the  House 
last  June  to  permit  the  AMA  to  take  disciplinary 
action  against  a member  when;  (1)  A state  medical 
association  to  which  a member  belongs  requests  the 
AMA  to  take  action,  or  (2)  at  the  request  of  the 
AMA  a state  association  to  which  the  member  be- 
longs consents  to  disciplinary  proceedings  by  AMA. 

American  College  of  Surgeons.  Considerable  dis- 
satisfaction with  the  Ameriean  College  of  Surgeons 
was  expressed  at  the  Denver  meeting.  Comments 
from  ACS  on  the  qualifications  of  surgeons  perform- 
ing most  of  the  operations  in  this  country  in  a 


manner  disparaging  to  general  practitioners,  head- 
lined the  discussions. 

This  issue  overshadowed  the  primary  considera- 
tion which  was  a resolution  on  the  subject  of  assist- 
ants’ fees,  wherein  the  AMA  House  of  Delegates, 
in  1961,  approved  the  principle  that  a surgeon  may 
pay  an  assistant  whether  or  not  the  assistant  is  the 
referring  doctor.  The  essence  of  disagreement  with 
ACS  was  when  a surgical  assistant  is  the  referring 
doctor,  and  is  paid  for  his  assistance  by  the  surgeon. 
There  is  a difference  of  opinion  on  this  point. 

In  the  Chicago  meeting,  the  House  considered 
the  basic  issue  of  policy  concerned  with  surgical 
assistants  and  fee  splitting.  It  declared  that  the 
adoption  and  interpretation  of  the  Principles  of 
Medical  Ethics  is  the  prerogative  and  duty  of  the 
AMA.  It  instructed  its  Board  of  Trustees  to  investi- 
gate and  handle  inaecurate  or  misinterpreted  public 
statements  regarding  medical  ethics.  In  an  effort  to 
take  a closer  look  at  its  policy,  it  restated  the  five 
principles  to  emphasize  that  in  most  eircumstances, 
when  services  are  rendered  by  more  than  one  physi- 
cian, each  should  bill  the  patient  and  be  paid 
separately.  Opinions  were  expressed  indicating  that 
the  general  practitioner  group  and  particularly  the 
surgeons,  felt  that  the  circumstances  under  which  a 
surgeon  may  pay  his  assistant  should  be  restricted 
by  definition  as  well  as  by  emphasis. 

Amalgamation  of  osteopaths.  The  problem  of  the 
amalgamation  of  osteopaths  and  doctors  of  medicine 
in  the  State  of  Washington  was  presented  at  a 
meeting  of  the  Couneil  on  Medical  Education  and 
Hospitals,  and  the  question  posed  as  to  how  the 
State  of  Washington  could  apply  AMA  policy  where 
there  is  no  medieal  school  in  Washington  to  evaluate 
the  individual  osteopath  as  to  whether  he  in  fact 
practices  on  a seientific  basis,  and  upon  proper 
qualification,  to  grant  an  M.D.  degree. 

The  Council  appreciated  the  problem  and  offered 
several  suggestions.  This  matter  will  be  discussed 
in  detail  at  our  reference  committee  hearings  on 
osteopathy.  Dr.  Read  said. 

Frederick  A.  Tucker:  Council  on  Medical  Educa- 
tion and  Hospitals.  “For  years  the  AMA  has  agitated 
for  more  interest  and  aetivity  at  the  glass  roots,”  Dr. 
Tucker  said.  “I  feel  that  the  tenor  of  the  past  two 
meetings  indicates  that  the  grass  roots,  although  not 
in  a complete  uprising,  is  beginning  to  feel  its  power 
and  is  demanding  changes  in  the  governing  bodies 
of  the  AMA.” 

This  was  manifest  in  three  separate  resolutions 
dealing  with  reconstitution  of  the  Council  on  Medi- 
cal Education  and  Hospitals.  The  House;  I.  Disap- 
proved a suggestion  that  the  Council  on  Medical 
Education  and  Hospitals  be  replaced  by  two  sepa- 
rate councils  on  undergraduate  and  graduate  medi- 
cal education,  2.  Referred  to  the  Board  of  Trustees, 
a proposal  that  at  least  six  members  of  the  Council 
on  Medical  Education  and  Hospitals  shall  be  engaged 
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primarily  in  the  private  practice  of  medicine  in  hos- 
pitals without  a medical  school  affiliation  and  that 
no  more  than  four  members  may  be  salaried  per- 
sonnel of  a medical  school  or  university,  3.  Recom- 
mended that  the  Council  on  Medical  Education  and 
Hospitals  conduct  a study  of  specialty  residencies. 

Three  resolutions  relating  to  the  redistribution  of 
interns  were  referred  to  the  Council  on  Medical 
Education  and  Hospitals  for  further  study:  L A reso- 
lution re  greater  utilization  of  the  community  hos- 
pital in  teaching  programs,  and  a closer  relationship 
between  the  University  hospital  and  the  communit\- 
hospital.  2.  A resolutioir  re  the  great  numbers  of 
residents  and  bulk  of  the  interns  in  the  teaching 
hospitals  should  eliminate  or  greatly  reduce  the 
number  of  interns  to  the  community  hospitals.  This 
would,  in  tunr,  increase  the  numbers  going  to  general 
practice  and  give  the  interns  going  to  the  teaching 
hospitals  for  their  residencies  a better  knowledge  of 
the  private  patient.®  3.  A resolution  re  elimination 
of  the  term  intern  and  the  term  assistant  residents 
and  residents  to  be  used.  The  thought  behind  this 
was  to  increase  the  hospital  salaries  and  thus  make 
medicine  more  appealing  to  college  graduates. 

Secretary-Treasurer's  report 

Wilbur  E.  M’atson  read  the  Secretary-Treasurer’s 
Report,  which  was  APPRO\’ED. 

Finance  Committee  report 

V.  W.  Spickard  reviewed  the  Finance  Committee 
report  wherein  the  necessity  for  the  proposed  increase 


* Dr.  Tucker’s  report  pertains  to  two  resolutions  pre- 
sented at  Chicago,  one  from  New  Jersey  and  one  from 
California.  Both  decried  the  overstaffing  of  teaching  hos- 
pitals while  many  excellent  community  hospitals  lack  in- 
terns and  residents.  The  substitute  resolution,  written  by 
the  reference  committee,  stated  that  it  is  “imperative  that 
medical  education  be  productive  of  more  doctors  oriented 
toward  general  practice.”  Ed. 


in  annual  dues  from  $4.5.00  to  $60.00  was  given 
consideration. 

The  Speaker  referred  the  Finance  Committee 
report  to  the  Reference  Committee  on  Resolutions, 
in  conjunction  with  the  proposed  Amendment  to 
Chapter  II,  Section  3,  Dues. 

Legal  Counsel's  report 

Mr.  Henry  E.  Kastner  submitted  the  Legal  Coun- 
sel Report  which  was  FILED  FOR  REFERENCE. 

(Note:  The  above  reports  in  full  are  available  at 
the  Central  Office  to  any  WSMA  member.) 

Reports  of  standing  committees 

The  Speaker  referred  all  Annual  Reports  of  stand- 
ing committees  to  the  reference  Committee  on  Stand- 
ing Reports,  with  the  exception  of  Items  22,  52,  53, 
54,  62,  67,  68,  and  69  of  the  published  report;  and. 
Items  1 /ind  16  of  the  supplemental  report  of  the 
Executive  Committee,  relating  to  the  subject  of 
osteopathy.  These  items  were  referred  to  the  Refer- 
ence Committee  on  Special,  Special  Committee  Re- 
ports. 

Reports  of  special  committees 

The  Speaker  referred  all  Annual  Reports  of  Special 
Committees  to  the  Reference  Committee  on  Special 
Committee  Reports. 

Resolutions 

The  Speaker  referred  all  proposed  amendments  to 
the  By-Laws,  and  those  resolutions  published  in 
the  House  of  Delegates  Book,  or  accepted  by  the 
House  for  consideration  at  this  time,  to  the  Refer- 
ence Committee  on  Resolutions.  All  material  and 
reports  relating  to  the  WTS  Liaison  Committee 
were  referred  to  the  Committee  on  Resolutions. 

Adjournment 

The  First  Session  of  the  House  of  Delegates  was 
adjourned  at  3:15  P.M. 


Second  Session,  1:30  P.M.,  September  19,  1962 


Roll  call 

Upon  calling  the  roll,  a quorum  was  found  to  be 
present.  Also  present  were:  David  W.  Gaiser,  AMA 
Delegate;  M.  Shelby  Jared,  AMA  Delegate;  Jess  W. 
Read,  AMA  Delegate;  Frederick  A.  Tucker,  AMA 
Delegate;  W.  Spickard,  Chairman,  Finance  Com- 
mittee; Donald  T.  Hall,  Chairman,  .Medical  Defense 
Committee;  Mr.  Ralph  W.  Neill,  Executive  Secre- 
tary, W'SMA;  Mr.  Richard  F.  Gorman,  Public  Rela- 
tions Director;  .Mr.  Harlan  Knudson,  Public  Rela- 
tions Director;  Mr.  Henry  E.  Kastner,  Legal  Counsel; 
Mrs.  Carol  .McPhillips,  Secretary. 


Necrology  Committee  report 

Gilman  E.  Sanford,  Chairman,  presented  the 
Necrology  Report:  The  Lord  in  His  infinite  wis- 
dom, and  ways  that  passeth  all  understanding,  has 
called  from  among  us  thirty-five  members  since  our 
last  Annual  Meeting.  Some  of  these  physicians  were 
privileged  to  practice  our  profession  only  a short 
time,  others  were  with  us  many  years,  passing  in 
their  eighties  and  nineties.  To  their  families,  we 
express  our  deepest  sympathy,  and  thanks  for  the 
privilege  of  having  known  each  of  them. 

A moment  of  silence  was  observed  in  memory 
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of  the  many  friends  and  colleagues  who  have 
departed  this  past  year. 

The  Necrology  Report  was  ACCEPTED. 

Report  of  the  Reference  Committee  on  Annual 
Reports  of  Standing  Committees 

Douglass  P.  Buttorff  presented  the  report  of  the 
Reference  Committee  on  Annual  Reports  of  Standing 
Committees.  Each  annual  report  and  its  reference 
committee  recommendations  was  considered  by  the 
House,  and  the  report  was  ADOPTED  with  the  fol- 
lowing respective  actions: 

Board  of  Trustees 

The  Published  and  Supplemental  Reports  of  the 
Board  of  Trustees  were  ADOPTED  AS  AMENDED 
with  the  exception  of  the  items  relating  to  Osteopathy 
which  had  been  referred  to  the  Reference  Commit- 
tee on  Special,  Special  Committee  Reports. 

The  Published  Report  was  amended  in  Section  7, 
paragraph  2,  line  2,  by  adding  the  words,  or  past 
members  after  the  word,  member. 

The  Supplemental  Report  was  amended  in  para- 
graph 4,  line  4,  after  the  word.  Delegates  by  adding 
the  words,  with  the  following  recommendations  and 
adding  the  following  subparagraphs,  to  read: 

A.  The  Washington  State  Medical  Associ- 
ation basically  disapproves  the  appropriation 
of  Hill -Burton  Funds  to  implement  diagnostic 
and  treatment  centers  for  any  private  medical 
group  per  se,  such  as  occurred  in  allocating 
funds  to  Group  Health  Corp.  in  the  amount  of 
approximately  $400,000,  recently. 

B.  The  House  of  Delegates  censures  the 
Washington  State  Hospital  and  Medical  Facili- 
ties Council  and  in  particular  the  medical 
representatives  on  this  committee  who  voted 
in  favor  of  this  allocation. 

C.  That  a committee  consisting  of  the  AMA 
Delegates  meet  to:  (1)  Prevent  further  similar 
allocations  on  both  a local  and  national  basis. 
(2)  To  pursue  all  possible  resources  to  nullify 
this  allocation  to  Group  Health  and  report 
back  to  the  Board  of  Trustees  within  six 
weeks. 

D.  The  House  of  Delegates  feels  that  this 
action  in  allocating  Hill-Burton  Funds  to  pri- 
vate medical  groups  is  extremely  dangerous 
in  its  implications. 

The  Supplemental  Report  was  amended  by  de- 
leting paragraph  6,  and  substituting  the  following 
paragraph : 

6.  Approved  a suggestion  by  Frederick  A. 
Tucker,  AMA  Delegate,  that:  Starting  next 
year,  1963,  the  senior  AMA  Delegate,  in  con- 
junction with  the  other  AMA  Delegates,  com- 
pile an  annual  report  of  all  AMA  actions  of 
interest  to  this  Association,  to  be  printed  in 
the  House  of  Delegates  Book. 

Executive  Committee 

The  published  report  of  the  Exeeutive  Committee 
was  ADOPTED  AS  AMENDED,  with  the  exception 
of  items  relating  to  osteopathy  referred  to  the  Refer- 
ence Committee  on  Special,  Special  Committee  Re- 
ports; and  the  supplemental  report  of  the  Executive 
Committee  was  EILED. 

The  published  report  was  amended  in  paragraph 
76-A,  line  1,  after  1962  by  deleting  the  words 


Democratic  platform  and  substituting  the  words, 
major  party  platforms. 

Graduate  Medical  Education 

The  report  of  the  Committee  on  Craduatc  Medi- 
cal Education  was  EILED. 

Grievance 

The  report  of  the  Grievance  Committee  was 
ADOPTED  AS  AMENDED.  The  Report  was  amend- 
ed by  deleting  paragraph  6-E  in  its  entirety. 

Industrial  Insurance 

The  Report  of  the  Industrial  Insurance  Committee 
was  ADOPTED  AS  AMENDED. 

The  Report  was  amended  by  deleting  sub-para- 
graphs A.  B,  C,  and  D of  paragraph  4,  for  the 
following  reasons:  (A)  Matter  already  being  taken 
care  of  by  Special  Committee  on  Relative  Value 
Eee  Study;  (B)  There  is  already  a mechanism  set 
up  by  referral  to  the  local  or  state  grievance  com- 
mittee; (C)  Outside  the  scope  of  the  medical  society; 
and,  (D)  Would  take  a change  by  Legislature,  and 
at  present,  there  is  no  method  or  authority  for  the 
creation  of  such  a group.  It  is  the  job  of  this  com- 
mittee to  arrive  at  these  through  existing  mechanisms 
and  the  appointment  of  another  committee  or  board 
adds  nothing  to  the  solution  of  the  problem. 

Medical  Defense  Fund 

The  Report  of  the  Medical  Defense  Fund  Com- 
mittee was  FILED  WITH  COMMENDATION. 

Medical  Economics 

The  Report  of  the  Medical  Economics  Commit- 
tee was  FILED. 

Medical  School  Teaching  and  Research  Hospital 

The  Report  on  the  Medical  School,  Teaching  and 
Research  Hospital  Committee  was  FILED. 

Mental  Health 

The  Report  of  the  Mental  Health  Committee  was 
ADOPTED  AS  AMENDED. 

The  Report  was  amended  in  paragraph  4-D,  line 
2,  after  the  word,  health  by  adding  of  the  Depart- 
ment of  Institutions;  and  in  line  3,  by  deleting  the 
word.  Mental. 

Neoplastic 

The  Report  of  the  Neoplastic  Committee  was 
FILED  WITH  COMMENDATION. 

Occupational  Health 

The  Report  of  the  Occupational  Health  Commit- 
tee was  FILED. 

Professional  and  Hospital  Relations 

The  Report  of  the  Professional  and  Hospital  Rela- 
tions Committee  was  ADOPTED  AS  AMENDED. 

The  Report  was  amended  as  follows:  by  deleting 
paragraphs  2-A,  B,  and  C in  their  entirety. 

In  paragraph  3-B,  line  6,  following  the  word  well 
deleting  the  remainder  of  the  paragraph. 

In  paragraph  4-A,  following  the  word  program 
deleting  the  remainder  of  the  sentence. 
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In  paragraph  4-B,  following  the  word  hospitals 
deleting  the  remainder  of  the  sentence. 

In  paragraph  4-D,  inserting  the  words  Methods  of 
before  the  word  hospital  and,  after  the  word  ap- 
pointments deleting  the  remainder  of  the  sentence. 
Deleting  paragraph  4-E  in  its  entirety. 

Publication 

The  Report  of  the  Publication  Committee  was 
ADOPTED  AS  AMENDED. 

The  Report  was  amended  by  deleting  paragraphs 
6,  7,  8,  and  9 in  their  entirety,  and  substituting  the 
following  two  paragraphs; 

6.  Progress  toward  improvement  in  the  fi- 
nancial and  personal  problems  above  has  been 
made.  More  strict  economic  measures  have 
been  introduced,  and  relationships  between 
the  Editor  and  Board  of  Trustees  have  im- 
proved. 

7.  The  financial  condition  of  Northwest 
Medicine  depends  to  a major  degree  on  the 
income  derived  from  pharmaceutical  advertis- 
ing. Until  such  time  as  the  government  firmly 
establishes  the  regulatory  pattern  on  industry 
which  it  proposes,  the  advertising  income  will 
be  variable  and  the  financial  status  of  North- 
west Medicine  unpredictable.  Financial  reserve 
at  the  present  is  such  that  Northwest  Medicine 
can  operate  at  its  present  deficit  rate  for  a 
number  of  years. 

Public  Laws 

The  Report  of  the  Public  Laws  Committee  was 
ADOPTED  AS  AMENDED. 

The  Report  was  amended  by  deleting  paragraphs 
3,  4,  5,  6,  and  7,  for  the  reason  the  subject  matter 
in  each  had  been  referred  to  other  Reference  Com- 
mittees for  action. 

In  paragraph  9,  line  3,  following  the  word  nurses 
by  deleting  the  remainder  of  the  paragraph. 

In  paragraph  9,  subparagraph  2,  line  3,  by  adding 
a period  following  the  word  indefinitely  and  deleting 
the  remainder  of  the  sentence. 

Public  Relations 

The  Report  of  the  Public  Relations  Committee 
was  FILED  WITH  COMMENDATION. 

Scientific  Work 

The  Report . of  the  Scientific  Work  Committee 
was  FILED  WITH  COMMENDATION. 

State  Department  of  Health  (Advisory) 

The  Report  of  the  State  Department  of  Health 
(Advisory)  Committee  was  ADOPTED  AS 
AMENDED. 

The  Report  was  amended  by  deleting  paragraphs 
5-A,  B,  C,  D,  E,  and  F for  the  reason  that  the  refer- 
ence committee  did  not  understand  the  reasoning 
behind  the  recommendations,  and  there  was  no  one 
present  who  could  clarify  their  meanings. 

RECOMMENDATION  of  Reference  Committee: 

That  in  the  future,  the  Chairman,  or  an 
informed  representative  of  the  Committee 
whose  report  is  under  consideration  by  the 
Reference  Committee,  be  present  at  the  hear- 
ings. 


Report  of  the  Reference  Committee  on  Annual 
Reports  of  Special  Committees 

Waldo  O.  Mills,  Chairman,  presented  the  Report 
of  the  Reference  Committee  on  Annual  Reports  of 
Special  Committees.  Each  Annual  Report  and  its 
Reference  Committee  recommendations  was  con- 
sidered by  the  House,  and  the  Report  was  adopted 
with  the  following  respective  actions: 

Aging  Population 

The  Report  of  the  Aging  Population  Committee 
was  ADOPTED  AS  AMENDED. 

The  Report  was  amended  by  the  addition  of  sub- 
paragraph  2,  under  paragraph  2-A,  to  read: 

We  urge  that  the  Washington  State  Medical 
Association  endorse  the  enactment  of  enabling 
legislation  permitting  insurance  programs  sim- 
ilar to  the  Connecticut  65  Plan. 

Basic  Science 

The  Report  of  the  Basic  Science  Committee  was 
FILED. 

Civil  Disaster 

The  Report  of  the  Civil  Disaster  Committee  was 
ADOPTED  AS  AMENDED. 

The  Report  was  amended  by  adding  to  paragraph 
11-B  the  sentence. 

If  at  all  possible,  these  training  courses  be 
held  in  other  areas  such  as  Eastern  Washing- 
ton. 

Ionizing  Radiation  Hazard  Control 

The  Report  of  the  Ionizing  Radiation  Control 
Committee  was  ADOPTED  AS  AMENDED. 

The  Report  was  amended  by  the  addition  of  para- 
graph 4,  to  read; 

We  recommend  the  function  of  this  commit- 
tee be  transferred  to  the  State  Department  of 
Health  Advisory  Committee,  and  suitable  per- 
sonnel be  appointed  to  carry  out  this  duty. 

Maternal  and  Child  Welfare 

The  Report  of  the  Maternal  and  Child  Welfare 
Committee  was  ADOPTED  WITH  COMMENDA- 
TION. 

Medical  Education  Campaign  Fund 

The  Report  of  the  Medical  Education  Campaign 
Fund  was  ADOPTED  WITH  COMMENDATION. 

Rehabilitation  Programs 

The  Report  of  the  Rehabilitation  Programs  Com- 
mittee was  FILED  WITH  COMMENDATION,  with 
the  recommendation  that: 

The  specific  advice  rendered  to  the  Division 
of  Vocational  Rehabilitation  be  made  available 
to  the  Executive  Committee,  and  Board  of 
Trustees  of  the  State  Association. 

Relative  Value  Fee  Study 

The  Report  of  the  Relative  \'alue  Fee  Study  Com- 
mittee was  ADOPTED. 

Revision  of  Constitution  and  Bylaws 

The  Report  of  the  Revision  of  Constitution  and 
By-Laws  Committee  was  FILED. 
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Rural  Health 

The  Report  of  the  Rural  Health  Committee  was 
ADOPTED. 

School  Health 

The  Report  of  the  School  Health  Committee  was 
ADOPTED  AS  AMENDED. 

The  Report  was  amended  by  deleting  paragraph 
3- A and  substituting  the  following  paragraph: 

A joint  committee  on  the  Appraisal  of  the 
Health  of  the  School  Child  be  formed,  com- 
prised of  representatives  of  the  school  admin- 
istration, lay  groups,  and  the  medical  pro- 
fession. 

Staphylococcal 

The  Report  of  the  Staphylococcal  Committee  was 
FILED  with  the  recommendation  that  the  committee 
be  discharged. 

State  Department  of  Public  Assistance  (Advisory) 

The  Report  of  the  State  Department  of  Public 
Assistance  (Advisory)  Committee  was  FILED,  with 
the  recommendation  that  next  year’s  committee  be 
instructed  to  hold  at  least  one  meeting  with  the 
Department  of  Public  Assistance  and  explore  all 
mutual  problems. 

Veterans  Medical  Care 

The  Report  of  the  Veterans  Medical  Care  Com- 
mittee was  FILED,  with  the  recommendation  that 
the  committee  be  discontinued. 

WSMA  Special  Convention 

The  Report  of  the  WSMA  Special  Convention 
Committee  was  ADOPTED. 

Report  of  the  Reference  Committee  on  Resolutions 

James  W.  Haviland,  Chairman,  presented  the  Re- 
port of  the  Reference  Committee  on  Resolutions. 
Each  Resolution  and  Proposed  Amendment  to  the 
By-Laws  was  considered  by  the  House,  and  the 
Report  ADOPTED,  with  the  following  respective 
actions: 

Amendment  to  the  Bylaws,  Chapter  II,  Section  3, 
Members — Rights  and  Duties 

The  Proposed  Amendment  to  Chapter  II,  Section 
3,  (Dues)  of  the  By-Laws  was  ADOPTED,  and 
now  reads: 

Section  3.  Dues.  The  annual  dues  of  active 
members  shall  be  $60.00  per  year,  and  shall  be 
payable  on  or  before  January  1 of  each  year. 
Said  dues  shall  be  paid  to  the  treasurer  of 
the  member’s  component  society,  who  shall  by 
the  tenth  of  each  month  forward  to  the  Secre- 
tary-Treasurer of  this  Association  the  dues 
collected  from  the  members  during  the  pre- 
ceding month. 

The  Speaker  ruled  out  of  order  a motion  by 
Dr.  Stevenson,  Yakima  County,  that  the  dues  be 
increased  to  $100  for  the  next  three  years,  on  the 
grounds  that  such  recommendation  was  not  properly 
submitted  in  writing  twenty-four  hours  in  advance 
of  the  second  session. 


Amendment  to  the  Bylaws,  Chapter  IX,  Section  5, 
Sections 

The  Proposed  Amendment  to  Chapter  IX,  Section 
5,  (Sections)  was  REJECTED  on  the  grounds  that 
it  is  an  incomplete  action  since  it  would  require  a 
coneomitant  amendment  of  Article  VI  of  the  WSMA 
Constitution. 


Amendment  to  the  Bylaws,  Chapter  VIII,  Standing 

Committees 

The  Proposed  Amendment  to  Chapter  VIII,  Stand- 
ing Committees,  was  ADOPTED  AS  AMENDED. 

The  Amendment,  as  amended,  will  change  the 
numbering  of  Section  1 (Standing  Committees)  by 
inserting  as  Item  13,  Prepaid  Medical  Care  and  re- 
numbering Items  13-18  to  Items  14-19,  respectively; 
and  Section  16,  under  Standing  Committees,  as 
amended,  now  reads: 

Section  16.  Prepaid  Medical  Care.  **  The 
Committee  on  Prepaid  Medical  Care  shall 
consist  of  nine  (9)  members  elected  by  the 
Board  of  Trustees;  not  more  than  four  (4) 
members  to  be  members  or  past  members  of 
the  Washington  Physicians  Service  Board  of 
Trustees.  At  the  first  meeting  of  the  WSMA 
Board  of  Trustees  following  the  Annual  Meet- 
ing, the  four  members  with  present  or  past 
membership  on  the  Washington  Physicians 
Service  Board  of  Trustees  shall  be  elected 
for  a one-year  term.  The  other  five  members 
shall  be  elected  as  follows:  In  1962,  one  mem- 
ber shall  be  elected  for  a one-year  term;  two 
shall  be  elected  for  two-year  terms;  two  shall 
be  elected  for  three-year  terms,  thereafter  one 
or  two  shall  be  elected  for  three-year  terms, 
as  such  vacancies  occur.  PURPOSE  of  the 
Committee  shall  be  to  assess  and  report  the 
problems  and  successes  of  the  Doctor-Spon- 
ored  or  Doctor-Administered  Medical  Care 
Plans  in  the  state  of  Washington  as  they  per- 
tain to  presently  accepted  philosophy  and  to 
recommend  future  changes  and  requirements. 

Washington  Physicians  Service  Liaison  Report 

The  progress  Report  to  the  WSMA  Board  of 
Trustees  and  House  of  Delegates  from  Quin  B. 
DeMarsh,  Chairman  of  the  Washington  Physicians 
Service  Liaison  Committee  was  ADOPTED. 


Resolution — Statement  of  Principles,  Assistants’ 
Fees 

The  Resolution  on  Statement  of  Principles— As- 
sistants’ Fees  was  ADOPTED  AS  AMENDED,  and 
now  reads: 

WHEREAS,  it  is  necessary  for  the  House 
of  Delegates  of  the  American  Medical  Associ- 
ation periodically  to  re-affirm  ethical  princi- 
ples concerning  the  practice  of  medicine;  and 
WHEREAS,  changing  methods  of  payment 
for  medical  care  occasionally  make  clarifica- 
tion and  amplification  of  basic  principles 
necessary,  now  therefore 

BE  IT  RESOLVED,  that  the  Washington 
State  Medical  Association  re-affirm  the  ideas 
expressed  by  the  House  of  Delegates  in  New 
York  in  1961  relative  to  assistants’  fees,  but 
suggest  amplification  as  herein  written: 


** Alphabetical  listing  of  committee  names  and  the  sections 
do  not  follow  the  same  numerical  sequence.  Ed. 
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1.  Each  member  of  the  AMA  is  expected 
to  observe  the  principles  of  Medical  Ethics 
in  every  aspect  of  his  professional  practice. 
2.  Each  doctor  engraged  in  the  care  of  the 
patient  is  entitled  to  compensation  commen- 
surate with  the  value  of  the  services  he  has 
personally  rendered.  3.  No  doctor  should  bill 
or  be  paid  for  a service  which  he  does  not 
perform;  mere  referral  does  not  constitute  a 
professional  service  for  which  a professional 
charge  should  be  made  or  for  which  a fee  may 
be  ethically  paid  or  received.  4.  When  services 
are  rendered  by  more  than  one  physician, 
each  physician  should  submit  his  own  bill  to 
the  patient  and  be  compensated  separately 
whenever  possible.  5.  It  is  ethically  permissible 
in  certain  circumstances,  however,  for  a sur- 
geon to  engage  other  physicians  to  assist  him 
in  the  performance  of  a surgical  procedure 
and  to  pay  a reasonable  amount  for  such 
assistance,  provided  the  details  of  the  financial 
transaction  are  made  known  to  the  patient. 
This  principle  applies  whether  or  not  an  assist- 
ing physician  is  the  referring  doctor,  and 
be  it  further 

RESOLV'ED,  that  the  House  of  Delegates 
of  the  American  Medical  Association  urgently 
and  respectfully  ask  that  the  AMA  add  this 
modification  to  the  statement  of  principles 
regarding  assistants’  fees  which  was  adopted 
in  New  York  in  1961. 

Resolution — Basic  Science  Examination 

The  resolution  on  Basic  Science  Examination  was 
ADOPTED,  and  reads: 

RESOLVED,  that  the  examinations  in  the 
basic  sciences  now  required  by  the  law  of  the 
State  of  Washington,  be  re-evaluated  by  the 
Washington  State  Medical  Association,  and 
that  this  opinion  and  recommendation  be  for- 
w'arded  to  the  Board  of  Medical  Examiners  of 
the  State  of  Washington. 

Resolution — Board  of  Medical  Examiners 

The  resolution  on  Board  of  Medical  Examiners 
was  .ADOPTED  AS  AMENDED,  and  now  reads: 
BE  IT  RESOLVED,  that  the  Washington 
State  Medical  Association  study  the  formation 
of  an  independent  Board  of  Medical  Examin- 
ers for  the  State  of  Washington,  separate 
from  the  Department  of  Licenses  of  the  State 
Government,  and  report  back  to  the  House  of 
Delegates.t 

Resolution — Corporate  Practice,  Professional 

The  resolution  on  Corporate  Practice— Professional 
was  ADOPTED  .\S  AMENDED,  and  now  reads: 
(Note:  The  original  title  was  amended  also  and  now 
reads:  Amendments  to  the  Laws  of  Partnership,  etc.. 
Practice) 

WHEREAS,  the  tax  laws  of  the  United 
States  provide  preferential  incentives  and  ad- 
vantages to  corporation  employees  in  the 
establishment  and  building  of  retirement 
funds;  and 

WHEREAS,  the  laws  of  the  State  of  Wash- 
ington do  not  presently  permit  self-employed 
professional  people  the  privilege  of  establish- 
ing similar  retirement  funds  outside  of  their 
current  taxable  income,  now  therefore 
BE  IT  RESOLVED,  that  the  Washington 
State  Medical  Association  study  possible 


tThe  study  will  be  conducted  by  a committee  appointed 
by  the  President.  Ed. 


amendments  to  the  laws  of  partnership  and 
associations  outside  of  partnership,  which  will 
secure  for  self-employed  professional  people 
the  same  tax  deferment  upon  retirement  funds 
now  enjoyed  by  the  employees  of  corporation. 

Resolution — Professional  Corporations 

The  resolution  on  Professional  Corporations  was 
ADOPTED  AS  AMENDED,  and  now  reads:  (Note: 
As  amended,  the  present  title  is  changed  to  Pro- 
fessional Associations) 

WHEREAS,  a Federal  tax  inequity  exists 
against  self-employed  persons;  and 
WHEREAS,  an  enabling  act  permitting  the 
formation  of  professional  associations  may  be 
proposed  to  the  next  session  of  Legislature 
of  the  State  of  Washington;  and 

WHEREAS,  to  preserve  the  professional 
ethics  of  physicians  and  surgeons  of  the  State 
of  Washington,  such  an  Act  must  provide  that 
such  medical  associations  to  be  formed  under 
provisions  of  the  Act  are  owned,  managed, 
and  controlled  exclusively  by  licensed  physi- 
cians, and  that  there  is  no  interference  in  the 
traditional  physician-patient  relationship;  now 
therefore 

BE  IT  RESOLVED,  that  the  House  of  Dele- 
gates of  the  Washington  State  Medical  As- 
sociation endorse  the  resolution  adopted  by 
the  House  of  Delegates  of  the  American  Medi- 
cal Association  on  December  5,  1957,  which 
follows: 

WHEREAS,  it  has  been  found  by  experi- 
ence that  physicians  practicing  as  a partner- 
ship, association,  or  as  members  of  other  law- 
ful group  arrangements  can  preserve  the 
physician-patient  relationship,  insuring  that 
medical  responsibility  lies  in  the  hands  of  the 
patient’s  owti  doctor  and  not  in  the  hands  of 
an  unlicensed  person  or  entity;  and 

WHEREAS,  the  ethical  principles  of  the 
AMA  apply  to  the  individual  physician 
whether  he  practices  alone  or  with  a group, 
now  therefore 

BE  IT  RESOLVED,  that  the  House  of  Dele- 
gates affirm  that  it  is  within  the  limits  of 
ethical  propriety  for  physicians  to  join  to- 
gether as  partnerships,  associations  or  other 
lawful  groups,  provided  that  the  ownership 
and  management  of  the  affairs  thereof  remains 
in  the  hands  of  licensed  physicians. 

Resolution — Good  Samaritan  Act 

The  resolution  on  “Good  Samaritan  Act”  w'as 
ADOPTED  AS  AMENDED,  and  now'  reads: 

BE  IT  RESOLVED,  that  the  Washington 
State  Medical  Association  work  for  the  enact- 
ment of  a Good  Samaritan  Act  in  the  Wash- 
ington State  Legislature  in  the  1963  Session. 

Resolution — Kerr-Mills  Bill  Implementation 
The  resolution  on  Kerr-Mills  Bill  Implementation 
was  ADOPTED  AS  AMENDED  and  now  reads: 
WHEREAS,  it  was  the  intention  of  the 
Congress  of  the  United  States  in  passing  the 
Kerr-Mills  Act,  that  the  funds  should  be  used 
to  expand  the  current  medical  care  of  the  aged 
programs  of  the  various  states;  and 
WHEREAS,  the  Kerr-Mills  matching  funds 
of  approximately  88,000,000  for  this  1961-1963 
biennium  are  currently  being  placed  in  the 
General  Fund  of  the  State  of  Washington 
and  used  to  reduce  expenditures  of  state  tax 
monies;  and 

WHEREAS,  no  additional  funds  have  been 
added  to  the  health  care  division  of  the  Public 
Assistance  Programs,  and  consequently  there 
has  been  no  improvement  in  the  state’s  pro- 
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gram  for  care  of  the  aged  as  intended  by  the 
Congress  of  the  United  States,  now  therefore 
BE  IT  RESOLVED,  that  the  Washington 
State  Medical  Association  recommend  that  the 
Washington  State  Legislature  in  its  next  Ses- 
sion take  the  necessary  legislative  steps  to 
insure  that  our  state  will  use  Federal  Kerr- 
Mills  fund  grants  to  improve  the  health  care 
of  our  senior  citizens  rather  than  to  merely 
maintain  old  standards  and  permit  reduction 
in  state  appropriations. 

Resolution — Standards  of  Safety  for  Compressed 
Air  Work 

The  resolution  on  Standards  of  Safety  for  Com- 
pressed Air  Work  was  ADOPTED,  and  reads: 

WHEREAS,  safety  standards  for  hours  of 
labor  and  decompression  times  are  primarily 
a physiological  problem,  and 

WHEREAS,  Washington  State  Public  Laws 
RCW  #49.24.050,  Chapter  131,  Section  5,  Laws 
of  1937;  and  RCW  #49.24.090,  Chapter  194, 
Section  2,  Laws  of  1941  rigidly  define  hours 
of  labor  and  decompression  times,  and 

WHEREAS,  public  law  per  se  should  not 
specifically  delineate  safe  practices  and  prin- 
ciples of  prevention  of  occupational  disease, 
which  might  be  subject  to  change  due  to 
scientific  knowledge  and  experience,  therefore 
BE  IT  RESOLVED,  that  the  Washington 
State  Medical  Association  favors  repeal  of 
Public  Laws  RCW  #49.24.050,  and  RCW 
#49.24.090,  as  applied  to  standards  of  safety 
for  compressed  air  work,  and  be  it  further 
RESOLVED,  that  the  Washington  State 
Medical  Association  favors  adoption  of  Stand- 
ards of  Safety  for  Compressed  Air  Work  as 
proposed  by  medical  authorities  in  this  field, 
and  approved  by  the  Department  of  Labor 
and  Industries  following  public  hearing  in 
accordance  with  state  law  in  Olympia,  August 
1,  1962. 


Report  of  the  Reference  Committee  on  Special, 
Special  Committee  Reports 

Donald  T.  Hall  presented  the  Report  of  the  Refer- 
ence Committee  on  Special,  Special  Committee 
Reports  which  considered  only  those  matters  relating 
to  the  osteopathic  problem  as  it  now  stands  in  the 
State  of  Washington. 

Dr.  Hall  pointed  out  that  after  several  hours  of 
discussion  there  was  no  opposition  expressed  to  the 
proposed  principle  of  amalgamation,  and  in  consider- 
ation of  the  commitments  made  by  those  osteopaths 
who  are  favorable  toward  this  proposal,  and  because 
of  the  organizational  suicide  which  they  have  already 
committed  in  order  to  continue  negotiations  with  us, 
the  Committee  recommends  approval  of  the  princi- 
ple of  amalgamation  since  such  approval  is  a vote 
of  confidence  which  permits  further  negotiation. 

Dr.  Hall  also  called  the  attention  of  the  House  of 
Delegates  to  the  following  points:  1.  That  the  agree- 
ment of  Proposed  Merger  is  a permissive  document 
designed  to  allow  further  negotiation.  2.  That  only 
those  osteopaths  meeting  the  requirements  to  prac- 
tice medicine  and  surgery  in  the  State  of  Washington 
will  be  considered.  3.  The  proposed  Amendment 
to  the  Constitution,  according  to  our  By-Laws,  must 
rest  for  one  year  before  definitive  action  is  taken 


by  the  1963  House  of  Delegates,  thus  allowing  this 
year  for  further  informative  material  and  progress 
reports  to  be  provided  to  the  county  medical  soci- 
eties in  order  that  all  members  of  the  Association 
be  informed  as  to  the  purposes,  rationale,  and  details 
of  the  proposed  principles  of  merger.  4.  The  Com- 
mittee believes  also,  that  such  amalgamation  will 
result  in  a higher  standard  of  medical  care  in  that 
it  will  enable  a more  uniform  use  of  available  facili- 
ties; a wider  exchange  of  professional  experiences 
and  knowledge;  and,  a sharing  of  the  best  elements 
of  both  professions.  5.  That  the  mechanics  of  its 
implementation  will  require  step  by  step  procedures 
to  be  worked  out  in  the  future. 

Each  Item  relating  to  osteopathy  was  considerc-d 
by  the  House,  and  the  report  was  ADOPTED. 

Proposed  Amendment  to  Constitution,  Article  IV, 

Section  3 (b).  Component  Societies 

The  Proposed  Amendment  to  Article  IV,  Section 
3(b),  issuance  of  Charters,  of  the  Constitution  of 
the  Washington  State  Medical  Association  was  AP- 
PROVED. (The  Proposed  Amendment,  in  accord- 
ance with  the  BY-LAWS,  must  be  published  twice 
during  the  year  in  Northwest  Medicine,  and  referred 
back  to  the  1963  House  of  Delegates  for  final  action.) 

The  Proposed  Amendment  reads: 

Section  3.  Issuance  of  Charters,  (b).  After 
the  issuance  of  the  charters  provided  for  im- 
mediately above,  the  Board  of  Trustees,  with 
the  approval  of  the  House  of  Delegates,  may 
charter  as  a component  society  a medical 
representative  of  the  medical  profession  of  a 
county  as  circumstances  may  dictate  or  as 
seems  desirable.  No  charter  shall  be  issued 
with  respect  to  a county  in  which  a component 
society  previously  chartered  has  territorial 
jurisdiction;  provided,  however,  the  Board  of 
Trustees  may  create  a state-wide  component 
society  on  an  interim  basis  only  to  implement 
the  merger  of  the  Washington  State  Osteo- 
pathic Association  into  the  Washington  State 
Medical  Association;  provided,  further,  that 
whenever  an  increase  in  membership  war- 
rants, an  additional  component  society  may  be 
chartered  within  the  previous  territorial  juris- 
diction of  an  existing  component  society  com- 
posed of  two  or  more  counties. 

Board  of  Trustees 

Paragraph  17  of  the  published  Board  of  Trustees 
Report,  dated  May  20,  1962,  was  FILED. 

Paragraph  5 of  the  supplemental  Board  of  Trustees 
Report  was  APPROVED. 

Executive  Committee 

The  items  referred  from  the  published  report  of 
the  Executive  Committee  was  FILED. 

Item  1 of  the  supplemental  report  of  the  Executive 
Committee,  dated  August  L5,  1962,  was  FILED 
WITH  COMMENDATION. 

Progress  Report  on  Study  of  Osteopathic  Problem 

The  Progress  Report  Re  Study  of  the  Osteopathic 
Problem  submitted  to  the  Executive  Committee 
and  the  Board  of  Trustees,  was  FILED  AS 
AMENDED. 
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The  Report  is  amended  in  paragraph  2,  line  2, 
by  deleting  the  word,  all,  following  the  word, 
wherein. 

Resolution — Osteopathy 

The  resolution  on  osteopathy  was  ADOPTED  AS 
AMENDED,  and  now  reads: 

WHEREAS,  an  “Agreement  of  Proposed 
Merger”  between  the  Executive  Committee 
of  the  Washington  State  Medical  Association 
and  the  Washington  State  Osteopathic  Associ- 
ation has  been  made,  and 

WHEREAS,  the  Board  of  Trustees  has  ap- 
proved the  action  of  its  Executive  Committee 
in  this  area;  and 

WHEREAS,  this  Agreement  was  made  and 
entered  into  for  the  primary  purpose  of  im- 
proving the  health  services  available  to  the 
citizens  of  the  State  of  Washington;  and 

WHEREAS,  this  objective  is  to  be  accomp- 
lished by  way  of  amalgamating  the  Washing- 
ton State  Osteopathic  Association  into  the 
Washington  State  Medical  Association  conson- 
ant with  the  desires  of  the  individual  member 
physicians;  and 

WHEREAS,  the  “Agreement  of  Proposed 
Merger”  provides  that  individual  members  of 
the  Washington  State  Osteopathic  Association 
will  apply  for  a degree  of  Doctor  of  Medicine 
issued  by  a medical  school  approved  by  the 
Council  on  Medical  Education  and  Hospitals 
of  the  American  Medical  Association,  and  the 
Association  of  American  Medical  Colleges; 
now  therefore 

BE  IT  RESOLVED,  that  the  House  of  Dele- 
gates of  the  Washington  State  Medical  Associ- 
ation approve,  confirm  and  ratify  the  “Agree- 
ment of  Proposed  Merger”  executed  by  the 
Executive  Committee  of  the  Washington  State 
Medical  Association  and  the  Board  of  Trustees 
of  the  Washington  State  Osteopathic  Associ- 
ation on  the  4th  day  of  June,  1962;  and  be  it 
further 

RESOLVED,  that  the  Board  of  Trustees  be 
and  is  hereby  instructed  to  take  all  proper 
measures  to  implement,  facilitate,  and  expe- 
dite this  merger  program. 

The  House  of  Delegates  commended  E.  Harold 
Laws,  Chairman  of  the  Special  Osteopath}-  Commit- 
tee, and  his  committee  members,  Jess  W.  Read, 
Frederick  A.  Tucker,  and  Wayne  Zimmerman  for 
the  tremendous  amount  of  work  and  personal  effort 
involved  in  the  osteopathy  reports,  and  gave  the 
members  a standing  ovation. 


Report  of  Reference  Committee  on  Place  of  1964 
Meeting 

Robert  W.  Simpson,  Chairman,  presented  the 
Report  of  the  Reference  Committee  on  Place  of 
1964  Meeting. 

The  House  of  Delegates  approved  the  recom- 
mendation of  the  Committee  that  the  1964  Annual 
Meeting  be  held  in  Seattle,  W'ashington,  along 
with  the  recommendation  that  if  it  should  be  neces- 
sar>'  within  the  next  year  or  two  to  hold  an  interim 
meeting,  consideration  be  given  to  Yakima,  Wash- 
ington. 


Report  of  the  Nominating  Committee 

The  Report  of  the  Nominating  Committee  was 


forwarded  to  the  members  of  the  House  of  Dele- 
gates within  the  required  20  days  prior  to  the  Sec- 
ond Session  of  this  House. 

The  Speaker  declared  additional  nominations  open 
from  the  floor;  and  when  necessary,  called  for  a 
written  ballot.  Election  results  are  as  follows: 
President-Elect 

Robert  R.  Hunter,  Sedro  Woolley 
Vice  President 

Robert  P.  Parker,  Spokane 
Assistant  Secretary-T reasurer 
Carl  E.  Mudge,  Seattle 
Speaker  of  the  House 

Heyes  Peterson,  Vancouver 
Finance  Committee 

\^ernon  W.  Spickard,  Seattle 
AM  A Delegate 

M.  Shelby  Jared,  Seattle 
AMA  Alternate 

Dean  K.  Crystal,  Seattle 
AM  A Delegate 

Jess  W.  Read,  Tacoma 
AMA  Alternate 

I.  C.  .Monger,  Jr.,  Vancouver 

Elected  Trustees,  {Two-year-term— Eastern  District) 
Peter  T.  Rrooks,  Walla  Walla 
Clarence  L.  Lyon,  Spokane 
Elected  Trustees,  {T wo-year-term—W estern  District) 

J.  W.  Bowen,  Tacoma 
William  E.  Watts,  Seattle 

John  Hahn,  Arlington,  (to  serve  Dr.  Hunter’s 
unexpired  term— 1963.) 

Elected  Trustees— At  Large,  {One-year-term) 

Francis  M.  Brink,  Spokane 
Frederick  L.  Burrows,  Yakima 
G.  Marshall  Whitacre,  Tacoma 
Duncan  Robertson,  Seattle 
John  A.  Nelson,  Jr.,  Longview 
Joseph  Greenwell,  Pasco 

Old  business  or  new  business 

There  was  no  Old  Business  or  New  Business  pre- 
sented to  the  House  of  Delegates. 

Induction  of  new  President 

Dean  K.  Crystal,  President-Elect,  was  escorted  to 
the  rostrum,  and  was  administered  the  Presidential 
Oath  of  Office  by  the  Speaker. 

W’illard  B.  Rew,  retiring  President,  presented  to 
Dr.  Crystal  the  gavel  as  a symbol  of  his  authority 
as  President,  and  assured  him  of,  “my  sincerest 
wishes  for  a happy,  successful,  and  fruitful  admini- 
stration, and  my  cooperation  throughout  the  year.” 

Dr.  Crystal  expressed  his  appreciation  for  the 
honor  bestowed  upon  him,  and  as  his  first  official 
duty,  on  behalf  of  himself  and  the  entire  member- 
ship in  recognition  and  gratitude  for  a job  well  done, 
presented  Dr.  Rew  with  an  inscribed  gavel  and 
plaque  with,  “our  sincere  thanks.” 
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And  even  these  were  the  fortunate  ones,  despite 
the  fact  that  they  were  to  carry  a disfigurement  for 
life.  Many  died.  Particularly  if  meningitis 
had  set  in  before  surgery . . . 

You  see  very  few  mastoid  scars  around  today  — and, 
under  20  years  of  age,  they  are  almost  nonexistent. 

But,  not  so  many  years  ago  (1934)  it  was  a 
different  story : 

“No  case  of  acute  mastoiditis  shoidd  be  accepted 
for  insurance  unless  the  ear  has  healed  up  after 
operation  and  has  remamed  so  for  at  least 
six  months.”* 

From  insurance  risk  to  a practically  unknown 
entity  in  medicine  is  quite  a record  for  the  relatively 
few  intervening  years  between  then  and  now.  The 
reasons  are  not  hard  to  come  by.  Diagnostic  techniques 


have  improved  enormously,  as  has  the  quality  of 
medical  education.  And,  we  submit,  so  has  the  quality 
of  the  medicines  which  have  become  available. 

Yet,  the  value  of  independent  drug  research  has 
been  seriously  challenged  — research  which  has 
produced  the  chemotherapeutic  compounds  which 
make  the  cure  of  mastoiditis  practically  a 
routine,  not  even  a worrisome,  procedure.  True, 
the  cost  may  run  as  high  as  $15.00.  Yet,  ask  the 
man  who  paid  $1,000.00  for  his  mastoid  scar  which 
he  would  have  preferred  — if  he  had  had  the  choice. 

♦Asherson,  N.,  “Acute  Otitis  and  Mastoiditis  in  General  Practice," 

H.  K.  Lewis  & Co.,  Ltd.,  London,  1934. 
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PRESIDENT  Manley  Shaw,  M.D.,  Boise 

SECRETARY  A.  Cuvtis  ]ones,  M D.,  Boise 

EXECUTIVE  SECRETARY  Mr.  A.  L.  Bird,  Boise 

annual  meeting  June  23-27,  1963,  Sun  Valley 


South  Idaho  Board  A4ee#s 

The  first  official  meeting  of  the  Board  of  Directors 
of  the  South  Idaho  Medical  Service  Bureau,  Inc., 
since  the  Articles  of  Incorporation  and  other  dociu 
ments  were  officially  filed  with  the  State  was  held 
at  the  Owyhee  Hotel,  Boise,  Dec.  7. 

Physician  members  of  the  Board  of  Directors  are 
Joseph  M.  Thomas,  William  D.  Forney,  A.  Curtis 
Jones,  Manley  B.  Shaw,  and  Quentin  W.  Mack,  all 
of  Boise;  S.  D.  Simpson,  Caldwell;  Russell  Tigert,  Jr., 
Soda  Springs;  Reuben  C.  Matson,  Jerome;  Fred  E. 
Wallber,  Idaho  Falls;  Dean  H.  Mahoney,  Burley; 
O.  D.  Hoffman,  Rexburg;  Lloyd  S.  Call  and  Corwin 
E.  Groom,  Pocatello. 

Board  of  Health  Advisory  Committee 

The  Board  of  Health  Advisory  Committee  of  the 
association  met  with  officers  of  the  State  Depart- 
ment of  Public  Health  December  8,  at  the  Owyhee 
Hotel,  Boise.  James  R.  Kircher,  Burley,  is  chairman. 
Other  members:  R.  George  Wolff,  Homedale;  J.  Gor- 
don Dailies,  Boise;  Bernard  L.  Kreilkamp,  Twin 
Falls,  and  Wilbur  C.  Hayden,  Sandpoint. 

Mental  Health  Committee 

The  Mental  Health  Advisory  Committee  of  the 
association  met  December  8 at  the  Owyhee  Hotel, 
Boise.  Dale  D.  Cornell,  Boise,  is  chairman.  Other 
members:  F.  Wayne  Schow,  Twin  Falls;  Donald 
M.  Gumprecht,  Coeur  d’Alene;  Robert  M.  Frazier, 
Boi.se,  and  Jay  P.  Merkley,  Pocatello. 

AMA  meeting  attended 

Idaho  was  represented  at  the  Los  Angeles,  A.M.A. 
session  by  President  Manley  B.  Shaw,  Boise;  Presi- 
dent-Elect Paul  B.  Heuston,  Twin  Falls;  Delegate 
Alexander  Barclay,  Coeur  d’Alene;  Alternate  dele- 


gate Donald  K.  Worden,  Lewiston,  and  the  Executive 
Secretary,  Mr.  Armand  Bird. 

John  F.  Stecher,  Caldwell,  in  his  position  as  Chair- 
man of  the  association’s  Medical  Aspects  of  Sports 
Committee  attended  a meeting  sponsored  by  the 
AMA’s  Committee  on  Sports.  Others  attending  the 
session  included  Dr.  and  Mrs.  Mark  Baum,  Idaho 
Falls,  and  Dr.  and  Mrs.  Ralph  R.  Jones,  and  Dr.  and 
Mrs.  Paul  F.  Miner,  all  of  Boi.se. 

New  officers 

North  Idaho  District 

President— Oliver  M.  Mackey,  Lewiston. 

Vice-President— William  P.  Marineau,  Moscow. 

Secretary-Treasurer— Robert  C.  Colburn,  Lewiston, 
( re-elected ) . 

Delegates:  Bernard  S.  Hey  wood,  William  C.  Man- 
nschreck,  David  W.  Heuskinveld,  and  Almon  J. 
White,  Lewiston;  William  H.  Cone,  Grange- 
ville;  David  C.  Valder  and  Roland  D.  Brooks, 
Moscow. 

OBITUARY 

UR.  JOSEPH  BENTON  KOEHLER,  55,  died  in  Pocatello, 
November  23,  1962.  He  teas  born  in  Denver,  Colo- 
rado, August  25,  1906,  and  received  a degree  in  engi- 
neering from  the  University  of  Colorado,  Boulder,  in 
1930.  His  medical  degree  was  granted  by  the  Uni- 
versity of  Colorado  School  of  Medicine  in  June,  1937, 
following  ivhich  he  interned  at  the  Colorado  General 
Hospital.  He  teas  licensed  in  Idaho  in  1938.  Dr. 
Koehler  practiced  in  Grace  and  Soda  Springs  for 
many  years  before  entering  a residency  program  in 
Denver  in  eye,  ear,  nose  and  throat,  following  which 
he  established  his  practice  in  Pocatello. 

Dr.  Koehler  was  active  in  organized  medicine.  He 
served  as  president  of  the  Southeastern  Idaho  District 
Medical  Society  in  1957-58  and  was  a member  of  a 
number  of  association  committees. 
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Cosmetic  chemistry  for  dermatologists.  American 
Lecture  Series. 

By  Emil  G.  Klamiann,  Sc.D.,  D. Sc. (Hon.),  Ch.E., 
Lecturer,  Department  of  Dermatology,  New  York 
University  Post-Graduate  Medical  School,  New  York 
City.  126  pp.  Tables  and  graphs.  Price  $5.75. 
Charles  C Thomas,  Springfield.  1962. 

Biochemistry  of  skin  in  health  and  disease.  American 
Lecture  Series. 

By  Christopher  Carruthers,  Ph.D.,  Associate  Cancer 
Research  Scientist,  Biochemistry  Research  Depart- 
ment, New  York  State  Department  of  Health,  Ros- 
well Park  Memorial  Institute,  Associate  Research 
Professor,  Graduate  School  of  Arts  and  Sciences, 
University  of  Buffalo,  New  York.  263  pp.  Illustrated. 
Price  $9.75.  Charles  C Thomas,  Springfield.  1962. 

Rhythmic  functions  in  the  living  system.  Annals  of 
The  New  York  Academy  of  Sciences,  Volume  98. 

By  William  Wolf,  Conference  Editor,  and  various 
contributors.  Papers  from  conference  held  and  sup- 
ported jointly  by  The  New  York  Academy  of  Sciences 
and  the  Foundation  for  the  Study  of  Cycles,  New 
York,  November  1961.  573  pp.  Illustrated.  The 
New  York  Academy  of  Sciences,  New  York.  1962. 

Synopsis  of  roentgen  signs. 

By  Isadore  Meschan,  M.A.,  M.D.,  Professor  and  Di- 
rector of  the  Department  of  Radiology,  Bowman 
Gray  School  of  Medicine,  Wake  Forest  College,  M5n- 
ston-Salem,  North  Carolina,  with  the  assistance  of 
R.M.F.  Farrer-Meschan,  M.B.,  B.S.,  M.D.,  Research 
Associate,  Department  of  Radiology,  Winston-Salem 


BOOKS  ARE  TOOLS,  DOCTORS  .\RE  CRAFTSMEN,  AND  SO 
TRULY  AS  ONE  CAN  ME.\SURE  THE  DEVELOPMENT  OF 
.\NY  P.\RTICUL.\R  HANDICR.AFT  BY  THE  V.\RIETY  AND 
COMPLEXITY  OF  ITS  TOOLS,  SO  WE  HAVE  NO  BETTER 
ME.\NS  OF  JUDGING  THE  INTELLIGENCE  OF  A PROFES- 
SION TH.'^N  BY  ITS  GENER.^L  COLLECTION  OF  BOOKS. 

—SIR  WILLIAM  OSLER 


School  of  Medicine,  Wake  Forest  College,  Winston- 
Salem,  North  Carolina.  436  pp.  Illustrated.  Price 
$11.00.  W.  B.  Saunders  Company,  London  and 
Philadelphia.  1962. 

Eczema:  its  nature,  cure,  and  prevention. 

By  Arthur  Bobroff,  M.D.,  Dermatologist,  Health 
Service,  Hall  Health  Center,  University  of  Washing- 
ton, Clinical  Instructor  in  Medicine,  University  of 
Washington  School  of  Medicine,  Seattle.  244  pp. 
Graphs.  Price  $9.50.  Charles  C Thomas,  Springfield. 
1962. 

Office  procedures.  Second  edition. 

By  Paul  Williamson,  M.D.  448  pp.  Illustrated.  Price 
$13.50.  W.  B.  Saunders  Company,  Philadelphia  and 
London.  1962. 

Atlas  of  prostatic  surgery. 

By  Perry  B.  Hudson,  M.D.,  Professor  of  Zoology, 
Columbia  University;  Attending  Surgeon-in-Charge, 
Urology  Service,  Montefiore  Hospital,  New  York 
City;  and  Arthur  Purdy  Stout,  M.D.,  Retired  Pro- 
fessor of  Pathology,  Emeritus  Professor  of  Surgery, 
Columbia  University;  Consultant  Pathologist,  Presby- 
terian Hospital  and  Francis  Delafield  Hospital,  New 
York  City,  and  East  Orange  Veterans  Administration 
Hospital,  East  Orange,  New  Jersey.  170  pp.  Illus- 
trated. Price.  $13.50.  W.  B.  Saunders  Company, 
Philadelphia  and  London.  1962. 

Synopsis  of  genitourinary  disease.  Seventh  edition. 

By  Austin  I.  Dodson,  Jr.,  M.D.,  Associate  Clinical 
Professor  of  Urology,  NIedical  College  of  Virginia, 
Richmond,  Virginia,  and  J.  Edward  Hill,  M.D.,  As- 
sistant Clinical  Professor  of  Urology,  Medical  Col- 
lege of  \'irginia,  Richmond,  Virginia.  384  pp.  Illus- 
trated. Price  $7.75.  The  C.  V.  Mosby  Company,  St. 
Louis.  1962. 
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MEDICAL  TREATMENT  FOR  ALCOHOLISM 


A member  of  the  American  Hospital  Association  and  ap- 
proved by  the  American  Medical  Association.  Devoted 
exclusively  to  providing  medical  and  psychiatric  care  for 
alcoholics  and  medical  research  in  the  field  of  alcoholism. 

7106  35th  AVE.,  S.W.  • SEATTLE  6,  WASHINGTON  • WEst  2-7232 


treat  yourself  to  the  com- 
fort of  a 67T.  Other  models 
in  stock  for  secretarial  and 
clerical  employees.  A wide 
selection  of  fabrics  and 
colors  are  available  to  har- 
monize with  your  present 
or  anticipated  office  in- 
terior. 


POSTURE  CHAIRS 


BY  HARTER 


Tacoma 

Electrophysics  Laboratory 

Electroencephalography 

Electromyography 


For  Patients  with  Problems  of  Physical  Structure 


John  T.  Robson,  M.D. 
Stevens  Dimant,  M.D. 
Marcel  Malden,  M.D. 
Lorraine  Knudson,  R.N. 


Harter  Chair  No.  67T  is 
designed  for  “bad  back” 
problems.  Its  precise  finger 
tip  control  permits  fitting 
it  to  the  user.  The  tilt 
action  seat  allows  the  feet 
to  remain  on  the  floor 
when  one  leans  back  for 
complete  relaxation. 


Puget  Sound  Medical  Building 


1104-06  South  4th  Street 


Tacoma  5,  Washington 


You  too  Doctor  should 


TRICK  & MURRAY 


115  Seneca  Street 
Phone;  MAin  2-1440 


Seattle  1,  Washington 
Free  Parking 
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PROFESSIONAL  classified 


Practice  Opportunities 

MEDICAL  DENTAL  PERSONNEL 

Openings  in  obstetrics,  gynecolog\’,  otolaryngology, 
orthopedics  and  general  practice.  Washington,  Ore- 
gon or  Alaska  license  required.  508  Medical  Dental 
Bldg.,  Seattle,  Wash.,  MU.  2-0545. 

GENERAL  PRACTITIONER  WANTED-SEATTLE 

To  share  office  space,  staff  and  equipment  on 
rental  basis  with  overly  busy  north  end  physician. 
Build  own  practice  rapidly.  Exchange  days  off.  Call 
Charles  B.  Leighton,  M.D.,  1556  N.E.  177th,  Se- 
attle 55,  M’ash. 

OB-GYN  OPPORTUNITY 

Opening  for  a young  man,  in  an  established  clinic 
North  of  Seattle.  Contact  Doctors  Clinic,  18504 
Bothell  W ay  N.E.,  Bothell,  M’ash. 

MEDICAL  OFFICERS 

Training  and  experience  in  clinical  pharmacolog>‘,  to 
develop  and  provide  authoritative  medical  opinions 
and  evaluations  regarding  drugs.  Salary  to  $13,695. 
Limited  private  practice  permitted.  Membership  and 
participation  in  professional  organizations  encourag- 
ed. Liberal  benefits  of  Federal  Civil  Service  including 
life  insurance,  health  benefits,  and  excellent  sick, 
vacation,  and  retirement  benefits.  5 day,  40  hour 
week.  Cost  of  travel  and  transportation  of  household 
furnishings  to  W’ashington,  D.C.,  w'ill  be  paid.  Send 
complete  curriculum  vitae  to;  Ralph  G.  Smith,  M.D., 
Acting  Medical  Director,  Food  and  Drug  Administra- 
tion, Washington  25,  D.C. 


ASSOCIATE  WANTED 

M’ell  qualified  internist  or  surgeon  willing  to  do 
some  general  practice,  by  2-man  partnership  in  sub- 
urban area  of  Eastern  Washington.  Salary  first  year 
then  partnership  if  desired.  MTite  Box  28-D,  North- 
west Medicine,  500  W'all  St.,  Seattle,  Wash. 

LOCUM  TENENS 

Juh'  and  August,  $1,000  per  month.  In  suburb 
of  Eugene,  Oregon.  Permanent  pediatric  practice 
may  develop  if  interested.  Call  collect,  evenings. 
Dl’ 3-28.56. 

MEDICAL  SPECIALISTS 

Board  eligible  or  certified,  to  develop  and  provide 
authoritative  medical  opinions  regarding  drug  pro- 
ducts. Salary  to  $13,69.5.  Limited  private  practice 
permitted.  Membership  and  participation  in  profes- 
sional organizations  encouraged.  Liberal  benefits  of 
Federal  Civil  Service  including  life  insurance,  health 
benefits,  and  excellent  sick,  vacation,  and  retirement 
benefits.  5 day,  40  hour  week.  Cost  of  travel  and 
transportation  of  household  furnishings  to  Washing- 
ton, D.C.,  will  be  paid.  Send  complete  curriculum 
vitae  to:  Ralph  G.  Smith,  M.D.,  Acting  Medical 
Director,  Food  and  Drug  Administration,  Washing- 
ton 2.5,  D.C. 

OB-GYN  RESIDENT  WANTED 

Available  immediately,  unexpected  opening  for  first- 
year  resident  in  a fully  accredited  3-year  program. 
Full  complement  of  15  interns.  Contact  Dr.  Abrams, 
Director  of  Medical  Education,  Sacred  Heart  Hos- 
pital, Spokane,  Wash. 
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GP  PRACTICE  IN  EASTERN  WASHINGTON 

Active  practice  in  small  town  for  sale.  Fully  equip- 
ped office  including  x-ray,  EKG,  ultrasound.  Will 
introduce.  Near  .3  open  staff  hospitals.  Write  Box 
29-D,  Northwest  Medicine,  500  Wall  St.,  Seattle, 
M’ash. 


Locations  Desired 

GENERAL  SURGEON  DESIRES  LOCATION 

Board  eligible.  Would  like  to  locate  in  Western 
M5ishington  or  Oregon.  Graduate  of  U of  W,  Wash, 
license  and  military  obligation  completed.  Prefer 
practice  limited  to  general  surgery.  Willing  to  join 
group  or  clinic.  Available  immediately.  Write  Donald 
E.  Poage,  M.D.,  410  Dyches  Drive,  Savannah, 
Georgia. 

LOCUM  TENENS  WANTED 

Beginning  summer  1963;  1962  graduate  of  Univer- 
sity of  Iowa.  Write  John  W.  DeGroote,  M.D.,  Min- 
neapolis General  Ho.sp.,  Minneapolis,  Minn. 


Office  Space 

MEDICAL  SUITES-BELLINGHAM,  WASH. 

Space  in  established  modern  downtown  office  build- 
ing. Would  like  internist,  orthopedic  surgeon  or 
ob-gyn  man.  Write  Box  7-D,  Northwest  Medicine, 
500  Wall  St.,  Seattle,  Wash. 

LOCATE  IN  BELLEVUE 

Space  available  in  established  Bellevue  Doctors  Cen- 
ter Bldg.  GL  4-7778  or  Box  681,  Bellevue,  Wash. 

CHOICE  GROUND  FLOOR  SPACE 

Office  of  800  sq.  ft.,  in  West  Seattle,  population  100,- 
000.  WE  2-2485  or  WE  7-9490. 


NEW  MEDICAL  OFFICE  INTERCITY  AREA-EVERETT 

Deluxe  space  available  for  physician  in  group  of  of- 
fices, arranged  to  individual  specifications.  Seven 
schools  within  walking  distance  but  no  physicians  in 
area.  Income  potential  very  high,  and  if  needed,  fi- 
nancing should  be  no  problem.  Please  write  or  call 
Norman  Anderson,  91st  and  Hiway  99  South, 
Everett,  Wash.,  Phone  EL  3-2485. 


DES  MOINES  AREA  NEEDS  PHYSICIANS 

One  of  Seattle’s  fastest  growing  communities  needs 
more  physicians.  Exceptional  opportunity  for  special- 
ists such  as  pediatricians  and  obstetricians.  Building 
located  on  main  street  of  Dcs  Moines,  (aimpletc  in 
every  detail,  including  air  cond.,  off-street  parking 
and  a panoramic  view  of  the  Sound.  Gall  MU  2-3750 
or  evenings  WE  7-4744,  Seattle. 

MEDICAL  SUITE-MID-OREGON 

Established  modern  5 unit  Medical-Dental  Bldg., 
will  soon  have  an  8-room  suite  for  lease.  City  of 
15,000  in  Oregon’s  mid-Willamette  Valley.  Write 
Box  31-D,  Northwest  Medicine,  500  Wall  St.,  Se- 
attle, Wash. 


NEW  MEDICAL  OFFICE  BUILDING 

Outstanding  3 acre  site  at  major  cross  road.  One 
block  from  the  Stevens  Memorial  Hospital.  Comple- 
tion early  1963.  Contact  B.  P.  Deason,  D.D.S.,  P.O. 
Box  366,  Lynnwood,  Wash.,  PR  8-4.333  or  PR 
8-2205. 

NORTHEND  SEATTLE  NEAR  UNIVERSITY 

Space  available  with  select  group  in  new  modern 
medical  center.  Complete  X-ray  and  laboratory  facili- 
ties. Air  conditioned.  Ample  parking.  LA  5-7874; 
eves.  GL  4-8431. 

SUBURBAN  SEATTLE  OFFICE  SPACE 

Small  office  in  the  center  of  Burien  suitable  for  begin- 
ning or  a suburban  practice.  Waiting  room,  treatment 
room  and  lavatory,  also  private  office  if  desired.  8 
physicians  and  dentists  located  in  buildiTig.  Short  or 
long  term.  CH  2-0646  Seattle. 


Services 

PERISTALTIC  ENEMA  SERVICE 

Referred  cases.  Mary  E.  Stack,  R.N.,  offices  in 
Rhododendron  Building,  Room  102,  1006  Spring  St., 
Seattle,  Wash.  Gall  MA  3-2971. 


Equipment 

PROFEX  X-RAY 

With  fluoroscope  attached.  Price  open.  White  Box 
.30-D,  Northwest  Medicine,  .500  Wall  St.,  Seattle, 
Wash. 
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DIRECTORY  OF  Advei'tisevs 


Abbott  Laboratories 

Compocillin  VK  60-61 

Ames  Company,  Inc. 

Basic  urine  tests  79 

Baxter,  Don,  Inc. 

Isolyte  M 69-70 

Burroughs-Wellcome  & Company 

Empirin  8-9 

‘Emprazil-C’  64 

Campbell  Soup 

Tomato  Soup  51 

Ciba 

Serpasil  52 

Cook  County  Graduate  School 
of  Medicine 

Continuing  education 

courses  63 

Cutter  Laboratories 

Peridial  88 

Endo  Laborotories 

Percodan  21 

Haack  Laboratories,  Inc. 

Neosorh  19 

Belap  20 


Lederle  Laboratories 

Stresscaps  65 

Leeming,  Thos.  & Co.,  Inc. 

Nephenalin  11 

Lilly,  Eli  and  Company 

V-Cillin  K 24 

Lovejoy  Rehabilitation  Hospital 

In  6-  Out  Rehah. 

Service  24 

Mead  Johnson  Laboratories 

Vasodilan-PVD  16 

Parke,  Davis  & Company 

Chloromycetin  1-2 

Pharmaceutical  Manufacturer's  Ass'n  80 

Raleigh  Hills  Hospital 

Treatment  of  Alcoholism  57 

Robins,  A.  H.  Company,  Inc. 

Dimetane  Expectorant  14 

Roche  Laboratories,  Inc. 

Librium  12 

Roerig,  J.  8.  & Company 

Atarax  58-59 

T ao  6-7 


Schering  Corporation 

Coricidin  68 

Searle,  G.  D.  & Company 

Pro-Banthine  22 

Shadel  Hospital,  Inc. 

Treatment  of  Alcoholism  83 

Sherman  Laboratories 

Protamide  87 

Smith,  Kline  & French  Laboratories 

D examyl  10 

Squibb,  E.  R.  & Sons 

Rautrax-N  17 

Tacoma  Electrophysics  Laboratory  83 

Trick  & Murray 

Posture  chairs  83 

U.S.  Vitamin  & Pharmaceutical  Corp. 

Fluorac  15 

Wallace  Laboratories 

Miltown  18 

Winthrop  Laboratories 

\eo-Synephrine  13 

Witter,  Dean  & Co. 

Financial  Analysis  5 


Spokane  Surgical  Society — April  6,  1963, 
Davenport  Hotel 
Pres.,  F.  M.  Lyle 
Sec.,  C.  R.  Cavanagh 

Tacoma  Academy  of  Internal  Medicine 
— 4th  Tuesday  (Sept.-May) 

Pres.,  R.  A.  Kallsen 
Sec.,  R.  A.  O’Connell 

Tacoma  Surgical  Club — May  4,  1963,  3rd 
Tuesday  (Sept.-May) 

Pres.,  Dumont  Staatz 
Sec.,  Robert  B.  Burt 

Washington  Academy  of  Clinical  Hyp- 
nosis— 3rd  Friday  (Sept.-June) 
Pres.,  Edward  G.  Goodrich,  Ph.D., 
Seattle 

Sec.,  John  E.  Nelson,  Seattle 

W'ashlngton  Academy  of  General  Prac- 
tice— May  17-19,  1963,  Wenatchee. 
Pres.,  Louis  Dewey,  Omak 
Sec.,  J.  E.  Gahringer,  Jr.,  Wenatchee 

W'ashlngton  State  Obstetrical  Associa- 
tion— March  30,  1963,  Seattle 
Pres.,  R.  K.  Plant,  Seattle 
Sec.,  F.  LeCocq,  Yakima 

Washington  State  Radiological  Society 
— Seattle,  4th  Mon.,  (Sept.-Apr.) 
Business  Session,  Meany  Hotel,  Sci- 
entific Sn.  UW’SM  X-ray  Dept. 
Pres.,  W.  A.  Chesledon,  Seattle 
Sec.,  R.  H.  Rosenberg,  Seattle 

Washington  State  Society  of  Allergy — 
May,  1963,  Portland 
Pres.,  James  W.  Georges,  Seattle 
Sec.,  Paul  P.  Van  Arsdel,  Jr.,  Seattle 

W'ash.  St.  Soc  of  Anesthesiologists. 
Pres.,  M.  W.  Bulmer,  Wenatchee 
Sec.,  Robt.  M.  Kintner,  Wenatchee 

Washington  State  Society  of  Internal 
Medicine — Sept.  18,  1963 
Pres.,  D.  M.  Ulrich,  Seattle 
Sec.,  J.  H.  Lindberg,  Seattle. 

Yakima  Obstetrical  and  Gynecological 
Society — Last  Monday  (except  July, 
Aug.,  Dec.) 

Sec.,  A.  W.  Bostrom,  Jr. 

Yakima  Surgical  Society — Last  Thurs- 
day (Sept.-May) 

Pres.,  H.  C.  Lynch 
Sec.,  J.  Goeckler 


MeetlUgS  of  medical  societies 


AMA  Annual — Atlantic  City,  June  16- 
20,  1963;  San  Francisco,  June,  21-25, 
1964,  New  York,  June  20-24,  1965. 
AMA  Clinical — Portland,  Dec.  1-4,  1963; 

Miami  Beach,  Nov.  29-Dec.  2,  1964. 
Oregon  State  Medical  Society — Sept.  25- 
28,  1963,  Portland. 

Washington  State  Medical  Association — 
Sept.  15-18,  1963,  Seattle. 

Idaho  State  Medical  Association — June 
23-27,  1963,  Sun  Valley. 

North  Pacific  Society  of  Neurology  and 
Psychiatry — April,  1963,  Seattle 
Pres.,  Robert  M.  Rankin,  Seattle 
Sec.,  Thomas  H.  Holmes.  Seattle 
Pacific  Northwest  Obstetrical  and  Gyn- 
ecological Association  — June  3-5, 
1963,  Victoria,  B.C. 

Pres.,  R.  R.  de  Alvarez.  Seattle 
Sec.,  J.  McDonagh,  Vancouver,  B.C. 
Biennial  Western  Conference  on  Anes- 
thes. — Mar.  25-28,  1963,  Honolulu. 
Chrmn.,  John  Dillon,  Los  Angeles 
Sec.,  C.  M.  Ballinger,  Salt  Lake  City 

OREGON 

Ore.  Acad.  Ophth.  & Otolar. — Portland 
Aero  Club,  4th  Tue.,  Sept.-May. 
Pres.,  M.  Harvey  Johnson.  Portland 
Sect.,  D.  W.  McDaniel,  The  Dalles 
Oregon  Dermatologic  Society — Portland 
2nd  Wednesday  (Nov.,  Jan.-Apr.) 
Pres.,  Sheldon  Walker,  Portland 
Sec.,  F.  A.  J.  Kingery,  Portland 
Oregon  Pathologists  Association — Port- 
land, 2nd  Wednesday  (Feb.,  Apr., 
Oct.,  Dec.) 

Pres.,  F.  L.  Vrtiska,  Corvallis 
Sec.,  A.  A.  Oyama,  Portland 
Oregon  Radiological  Society — Univer- 
sity Club,  Portland,  2nd  Wednesday 
through  school  year 
Pres.,  L.  A.  Gay,  The  Dalles 
Sec.,  G.  R.  Satterwhite,  Portland 
Ore.  Soc.  Obst.  & Gynec. — Portland, 
Park  Heathman,  3rd  Fii.  (Oct.,  Nov., 
Jan.,  May) 

Pres.,  W.  L.  Hartmann,  Portland 
Sec.,  T.  A.  Treanor,  Portland 


Oregon  State  Society  of  Anesthesiolo- 
gists— Portland,  3rd  Friday  (except 
June,  July,  Aug.) 

Pres.,  J.  A.  Siebs,  Eugene 
Sec.,  P.  E.  Schaff,  Portland 

Oregon  Urological  Society — Quarterly 
Meetings,  University  Club,  Portland 
Pres.,  T.  A.  Davis,  Portland 
Sec.,  G.  W.  Schwiebinger,  Portland 

Portland  Academy  of  Hypnosis  — 3rd 
Monday  (Sept.-May)  Aero  Club 
Pres.,  V.  P.  Shoemaker 
Sec.,  M.  S.  Skiff 

Portland  Academy  of  Pediatrics — 1st 
Monday 

Pres.,  W.  M.  Clark,  Jr. 

Sec.,  J.  W.  Bussman 

Portland  Surgical  Society — last  Tuesday 
(Sept.-May),  UOMS  Library 
Pres.,  J.  M.  Guiss 
Sec.,  H.  W.  Baker 


WASHINGTON 


Puget  Sound  Academy  of  Ophthalmol- 
ogy and  Otolaryngology — 3rd  Tues- 
day (Oct.-May),  Seattle  or  Tacoma 
Pres.,  J.  M.  Shiach,  Seattle 
Sec.,  L.  N.  Hungerford,  Jr.,  Seattle 
Seattle  Academy  of  Surgery — Jan.  19, 
1963,  Olympic  Hotel,  Seattle;  3rd 
Wednesday  (June,  Oct.) 

Pres.,  E.  B.  Parmalee 
Sec.,  W.  S.  Brown 

Seattle  Gyn.  Soc. — 3rd  Wed.  exc.  June, 
Aug.,  Dec.,  Feb. 

Pres.,  D.  M.  McIntyre,  Seattle 
Sect.,  E.  T.  MacCamy,  Seattle 
Seattle  Pediatric  Society — 3rd  Friday 
(Sept.-May),  College  Club 
Pres.,  R.  F.  L.  Polley,  Seattle 
Sec.,  G.  Pyne,  Seattle 
Seattle  Surgical  Society — Jan.  18-19, 
1963,  4th  Monday  (Sept.-June) 
Pres.,  Donald  T.  Hall 
Sec.,  Lucius  D.  Hill 

Spokane  Society  of  Internal  Medicine — 
Quarterly,  Rockwood  Clinic 
Pres.,  Robert  Berghan 
Sec.,  Richard  E.  Steury 
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“Sounds  like 
a case  for 


Protamide, 
Jim...” 


Just  a few  words  from  one  physician  to  another  and  yet  thousands  of 
patients  with  the  pain  of  neuritis  or  herpes  zoster  have  been  helped  to 
fast  relief  and  speedier  recovery  by  this  helpful  suggestion. 

Relief  of  inflammatory  radicular  pain,  including  herpes  zoster,  is  prompt 
when  Protamide  is  administered  early*’'*  in  the  course  of  the  disease. 
More  important,  recovery  usually  follows  in  three  to  six  days,  with 
prompt  response  even  in  ophthalmic  herpes  zoster.^ 

references:  (1)  Baker,  A.  G. : Penn.  Med.  J.  63-.691  (May)  1960.  (2)  Smith,  R.  T.:  New  York 
Med.  (Aug.  20)  1952,  pp.  16-19.  (3)  Smith,  R.  T.:  Med.  Clin.  N.  Amer.  (Mar.)  1957.  (4) 
Lehrer,  H.  W.;  Lehrer,  H.  G.,  and  Lehrer,  D.  R,:  Northw.  Med.  (Nov.)  1955.  (5)  Sforzolini, 
G.  S.:  Arch.  Ophthal.  62:381  (Sept.)  1959. 


PROTAMIDE^ 


—an  exclusive  colloidal  solution  of 
processed  and  denatured  enzyme— 
is  not  foreign  protein  therapy. 


Boxes  of  10  ampuls,  1.3  cc.  each,  for  intramuscular  injection. 


Detroit  11,  Michigan 


Library, 

College  of  Phy.of  Phiia 
19  South  22nd  Street, 
Philadelphia  3, Pa. 


No 

compromise 
with  safety  in 
peritoneal  dialysis 


We  recommend  that  fresh  tubing  be  used 
for  each  PERI  DIAL®  infusion  in  peri- 
toneal dialysis:  a simple  precaution  to 
minimize  the  risk  of  peritonitis.  It  would 
be  only  a small  violation  of  the  principle 
of  the  closed  system  to  use  the  same 
piece  of  plastic  tubing  for  an  entire  series 
of  exchanges,  and  the  patient  might  be 
“saved”  a few  dollars,  over  the  course 
of  a long  dialysis. 

But  this  procedure  is  not  recommended. 
According  to  Maxwell,*  freedom  from 
the  threat  of  peritonitis  is  largely  de- 
pendent upon  maintenance  of  an  essen- 


tially closed  system,  with  fresh,  sterile 
tubing  for  each  exchange  of  fluids.  In 
renal  emergencies,  small  economies  could 
be  dangerous. 

PERIDIAL  and  the  especially  designed 
administration  sets  are  carefully  engi- 
neered in  all  of  their  details  to  furnish 
the  safest,  simplest,  and  most  truly  eco- 
nomical dialysis  possible.  Ask  your 
Cutter  representative  for  literature 
which  explains  the  PERIDIAL 
system. 

♦Maxwell,  M.H.,  el  a/.;  JAMA  770:917 
(June  20)  1959. 
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in  severe  respiratory  infections 
refractory  to  other  measures 


CHLOROMYCETIN 

(chloramphenicol,  Parke-Davis) 


« 

r 

\ 


for  established 
clinical  efficacy  against 
susceptible  organisms 


1 


In  Friedlander’s  Pneumonia^  ’^ 


Although  the  prognosis  in  Friedlander’s  pneumonia  is  poor,  treatment  with  CHLOROMYCETIN  has  shown 
a good  response  when  susceptible  strains  of  Klebsiella  pneumoniae  are  incriminated. 

In  Hemophilus  Influenzae  Pneumonia®  '’  ’ 

Because  the  invading  organism  is  usually  sensitive  to  CHLOROMYCETIN,  this  agent  is  generally  effective 
in  pneumonias  caused  by  H.  influenzae. 

In  Staphylococcal  Pneumonia’  ® 

CHLOROMYCETIN  continues  to  remain  effective  against  many  resistant  strains  of  staphylococci,  and— 
alone  or  in  combination  with  other  antibiotics— should  be  considered  when  other  antistaphylococcal 
drugs  are  ineffective. 

In  Acute  Epiglottitis'’”’-” 

This  condition  is  most  often  caused  by  H.  influenzae,  most  strains  of  which  are  sensitive  to 
CHLOROMYCETIN.  Therapy  should  be  instituted  at  once,  since  the  disease  may  progress  from  the  first 
symptoms  to  a severe  respiratory  obstruction  in  four  to  six  hours. 

in  Pneumonias  Due  to  Gram-negative  Bacilli® 

I Because  of  its  broad-spectrum  activity,  CHLOROMYCETIN  is  often  effective  in  pneumonias  caused  by 
[sensitive  strains  of  Aerobacter,  Proteus  of  various  species,  Paracolobactrum,  and  other  gram- 
negative pathogens  encountered  with  increasing  frequency  in  serious  respiratory  tract  infections. 

In  Staphylococcal  Empyema’® 

The  infiltrating  lesions  of  staphylococcal  empyema  are  often  difficult  to  eradicate.  While  CHLOROMYCETIN 
should  only  be  used  when  the  infection  has  been  resistant  to  treatment  with  other  antistaphylococcal 
drugs,  therapy  with  CHLOROMYCETIN,  in  conjunction  with  surgical  procedures,  will  often  bring  favorable 
results. 

CHLOROMYCETIN  (chloramphenicol,  Parke-Davis)  is  available  in  various  forms,  including  Kapseals®  of  250  mg.,  in  bottles  of  16  and 
100.  See  package  insert  for  details  of  administration  and  dosage. 

Warning:  Serious  and  even  fatal  blood  dyscrasias  (aplastic  anemia,  hypoplastic  anemia,  thrombocytopenia,  granulocytopenia)  are 
known  to  occur  after  the  administration  of  chloramphenicol.  Blood  dyscrasias  have  occurred  after  both  short-term  and  prolonged 
therapy  with  this  drug.  Bearing  in  mind  the  possibility  that  such  reactions  may  occur,  chloramphenicol  should  be  used  only  for 
serious  infections  caused  by  organisms  which  are  susceptible  to  its  antibacterial  effects.  Chloramphenicol  should  not  be  used  when 
other  less  potentially  dangerous  agents  will  be  effective,  or  in  the  treatment  of  trivial  infections  such  as  colds,  influenza,  or  viral 
infections  of  the  throat,  or  as  a prophylactic  agent. 

Precautions:  It  is  essential  that  adequate  blood  studies  be  made  during  treatment  with  the  drug.  While  blood  studies  may  detect  early 
peripheral  blood  changes,  such  as  leukopenia  or  granulocytopenia,  before  they  become  irreversible,  such  studies  cannot  be  relied 
upon  to  detect  bone  marrow  depression  prior  to  development  of  aplastic  anemia. 

References:  (1)  Thacher,  H.  C.,  & Fishman,  L.:  J.  Maine  M.  A.  52:84,  1961.  (2)  Hopkins,  E.  W.:  Postgrad.  Med.  29:451,  1961. 
(3)  Hall,  W.  H.;  A4.  Clin.  North  America  43:191,  1959.  (4)  Krugman,  S.:  Pediat.  Clin.  North  America  8:1199,  1961.  (5)  Ede,  S.; 
Davis,  G.  M.,  & Holmes,  F.  H.:  J.A.M.A.  170:638,  1959.  (6)  Wolfsohn,  A.  W.:  Connecticut  Med.  22:769,  1958.  (7)  Caivy,  G.  L.: 
New  England  J.  Med.  259:532,  1958.  (8)  Hendren,  W.  H.,  Ill,  & Haggerty,  R.  J.:  J.A.M.A.  168:6,  1958.  (9)  Cutts,  M..-  Rhode 

Island  M.  J.  43:388,  1960.  (10)  Berman,  W.  E.,  & Holtzman,  A.  E.:  California  Med.  92:339, 
1960.  (11)  Vetto,  R.  R.:  J.A.M.A.  173:990,  1960.  (12)  Sia,  C.  C.  J„  & Brainard,  S.  C..-  Hawaii 
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U|ROaM^ATIONWlDE^  ' 
mVE¥  OE  9,872XULTURES 
OF  COMMON  PATHOGENS ' 


Conclusions  of  Nationwide  Survey:  Report  I 


1,  Even  after  five  years  of  general  use,  Tao,  of 
the  antibiotics  tested,  demonstrated  greatest  ac- 
tivity against  respiratory  streptococci  and  staphy- 
lococci (3,332  cultures). 

2,  Overall  results  showed  a higher  pereentage 
ofsuseeptibility  among  these  common  pathogens 
to  Tao  than  to  the  other  antibiotics.  Susceptibility 
to  Tao  was  greatest,  not  only  in  respiratory  strep- 
tococci and  staphylococci,  but  also  in  these  organ- 
isms isolated  from  skin  and  soft  tissue  (3,423  cul- 
tures), genitourinary  and  gastrointestinal  tracts 
and  other  sources  (2,458  cultures).  Susceptibility 
was  equal  to  all  antibiotics  tested  in  pneumococci 
from  unspecified  sources  (463  cultures),  and  less 


to  Tao  in  H.  influenzae  from  unspecified  sources 
(196  cultures). 

3.  Tao  has  been  used  for  five  years  without 
development  of  predictable  cross  resistance. 
In  1958  and  1961,  approximately  73%  and  70%, 
respectively,  of  erythromycin-resistant  problem 
staphylococci  showed  susceptibility  to  Tao.^’'^  The 
present  study  confirms  the  continuing  high  degree 
of  Tao  activity  even  against  these  pathogens.  Of 
1,592  cultures  of  erythromycin-resistant  staphy- 
lococci, 68%  were  susceptible  to  Tao,  while  in  the 
reverse  situation,  only  33%  of  768  Tao-resistant 
staphylococci  were  susceptible  to  erythromycin. 


Report  II 


Specific  analysis  of  3,332  cultures  of  streptococci  and  staphylococci 
isolated  from  the  ear,  nose,  throat,  and  lower  respiratory  tract.2 


TAO 


CHLORAMPHENICOL 


TETRACYCLINE 


Report  I demonstrated  the  susceptibility  of  9,872  cultures  of  common  pathogens  to  five  antibiotics 
(chloramphenicol,  erythromycin,  penicillin,  tetracycline,  Tao).  The  report  concluded  that  Tao 
showed  the  greatest  overall  in  vitro  effectiveness  against  these  bacteria  isolated  from  patients.' 
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Not  a representative  picture 

EDITOR,  NORTHWEST  MEDICINE 

A number  of  Seattle  psychiatrists  have  voiced 
concern  about  the  December  issue  of  northwest 
MEDICINE  containing  an  editorial  on  “Mental  Health” 
and  the  two  articles  entitled:  1.  “Mental  Illness 
—Is  it  a Major  Problem?”  and  2.  “Mental  Illness  as 
Seen  by  Five  Medical  Specialities  in  King  County, 
Washington.”  Our  chief  concern  is  that  the  impres- 
sions may  have  been  given  that  the  problem  of 
mental  illness  and  health  is  of  no  great  consequence 
because  doctors  see  so  little  of  the  problem  in  their 
office  and  hospital  practices. 

We  do  not  believe  that  a completely  represen- 
tative picture  of  the  problem  of  mental  illness  and 
health  can  be  obtained  by  a method  which  samples 
only  the  routine  diagnostic  categorizations  from  office 
and  general  hospital  practice.  In  addition  to  a number 
of  unreliable  features  in  the  method,  there  appears 
to  be  a relatively  large  percentage  of  people  with 
serious  mental  health  problems  that  would  be  com- 
pletely apart  from  this  t\  pe  of  sampling.  This  objec- 
tion is  substantiated  in  the  more  comprehensive 
studies  of  the  Commission  on  Chronic  Illness,  an  in- 
dependent agency  founded  jointly  by  the  Ameri- 
can Medical  Association,  the  American  Hospital  As- 
sociation, the  American  Public  Health  Association, 
and  the  American  Public  Welfare  Association  in 
1952.  The  commission  studies  show  a prevalence 
rate  of  psychiatric  disorders  to  be  one  person  in  ten 
of  the  urban  population  studied.  Perhaps  a more 
staggering  fact  was  revealed  in  the  more  recent  study 
by  Benjamin  Pasamanick  (“A  Survey  of  Mental  Di- 
sease in  an  Urban  Population,”  Archives  of  General 
Psychiatry,  August,  1961).  He  found  that  by  sampl- 
ing the  total  population  of  the  area  studied  (hospital 
patients  included),  one  person  in  forty  was  severely 
or  totally  impaired  by  mental  or  emotional  difficul- 
ties. In  his  words,  “It  is  quite  safe  to  say,  therefore. 
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This  department  is  a forum,  provided  for 
free  individual  expression.  Letters  are  pub- 
lished as  received  and  given  little  or  no 
editing.  Proof  is  submitted  when  time  per- 
mits, before  publication.  Responsibility  for 
statements  rests  with  the  authors  of  these 
communications  and  not  with  this  journal 
which  strives  only  to  protect  the  right  of 
individuals  to  speak  for  themselves.  Ed. 


that  no  other  group  of  diseases  approaches  the  psy- 
chiatric disorders  in  the  number  and  frequency  of 
severely  and  chronically  disabled  individuals.” 

M^hat  does  it  mean  then  to  find  a low  incidence 
of  psychiatric  disorders  in  the  diagnostic  surveys 
based  only  upon  office  and  general  hospital  practice? 
Certainly  it  does  not  mean  that  there  is  no  major 
problem  of  mental  illness  and  health.  We  think  that 
it  only  reflects  the  well-known  fact  that  doctors  in 
private  medical  practice  have  not  as  yet  taken  a 
major  role  in  the  problem. 

This  reported  low  incidence  rate  is  no  cause 
for  jubilation  as  some  might  think.  For  example,  on 
December  11,  1962,  the  Seattle  Post-Intelligencer 
ran  an  editorial  (not  a news  item)  about  the  edi- 
torial and  the  two  articles  referred  to  in  this  letter. 
The  P.I.  editorial  made  much  of  the  idea  that  since 
doctors  do  not  see  much  mental  illness  in  their  office 
or  hospital  practices,  it  must  not  be  a major  problem 
and  is  only  a matter  of  over-exaggeration.  However, 
a well-informed  reader  might  have  more  correctly 
inferred  that  doctors  and  general  hospitals,  by  their 
own  statistics,  are  involved  appallingly  little  in  a 
major  health  problem. 

What  is  the  answer  to  this  state  of  affairs  which 
involves  many  complex  issues  not  unrelated  to  medi- 
cine? Obviously,  a part  of  the  answer  is  that  the 
participation  of  many  more  professionally  skilled 
people  (doctors  most  of  all)  is  needed  in  meeting 
the  problems  of  mental  illness  and  health.  We  think 
that  the  recent  American  Medical  Association  Mental 
Health  Congress  is  an  important  step  in  the  right 
direction. 

Yours  sincerely, 

FRANCIS  S.  BOBBITT,  M.D. 

President,  Committee  of  Psychiatrists 
for  Community  Action,  Seattle 
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Invitation  to  Writers 

EDITOR,  Northwest  Medicine 

Physicians  interested  in  medical  writing,  in  educa- 
tional processes,  in  editing,  publishing,  or  any  other 
aspects  of  medical  communication— may  profit  by  be- 
coming members  of  the  American  Medical  Writers’ 
Association. 

AMWA,  now  20  years  old,  is  a national  profes- 
sional society  of  people  who  are  engaged  or  inter- 
ested in  medical  communications.  It  stages  an  annual 
two-day  convention  (Chicago  in  ’63;  Philadelphia  in 
’64),  provides  a medical  manuscript  editing  service, 
and  a national  placement  service  for  members,  grants 
awards  and  certificates  for  outstanding  accomplish- 
ments in  medical  writing  and  editing,  judges  medical 
writing  contests,  maintains  a roster  of  lecturers  on 


medical  writing,  and  offers  scholarships  for  people 
contemplating  a career  in  this  field. 

AMWA  publishes  a monthly  bulletin  as  well  as 
pamphlets  on  various  aspects  of  medical  writing. 
Chapters  of  AMW'A  are  active  in  the  metropolitan 
New  York,  Chicago,  Philadelphia,  Washington,  De- 
troit and  San  Francisco  areas. 

AMWA  membership  embraces  editors  and  pub- 
lishers in  the  field  of  medicine,  dentistry,  nursing 
and  allied  professional  groups,  writers  and  editors 
associated  with  hospitals,  pharmaceutical  companies, 
foundations,  publishing  houses  and  advertising  agen- 
cies—and  many  physicians  who  are  interested  in  prob- 
lems of  medical  communications,  or  who  just  want  to 
write  more  effectively.  Dues  are  $10.00  a year. 
AMWA’s  national  office  is  at  2.50  West  57th  Street, 
New  York  19,  New  York. 

JAMES  E.  BRYAN 

Executive  Secretary 


A contribution  of  $100  to  the  Student  Loan  Guarantee  Fund  of  AMA-ERF 
generates  $1,2.50  in  medical  education  loan-power— enough  to  help  the  average 
student  pay  for  half  a year’s  training.  Your  donation,  mailed  to  .53.5  North  Dearborn 
Street,  Chicago  10,  Illinois,  can  help  insure  the  continued  high  standards  of  American 
medicine  by  removing  financial  barriers  for  capable  young  people. 


BIRTCHER  MEDICAL  ELECTRONICS 

Serving  The  Great  Northwest 

Factory  trained  representatives  to  bring  you  direct  counsel  and  service 


TOM  FITZGERALD  DICK  SWAINSON  EDWARD  AAMODT  WALTER  EDWARD  EIK  SWAN  OLSON 

Territory  Manager  Portland  Asst.  Territory  Mgr.  CARMICHAEL  Billings  Spokane 

Portland  Seattle  Tacoma 


Birtcher  Medical  Electronics 

CARDIOLOGY 

Electrocardiographs  • Cardioscopes  • Heartpacer®  Defibrillator  • Cardiac  Monitoring  and  Resuscitation  Center 

ELECTROSURGERY 

Blendtome  • Hyfrecator®  • Electrosectilis® 

PHYSICAL  THERAPY 

Ultrasonics  • Muscle  Stimulator  • Shortwave  Diathermy  • Ultraviolet  • Infrared  • Hydrotherapy 
All  of  the  above  ore  available  on  the  exclusive  Birtcher  lease  plan 
THE  BIRTCHER  CORPORATION  • 4371  Valley  Blvd.,  Los  Angeles,  Calif.  • 10711  N.E.  Wedler  St.,  Suite  208,  Portland,  Ore.,  ALpine  2-8889 
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BELAP 

Antispasmodic  sedative 
Natural  alkaloids  of  Belladonna 


economical  to  use 


BELAP  No.  0 Formula 

Belladonna  Extract % gr.* 

Phenobarbital % gr. 

BELAP  No.  1 Formula 

Belladonna  Extract 'A  gr.* 

Phenobarbital X gr. 


BELAP  No.  2 (Scored)  Formula 


Belladonna  Extract A gr.* 

Phenobarbital X gr. 


*Equivaleni  5 minims  Tincl.  Belladonna;  USP. 


® 

Prescribe  BELAP  with  confidence 


Haack  Laboratories,  Inc.,  Portland  1,  Oregon 
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RELIEVE  THE  COLD 
SUPPRESS  THE  COUGH 
WITH  NEW 

‘EMPRAZIL-C* 

TABLETS 

ANTITUSSIVE  ■ DECONGESTANT-  ANALGESIC 


Each  tablet  contains: 

Codeine  Phosphate* 15  mg. 

‘Sudafed'®  brand  Pseudoephedrine  Hydrochloride  20  mg. 

‘Perazir®  brand  Chlorcyclizine  Hydrochloride 15  mg. 

Acetophenetidin  150  mg. 

Aspirin  (Acetylsalicylic  Acid) 200  mg. 

Caffeine 30  mg. 


Also  available 
without  codeine  as  @ 

'EMPRAZIU 

TABLETS 


*Warning-may  be  habit  forming. 
Complete  literature  available  on  request. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  II\IC  .|  TUCKAHOE,  IM. 
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Relieves  Anxiety  and  Anxious  Depression 


The  outstanding  effectiveness  and  record  of  safety  with  which 
Miltown  relieves  anxiety  and  anxious  depression— the  type  of 
depression  in  which  either  tension  or  nervousness  or  insomnia 
is  a prominent  symptom  — has  been  clinically  authenticated 
time  and  again  during  the  past  seven  years.  This,  undoubt- 
edly, is  one  reason  why  physicians  still  prescribe  meprobamate 
more  often  than  any  other  tranquilizer  in  the  world. 


Miltown* 

meprobamate  (Wallace) 

Usual  dosage:  One  or  two  400  mg.  tablets  t.i.d. 
Supplied:  400  mg.  scored  tablets,  200  mg.  sugar-coated 
tablets;  bottles  of  50.  .Also  as  meprotabs®  — 400  mg. 
uumarked,  coated  tablets;  and  in  sustained-release 
capsules  as  .\fFPROSPAN®-400  and  meprospan®-200  (con- 
taining respectively  400  mg.  and  200  mg.  meprobamate). 


Clinically  proven 
in  over  750 
published  studies 

IActs  dependably  — without 
causing  ataxia  or  altering 
sexual  function 

Does  not  produce 
Parkinson-like  symptoms 
or  liver  damage 

Does  not  muddle  the  mind 
or  impair  physical  activity 


CM. 7972 


WALLACE  LABORATORIES /C7an6ury,iV./. 


too,  is 
compatible  with  a well- 
balanced  menu.  As  a 
pure,  wholesome  drink, 
it  provides  abitofquick 
energy.. brings  you  back 
refreshed  after  work  or 
play.  It  contributes  to 
good  health  by  provid- 
ing a pleasurable  mo- 
ment’s pause  from  the 
pace  of  a busy  day. 


RALEIGH  HILLS  HOSPITAL* 

Member  of  the  American  Hospital  Association;  Recognized  by  the  American  Medical  Association 

EXCLUSIVELY  for  the  TREATMENT  of 

ALCOHOL  ADDICTION 

by  Conditioned  Reflex  and  Adjuvant  Methods 

MEDICAL  STAFF: 

John  R.  Montague,  M.D.  Norris  H.  Perkins,  M.D.  Merle  M.  Kurtz,  M.D. 

John  W.  Evans,  M.D.,  Consulting  Psychiatrist 

Raleigh  Hills  Hospital 

lARRAE  A.  HAYDON,  ADMINISTRATOR 
JEAN  B.  TANNER,  ADMINISTRATOR 

6050  S.W.  Old  Scholls  Ferry  Road  Portland  7,  Oregon  Mailing  Address:  P.  O.  Box  366 

Telephone:  CYpress  2-2641 

FORMERLY  RALEIGH  HILLS  SANITARIUM,  Inc. 
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all  things  considevetl 

tn  bronchitis— Considering  the  pattern  of  mixed  bacteria,  localized  or  diffuse 
involvement,  potential  underlying  disease,  and  the  need  to  allay  symptoms  and  ease 
respiratory/cardiac  function ...  physicians  often  include  DECLOMYCIN  demethylchlor- 
tetracycline  in  the  course  of  therapy. 

DECLOMYCIN  produces  activity  levels  higher  than  those  of  other  tetracyclines... at  lower 
dosage . . . and  maintains  them  during  the  entire  course  of  treatment  without  significant 
fluctuation. 


This  activity  is  prolonged  24  to  48  hours  after  the  last  dose,  helping  to  protect  against  relapse. 


the 

tieeision 
is  for 


Over  the  wide  range  of  everyday  infections— respiratory,  urinary  and  most  others— in  the 
young  and  the  aged— the  acutely  or  chronically  afflicted— DECLOMYCIN  provides  the 
“extra  dimension”  in  broad  spectrum  control. 

For  adults:  Capsules,  150  mg.  and  75  mg.  For  children:  cherry-flavored  Pediatric  Drops,  60  mg./cc.,  and  cherry-flavored 
Syrup,  75  mg./5  cc.  Request  complete  information  on  indications,  dosage,  precautions  and  contraindications  from  your 
Lederle  representative,  or  write  to  Medical  Advisory  Department. 


S CLOMYCIN 

DEMETHYLCHLORTETRACYCLINE  LEDERLE 


LEDERLE  LABORATORIES  • A Division  of  AMERICAN  CYANAMID  COMPANY  • Pearl  River,  N.  Y. 


asthma  attack  averted 

...  in  minutes 


patient  protected 
. . . for  hours 


. . . works  with  nebulizer  speed— provides  four-hour  protection 

One  Nephenalin  tablet  provides:  air  in  a hurry — through  sublingual  isoproterenol  HCl,  10  mg. 
air  for  hours — through  theophylline,  2 gr.;  ephedrine,  % gr.;  phenobarbital,  Vs  gr. 

Dosage:  Hold  one  Nephenalin  tablet  under  the  tongue  for  five  minutes  to  abort  the  asthmatic 
attack  promptly.  Then  swallow  the  tablet  core  for  four  full  hours’  protection  against  further 
attack.  Only  one  tablet  should  be  taken  every  four  hours.  No  more  than  five  tablets  in  24  hours. 
Supplied:  Bottles  of  50  tablets.  For  children:  Nephenalin  Pediatric,  bottles  of  50  tablets. 

Caution:  Do  not  administer  Nephenalin  with  epinephrine.  The  two  medications  may  be  alter- 
nated at  4-hour  intervals.  Nephenalin  should  be  administered  with  caution  to  patients  with 
hyperthyroidism,  acute  coronary  disease,  cardiac  asthma,  limited  cardiac  reserve,  acute  myo- 
cardial damage,  and  to  those  hypersensitive  to  sympathomimetic  amines.  Phenobarbital  may  be 
habit  forming.  Thos.  Teeming  & Co.,  Inc.,  New  York  17,  N.Y. 
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urine 

tests 


as 

basic 


your 

stethoscope 


Ames  products  are  available 
through  your  regular  supplier 


oacetest’ 

urint  ketones 

clinitest 

urim  sugar 

Oictotest 


albustix 


urtne  [rrotem 


clinistix 

urine  glucose 


hemastix' 

hematuria  f hemoglobinuria 

ketostix' 

urine  ketones 

phenistix 

urine  bhen\lketones 
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lowers  motility  | relieves  cramping  | stops  diarrhea 

LOMOTI L Antidiarrheal  tablets  and  liquid 

(brand  of  diphefK>xyiate  hydrochloride  with  atropine  sulfate) 


Traditionally  the  most  effective  means  of 
slowing  excess  intestinal  motility  in  diarrhea 
and  so  of  relieving  the  disorder  have  been 
the  opium  derivatives.  Now  Lomotil  makes 
available  an  antidiarrheal  agent’  of  greater 
therapeutic  efficiency  than  morphine. 

By  controlling  hypermotility,  the  basic  me- 
chanical dysfunction  of  diarrhea,  Lomotil  re- 
duces the  frequency  and  fluidity  of  stools, 
diminishes  cramping  and  controls  diarrhea 
in  many  patients  in  whom  other  drugs  have 
proved  inadequate. 

In  a recent  clinical  report  Gayer  and  Sohmer^ 
state:  ‘The  alleviation  of  symptoms  [with 
Lomotil]  was  usually  prompt,  occurring 
within  24  to  72  hours  even  in  the  long- 
standing chronic  cases.  ...  A surprisingly 
satisfactory  response  was  obtained  in  75  per 
cent  of  the  patients  with  regional  enteritis 
and  in  63  per  cent  of  those  with  ulcerative 
cohtis,  all  of  whom  had  failed  to  respond  to 
other  measures.” 

The  high  therapeutic  efficiency  of  Lomotil,  its 
safety,  convenience  and  economy  may  be  used 
to  advantage  in  acute  or  chronic  diarrhea. 


Dosage:  For  adults  the  recommended  initial 
dosage  is  two  tablets  (2.5  mg.  each)  three  or 
four  times  daily.  Maintenance  dosage  may 
be  as  low  as  two  tablets  daily. 

Lomotil  is  suppUed  as  unscored,  uncoated 
white  tablets  of  2.5  mg.  and  as  liquid  contain- 
ing 2.5  mg.  in  each  5 cc.  A subtherapeudc 
amount  of  atropine  sulfate  (0.025  mg.)  is 
added  to  each  tablet  and  each  5 cc.  of  the 
liquid  to  discourage  dehberate  overdosage. 
Recommended  dosage  schedules  should  not 
be  exceeded. 

Note:  Lomotil  is  an  exempt  preparation  under 
Federal  narcotic  statutes. 

Detailed  information  and  directions  for  use 
in  children  and  adults  are  available  in  Physi- 
cians’ Product  Brochure  No.  81.  G.  D.  Searle 
& Co.,  P.  O.  Box  5110,  Chicago  80,  Illinois. 


1.  Janssen.  P.  A.  J.,  and  Jageneau.  A.  H.:  A New  Series 
of  Potent  Analgesics:  Dextro  2:2-DiphenyI-3-Methyl- 
4-Morpholino-Butyrylpyrrolidine  and  Related  Amides. 

I.  Chemical  Structure  and  Pharmacological  Activity, 

J.  Pharm.  Pharmacol.  9.381-400  (June)  1957. 

2.  Cayer,  D.,  and  Sohmer,  M.  F. : Long-Term  Clinical 
Studies  with  a New  Constipating  Drug, Diphenoxylate 
Hydrochloride,  N.  Carolina  Med.  J.  22.600-604  (Dec.) 
1961. 


G.D.  SEARLE  &CO.  Research  in  the  Service  of  Medicine 
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EDITORIAL 


Transition  with  Dignity 


Osteopathy  today  is  not  what  it  was  when  the 
physician,  Andrew  Taylor  Still,  founded  what 
came  to  be  known  as  a cult.  In  a sense,  osteo- 
pathy no  longer  e.xists.  Most  of  those  now 
obliged  by  law  to  call  themselves  osteopaths 
have  long  since  abandoned  osteopathy  as  such 
and  recognize,  with  the  American  Medical  Asso- 
ciation, that  “there  can  never  be  a majority  party 
and  a minority  party  in  any  science”  and  that 
“there  cannot  be  two  distinct  sciences  of  medi- 
cine and  two  different,  yet  equally  valid  systems 
of  medical  practice.” 

These  statements  were  approved  by  the  AM  A 
House  of  Delegates  at  New  York  in  June,  1961. 
The  House  also  stated  that  “Recognition  should 
be  given  to  the  transition  presently  occurring  in 
osteopathy,  which  is  evidence  of  an  attempt  by 
a significant  number  of  those  practicing  osteo- 
pathic medicine  to  give  their  patients  scientific 
medical  care.  This  transition  should  be  encour- 
aged so  that  the*  evolutionary  process  can  be 
e.xpedited.” 

The  AMA  position  on  osteopathy  is  in  full 
accord  with  its  constitutional  objects,  unchanged 
for  more  than  a century— “To  promote  the  science 
and  art  of  medicine  and  the  betterment  of  public 
health.”  It  is  clear  that  assistance  given  those 
who  wish  to  make  the  transition  from  cultism  to 
scientific  medicine  is  an  excellent  way  to  pro- 
mote the  science  and  art  of  medicine.  Medical 
care  is  now  being  given  by  osteopaths  to  many 
thousands.  If  these  practitioners  can  be  helped 
to  improve  the  science  and  art  with  which  they 
practice,  the  utlimate  benefit  is  to  the  public. 

The  evolution  sought  by  the  AMA  House  has 
been  proceeding  apace.  In  California,  a school 
formerly  teaching  medicine  labeled  as  osteo- 
pathic has  been  converted  to  a medical  school 
and  it  is  discharging  its  obligation  admirably. 
It  has  performed  a great  service  to  California  by 
granting  medical  degrees  to  more  than  two 
thousand  osteopaths  qualified  by  training  and 
experience  to  practice  scientific  medicine.  There 
seems  to  be  no  valid  reason  why  older  medical 
schools  of  impeccable  standing  could  not  like- 
wise promote  the  science  and  art  of  medicine 


and  the  betterment  of  public  health.  Proper 
service  to  the  public  would  seem  to  demand  no 
less. 

The  procedure  followed  in  California  has, 
unfortunately,  not  been  made  available  to  other 
states  seeking  to  expedite  the  evolutionary  pro- 
cess. The  California  school  has  granted  medical 
degrees  only  to  qualified  osteopaths  holding  valid 
license  to  practice  osteopathic  medicine  in  Cali- 
fornia. Well  established  medical  schools  in  other 
states  have  not  been  willing  to  grant  degrees  to 
those  qualified  by  knowledge  and  e.xperience. 
The  remaining  problem  is  difficult. 

Progress  has  been  made  in  Washington  where 
the  state  medical  association  has  given  enthusia- 
tic  support  to  the  committee  working  on  the 
problem.  Negotiations  have  been  going  on  for 
some  time,  with  osteopaths  and  physicians  dedi- 
cated to  the  idea  that  improvement  in  service  to 
the  public  is  the  paramount  consideration.  With 
this  principle  in  mind,  most  of  the  osteopaths 
in  the  state  are  doing  everything  in  their  power 
to  advance  the  quality  of  office  and  hospital 
care  rendered  their  patients.  They  have  sepa- 
rated themselves  from  those  osteopaths  who  do 
not  wish  to  associate  with  physicians,  and  now 
are  without  professional  organization  or  repre- 
sentation. They  cannot  yet  be  taken  into  a coun- 
ty medical  society  simply  because  they  do  not 
hold  medical  degrees.  There  is  no  other  reason. 
This  would  seem  to  be  a matter  easily  remedied 
but  it  is  not. 

In  view  of  the  importance  of  this  matter  to 
the  general  public,  it  is  essential  that  new  degrees 
be  obtained  for  these  practitioners  in  a manner 
lending  the  most  dignity  to  the  process.  There 
are  sound  reasons  why  these  degrees  should  be 
granted  by  established  medical  schools  whose 
position  is  above  question  and  whose  ideals 
should  certainly  extend  to  promoting  the  science 
and  art  of  medicine  and  the  betterment  of  public 
health.  They  could  hardly  carry  out  these  objec- 
tives more  precisely  than  by  helping  these  sin- 
cere, devoted,  practitioners  who  are  so  anxious 
to  improve  themselves  and  who  are  willing  to 
gauge  their  own  performance  by  standards  set 
for  the  best  in  medicine.  ■ 
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sign 

of 

infection? 


symboi 

of 

therapy! 


Ilosone®  is  better  absorbed— It  provides  high,  long-lasting  levels  of  antibacterial  activity- 
two  to  four  times  those  of  other  erythromycin  preparations— even  on  a full  stomach.  Ilosone  is 
bactericidal— It  provides  bactericidal  action  against  streptococci,  pneumococci,  and  some 
strains  of  staphylococci.  Ilosone  activity  is  concentrated— It  exerts  its  greatest  activity 
against  the  gram-positive  organisms— the  offending  pathogens  in  most  common  bacterial  infec- 
tions of  the  respiratory  tract  and  soft  tissues. 

The  usual  dosage  for  infants  and  for  children  under  twenty-five  pounds  is  5 mg.  per  pound  every 
six  hours;  for  children  twenty-five  to  fifty  pounds,  125  mg.  every  six  hours.  For  adults  and  for  chil- 
dren over  ffty  pounds,  the  usual  dosage  is  250  mg.  every  six  hours.  In  more  severe  or  deep-seated 
infections,  these  dosages  may  be  doubled.  Ilosone  is  available  in  three  convenient 
forms:  Pulvules®— 125  and  250  mg.*;  Oral  Suspension— 125  mg.*  per  5-cc.  teaspoon- 
ful; and  Drops— 5 mg.*  per  drop,  with  dropper  calibrated  at  25  and  50  mg. 

This  is  a reminder  advertisement.  For  adequate  information  for  use.  please  consult  manufacturer’s  literature. 

Eli  Lilly  and  Company,  Indianapolis  6,  Indiana.  Ilosone®  (erythromycin  estolate,  Lilly)  *Base  equivalent 

232589 

Ilosone  works  to  speed  recovery 


108 

Northwest  Medicine,  February  1963 


ORIGINAL  ARTICLES 


Radiation  Injury  and  Its  Surgical  Treatment 

VERNER  V.  LINDGREN,  M.  D.  Portland^  Oregon 


Plastic  surgeons  throughout  the  world  have 
long  had  a serious  problem  in  the  care  of  the 
patient  with  radiation  injuries.  Now  we  are 
living  in  an  era  when  the  danger  of  nuclear 
warfare,  with  the  fallout  of  radioactive  material, 
is  a frightening  possibility.  This  has  a tendency 
to  potentiate  our  already  grave  problem  of 
over-radiation. 

I do  not  intend,  in  any  way,  to  attack  radio- 
therapy or  radiotherapists  who  are  doing  valu- 
able and  indispensable  work  in  their  phase  of 
the  eare  of  malignant  disease.  Rather,  it  is  my 
intention  to  cooperate  with  them  and  to  come 
to  a mutual  understanding  as  to  the  type  of 
treatment  that  will,  by  necessity,  give  the  patient 
the  maximum  benefit  on  a long-term  basis,  both 
cosmetically  and  functionally.  Mclndoe  indicated 
that  few  radiologists  realize  how  common  radi- 
ation necrosis  is.  Firstly,  the  patient  who  has 
been  burned,  often  does  not  return  to  the  radi- 
ologist who  inflicted  the  burn,  and  secondly,  the 
serious  effects,  for  example  ulceration  and  malig- 
nant change,  often  do  not  occur  until  years  after 
the  original  burn.^ 

etiology 

Macomber  et  al  have  stated  that  the  most 
common  etiology  for  irreversible  radiation  dam- 
age has  been  the  use  of  roentgen  rays  in  the 
treatment  of  benign  skin  lesions.  These  were 
either  benign  skin  tumors,  such  as  hemangio- 
mata or  nevi,  38  per  cent;  or  chronic  dermato- 

Presented  at  the  Sixth  Medical  Assembly  of  the  West, 
Guadalajara,  Jalisco,  Mexico,  November  18,  1961,  and  at 
the  Annual  Meeting,  Portland  Surgical  Society,  Portland, 
Oregon,  May  18,  1962. 

Dr.  Lindgren  is  Clinical  Instructor  in  Surgery,  Univer- 
sity of  Oregon  Medical  School. 


logical  conditions,  such  as  acne,  24  per  cent.  The 
use  of  irradiation  for  the  treatment  of  super- 
fluous hair  around  the  lips  of  women  accounted 
for  14  per  cent  of  their  patients.  More  severe 
forms  of  irradiation  damage  of  the  skin,  follow- 
ing therapeutic  doses  of  roentgen  therapy  for 
the  deep-seated  malignant  tumors,  comprised 
only  14  per  cent.  The  cumulative  effects  of 
repeated  short  exposure  to  radiation,  as  with 
physicians’  hands  accounted  for  4.8  per  cent.“ 

Dental  X-ray  is  dangerous,  due  to  short  focal 
distances  and  use  of  a low  filter.  Skin  dosage 
received  in  diagnostic  examination  must  not  be 
overlooked,  especially  if  multiple  films  or  re- 
peats are  required.  Extreme  care  should  be  taken 
in  dental  and  pregnancy  surveys  because  it  is  pos- 
sible in  unfavorable  screening  conditions  to 
deliver  an  erythema  dose  in  two  to  five  minutes. 
In  almost  every  case  the  skin  dose  can  be  cut  50 
per  cent  by  increasing  the  focal  skin  distance  or 
the  filtration,  or  both.^ 

pathology 

The  microscopic  and  gross  changes  following 
irradiation  injury  have  been  described  by  many 
authorities.  Varying  with  the  amount  of  radiation, 
the  speed  of  absorption,  and  the  relevant  irradi- 
ation sensitivity  of  the  tissue,  the  basic  cell 
reaction  is  that  of  ionization.  This  is  manifested 
by  coagulation  of  chromatin  and  disintegra- 
tion of  cell  nuclei  with  subsequent  vacuolization, 
and  may  end  in  necrosis.  Usually  young  grow- 
ing cells  are  more  sensitive  than  mature  cells. 
Cartilage  is  more  sensitive  than  bone.  Most 
resistant  are  muscle  and  nerve  cells.® 

Fleming  believes  that  the  primary  effect  is 
disturbance  in  the  structure  or  the  electrical 
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stabilit)'  of  atoms  which  compose  the  complex 
molecules  of  li\ing  protoplasm.  This,  in  turn, 
probably  gives  rise  to  a series  of  biological 
changes  that  interfere  with  the  normal  metabolic 
pathways  of  the  living  cell.* 

acute  radiodermatitis 

Acute  radiodermatitis  is  more  commonly  found 
when  a rather  large  dose  is  given  o\’er  a rela- 
tively short  period  of  time.  The  skin  reaction  is 
primarily  inflammatory’,  and  development  of 
carcinoma  is  not  commonly  seen  in  the  early 
phase.  Vascularity  of  superficial  layers  of  the  der- 
mis is  increased,  with  extravasation  of  red  eells 
and  leukocytes  in  the  subdermal  layer.  Capillaries 
frequently  dilate,  and  the  resultant  telangiectatic 
state  is  present  in  the  upper  dermis.  \\'hen 
extremely  large  doses  are  given  originally,  this 
may  result  in  destruction  of  the  epidermis  and 
dermis  with  sloughing  and  formation  of  an 
ulcer  of  an\’  depth  or  ^^•idth  \\'hich  may’  ne\’er 
completely’  heal  but  go  on  to  a chronic  irradi- 
ation effect.  According  to  Bishop,  “The  restitu- 
tion following  even  a single  dose  may’  never 
allow  the  skin  to  return  to  normal.”^ 

The  acute  burned  areas  are  frequently’  very- 
painful,  particularly-  over  cartilagenous  smface. 
The  clirondritis  which  develops  can  cause  the 
patient  extreme  discomfort,  and  removal  of 
cartilage  in  the  areas  of  radiation  chrondritis  is 
often  necessary-  to  eliminate  pain. 

chronic  rodiodermatitis 

There  may-  be  a prolonged  latent  period  be- 
tween the  time  of  the  original  treatment  and 
clinical  evidence  of  radiodermatitis.  Time  factor 
for  various  pathologic  conditions  has  been  esti- 
mated as:  (1)  telangiectasis,  3 to  10  y-ears; 

(2)  coal  spots  and  keratoses,  10  to  15  y’ears; 

(3)  malignant  changes  20  to  2.5  y-ears,  though 
in  20  per  cent  of  cases,  these  can  occur  as  early- 
as  3 y-ears.® 

Frequently-  seen  are  pigmentation,  telangiec- 
tasia, scarring  and  atrophy-  of  the  skin  and,  at  a 
later  date,  ulceration  and  infection.  These  condi- 
tions can  be  caused  by-  the  cumulative  effect  of 
multiple  small  doses  over  a long  period  of  time 
or  massive  doses  over  a relatively-  short  period 
of  time.  It  is  generally-  accepted  that  the  effects 
of  radiation  on  living  tissue  do  not  cease  with 
the  initial  application  or  treatment  but  may- 
well  progress  over  the  y-ears.  The  hair  follicles, 
sweat  glands,  and  sebaceous  glands  are  highly- 


sensiti^’e,  and  their  atrophy  follows  long-term 
or  chronic  radiation  injury-.  Other  tissue  responses 
are  thickening  and  rigidity-  of  skin,  hyper- 
keratoses, fissuring  of  skin  and  thickening  of 
nail  beds.  Proliferative  endarteritis  and  endo- 
thelial hy  perplasia  de\-elop  with  resulting  throm- 
bosis and  obliteration.  Degenerative  changes 
take  place  in  the  sweat  glands  and  hair  follicles. 
Superficial  ulceration  may-  occur  spontaneously- 
or  following  minor  trauma.  Healing  is  extremely- 
delay-ed  in  these  instances.  \Mien  infection 
develops,  the  ulcer  may-  spread  and  become 
chronic  in  nature.® 

malignant  changes 

Various  authors  report  that  malignant  changes 
following  chronic  radiodermatitis  are  very-  com- 
mon. The  percentages  vary-  from  10  to  20  per 
cent.  The  presence  of  coal  spots  (petechia 
secondary-  to  vascular  changes)  in  connection 
with  recurring  ulceration  represents  continuous 
stimulation  of  the  epithelium  to  proliferation 
and  eventual  malignant  change,  which  most  fre- 
quently- is  of  the  squamous  cell  ty  pe.®  Basal  cell 
epitheliomas  develop  less  frequently-.  A baso- 
squamous  change  is  possible,  but  sarcoma  is 
rare.®  One  may-  have  multiple  malignant  lesions 
within  an  area  of  radiodermatitis.  The  squamous 
cell  epitheliomata  are  slow  to  spread  and  me- 
tastasize until  they-  enter  normal  tissue,  and 
then  they-  “explode”  in  extremely-  rapid  growth. 

retardation  of  growth 

One  of  the  saddest  problems  in  the  care  of 
radiation  injuries  is  the  deformity-  that  can 
develop  in  a child  following  e.xtensive  radiation. 
Severe  retardation  of  growth  produces  irrevers- 
ible change.  The  growing  cell  is  far  more  sensi- 
tive to  radiation  than  the  adult  eell.  \^'arren 
found  that  a dosage  of  irradiation  damaging 
to  the  bones  of  infants  and  children  has  been 
variously  estimated  at  between  25  to  50  per 
cent  of  the  erythema  dose  for  an  adult.  He 
pointed  out  also  that  the  cartilage  cells  of  the 
epiphy-sis  are  highly-  sensitive  to  radiation,  while 
hy-aline  cartilages  and  osteoblasts  are  relatively- 
resistant.  In  this  same  respect,  the  mandibular 
condy-le  has  a potential  and  growth  mechanism 
not  unlike  that  of  long  bone.® 

prophylactic  treatment 

It  is  felt  that  the  medical  profession  should 
be  frequently-  reminded  of  ( 1 ) the  hazards  of 
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injudicious  radiotherapy;  (2)  the  tolly  of  irradi- 
ation of  benign  conditions,  especially  in  children; 
and  (3)  the  utilization  of  surgery  for  adequate 
excision  and  repair  of  the  initial  lesion  and  at  as 
early  a date  as  possible.®  An  exception  must  be 
made  in  Grenz  ray  treatment  of  keloid  scars, 
but  even  here,  the  treatment  must  be  moderate 
and  conducted  with  great  care  by  skillfully 
trained  physicians.  Ordinarily,  superficial  ther- 
apy of  up  to  600  r.  produces  minimal  damage. 

It  must  be  recognized  that  skin  sensitivity 
to  ultra  violet  light  and  radiation  varies  greatly 
with  different  individuals.  The  classic  example 
of  sensitive  skin  is  that  found  in  people  with 
red  hair.  A mild  dosage  to  the  red  head’s  skin 
can  frequently  produce  a severe  reaction  and 
damage,  while  the  same  dosage  to  the  average 
person  with  more  pigmented  skin  may  show  no 
effect  of  radiation.  It  is,  therefore,  probable 
that  the  majority  of  people  with  deeply  pig- 
mented skins  may  have  greater  natural  resistance 
to  the  eflFects  of  radiation. 

treatment 

The  treatment  of  irradiation  injuries  is  surgi- 
cal. This  implies  complete  removal  of  the  diseased 
tissue  and  immediate  coverage  of  the  resultant 
wound,  either  by -means  of  a free  skin  graft  or 
a pedicle  flap.  The  excision  of  all  radiation 
lesions  must  be  well  wide  of  the  involved  area 
and  to  a depth  that  brings  viable  healthy  bleed- 
ing tissue.  At  times  this  may  be  quite  deep, 
involving  many  of  the  deeper  structures.  At 
times  it  is  necessary  to  remove  an  ear,  a nose, 
an  eye,  or  produce  some  unsightly  defect.  Occa- 
sionally it  is  necessary  to  leave  a deeper  scar 
in  an  important  organ  and  rely  on  the  healing 
effects  of  a healthy  skin  flap.  If  malignant 
changes  are  suspected,  the  surgeon  must  be 
certain  that  wide  removal  is  obtained  in  all 
directions.®  The  use  of  frozen  sections  to  deter- 
mine margins  and  depth  is  helpful  in  invading 
carcinoma,  but  it  does  not  help  in  delineating 
radiation  damaged  tissue  to  the  point  of  good 
blood  supply.  The  potentially  malignant  areas 
such  as  hyperkeratoses  or  hyperplastic  changes, 
are  more  difficult.  The  routine  paraffin  slides 
are  more  specific.  Cautery  must  never  be  used 
for  hemostasis  because  this  causes  further  damage 
to  the  blood  supply.  On  occasion  you  will  find 
some  physicians  who  treat  malignancies  second- 
ary to  radiation  with  further  radiation  therapy. 
This  is  definitely  contraindicated. 


Many  different  methods  of  closure  are  avail- 
able following  removal  of  the  involved  tissue. 
The  small  wound  may  be  closed  by  approxi- 
mation but  frequently  a skin  graft  is  indicated 
for  coverage.  Conservative  treatment  in  radi- 
ation injuries  usually  fails  to  effect  a cure. 
Depth  of  the  necrosis  can  rarely  be  predeter- 
mined, and  one  must  be  prepared  to  change 
tile  method  of  coverage  from  that  previously 
planned.  One  must  be  able  to  switch  from  a 
split  graft  to  a pedicle  graft,  if  it  is  indicated. 
Split-thickness  skin  grafts  are  recommended  on 
a non-weight  bearing  area  and  where  no  vital 
structures  are  exposed. “ Especially  in  the  older 
group  this  is  a very  quick  and  adequate  method. 

flaps 

According  to  Macomber  et  al,  pedicle  flaps  are 
indicated,  ( 1 ) when  the  base  of  the  surgical 
defect  is  lined  by  bone  or  dense  fibrous  tissue, 
for  the  vascularization  of  the  structures  has 
invariably  been  impaired  by  the  radiation; 
(2)  when  a joint  cavity,  a fistulous  defect,  or 
vital  structures,  such  as  tendon  or  nerves,  are 
exposed;  (3)  when  bulky  tissue  is  needed  to 
maintain  the  function  of  a mobile  and  contractile 
structure,  such  as  a lip.  Whenever  possible,  a 
local  pedicle  flap  should  be  used  to  make  a 
one-stage  completion  of  the  procedure.  Delay 
in  excision  of  the  lesion  should  be  avoided. 
Utilization  of  a neighboring  skin  flap  is  not  with- 
out its  hazards.  Various  degrees  of  vascular 
change,  with  reduced  blood  flow,  are  present, 
even  in  the  skin  neighboring  an  area  of  radio- 
dermatitis. In  utilizing  such  tissue  as  a pedicle 
flap,  the  plastic  surgeon  must  be  certain  of  the 
viability  of  the  flap.  The  local  rotation  flap 
does  have  the  advantage  of  bringing  its  own, 
but  probably  reduced,  blood  supply.  If  use  of  a 
neighboring  flap  is  impractical,  a distant  flap, 
either  in  the  form  of  a tube  or  an  open  flap,  can 
be  used.- 

One  must  always  avoid  tension  on  any  pedicle 
flap.  The  use  of  cross-leg  flaps  in  the  older  age 
groups  may  tend  to  limit  motion  of  the  extremi- 
ties and  may  even  accelerate  arthritic  changes. 
To  immobilize  an  elderly  patient  in  this  manner 
is  often  unwise. 

Most  areas  of  radiation  necrosis  are  sensitive 
and  painful.  Removal  of  the  entire  radiated  area 
usually  brings  rather  dramatic  relief  of  pain. 
Patients  should  be  warned  of  the  possible  failure 
of  the  grafts  to  take,  over  irradiated  areas,  for 
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there  is  considerably  more  risk  in  coverage  of 
these  areas  than  on  non-radiated  defects. 

Macomber  has  shown  that  retardation  of 
growth  secondary  to  radiation  injuries  may  not 
be  correctible  by  surgery.  In  the  case  of  extremi- 
ties, although  the  chronic  radiodermatitis  of  the 
involved  area  can  be  replaced  by  free  or  pedicle 
grafts,  the  shortening  of  the  involved  limb  is 
permanent  and  incurable.  If  the  involvement  is 
of  the  face,  a minor  depression  deformity  can 
be  often  corrected  by  simply  replacing  a thin, 

c s E R 

case  1 

The  first  patient  is  a dentist  who  has  been 
exposed  to  roentgen  rays  for  over  thirty-five 
years  in  his  dental  practice.  Ten  to  fifteen  years 
ago  a dermatitis  developed  on  his  hand,  with 
itching  and  pain.  About  two  years  prior  to  my 
seeing  him,  an  ulcer  developed  which  had  never 
completely  healed  and  which  has  been  chronic- 
ally painful.  A few  years  ago  one  of  the  derma- 
tologists irradiated  this  radiation  ulcer.  Figure 
I illustrates  the  area  of  radiation  in  the  palm, 
in  the  thenar  eminence  of  the  left  hand.  On 
March  5,  1956,  the  entire  irradiated  area  was 
removed,  and  a split  thickness  skin  graft  was 
used  to  cover  the  defect.  Postoperative  course 
was  relatively  uneventful,  and  the  patient  was 
last  seen  in  the  office  a few  months  ago.  At 
that  time  the  hand  was  well  healed,  not  painful, 
and  he  had  obtained  full  function.  Figure  IB 
shows  the  postoperative  result. 

case  2 

This  child  was  first  seen  when  she  was  about 
twelve  years  of  age  and  gave  a history  of  ha\  ing 
had  a large  hemangioma  on  the  left  cheek.  It 
was  initially  treated  with  radium,  and  there 
subsequently  developed  a rather  severe  atrophy 
of  the  area  with  extensive  retardation  of  growth 
of  bone.  Photographs  A and  B,  figure  2,  taken 
when  she  was  first  seen,  show  the  initial  deform- 
ity with  pigmentation,  telangiectasia,  and  atrophy 
of  the  left  cheek  and  lip  area.  Figure  2C  shows 
the  retardation  of  growth  of  the  maxilla  with 
secondary  dental  deformity. 

On  June  7,  1957,  she  was  taken  to  surgery 
for  the  first  stage,  partial  excision  of  the  major 
area  of  radiation  of  the  cheek.  The  defect  was 
closed  primarily.  On  November  20,  1958,  the 
patient  was  again  taken  to  surgery  for  excision 
of  the  remaining  radiodermatitis,  and  rotation 


atrophic  scar  with  a thick  pedicle  graft.  If  the 
skin  pedicle  alone  would  be  inadequate,  filling 
material,  such  as  cartilage,  dermal  fat,  or  s\m- 
thetic  material  can  be  used  as  a supplement. 
Poor  dental  occlusion  secondary  to  retarded  jaws 
bones  is  often  associated  with  trophic,  missing, 
or  diseased  teeth.  Extraction  of  these  diseased 
teeth  followed  by  replacement  with  a well-fitted 
prothesis  is  a simple  and  effective  method  of 
treatment.- 


E P O R T s 


Fig.  1.  Case  1.  A,  preoperative,  B,  postoperative  appear- 
ance. 


of  a local  flap  from  the  cheek  to  fill  in  the  defect. 
Figure  2D  shows  the  patient  following  this  rota- 
tion. 

The  patient’s  deformed  upper  teeth  were 
removed,  and  a denture  was  constructed  to  fill 
the  defect  of  the  maxilla  and  build  up  the  upper 
lip  to  a more  normal  contour.  The  sulcus  beneath 
the  upper  lip  was  deepened,  and  figure  2E  shows 
the  appearance  of  the  patient  wearing  her  new 
dentures. 

There  still  remained  a definite  filling  defect 
in  the  left  cheek  area.  The  patient  was  returned 
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Fig.  2.  Case  2.  A,  B,  C,  preoperative  deformity  of  alveolar  process  is  shown  in  C.  D,  after  rota- 
tion of  cheek  flap.  E,  dental  prosthesis  in  place.  F.  final  result. 


to  surgery  on  October  11,  1960,  at  which  time 
a polyurethane  implant  was  shaped  and  em- 
bedded beneath  the  skin.  This  has  built  the 
cheek  up  to  normal  contour,  and  no  reaction  to 
the  implant  has  been  noted.  There  was  no 
drainage.  Figure  2F  demonstrates  the  contour 
as  it  is  today.  She  is  wearing  new  dentures. 

case  3 

This  thirteen  and  one-half-year-old  girl  was 
born  with  a hemangioma  on  the  plantar  surface 
of  her  foot.  It  was  treated  with  radium  when 


she  was  about  nine  months  of  age.  The  area 
treated,  gradually  developed  typical  radiation 
changes  of  atrophy,  telengiectasia,  and  frequent 
recurring  episodes  of  ulceration.  The  foot  was 
extremely  tender,  and  painful  on  walking. 

The  condition  is  shown  in  figure  3,  A and  B. 
With  conservative  treatment  the  inflammation 
subsided,  and  the  ulcerated  area  healed.  The 
patient  was  then  taken  to  surgery,  and  on  June 
17,  1960,  the  radiated  area  was  widely  excised. 
A split-thickness  skin  graft  was  used  to  cover 
the  defect.  The  graft  was  taken  from  the  thigh 


Fig.  3.  Case  3.  A.  B.  preoperative.  C,  condition  one  year  after  surgery. 
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Fig.  4.  Case  4.  Above,  preoperative  lesion  following  radia- 
tion treatment  for  acne.  Below,  postoperative  appearance. 


and  survived  100  per  cent.  The  pathologist 
reported  that  there  was  no  evidence  of  malig- 
nancy, but  characteristic  changes  of  radioderma- 
titis were  present.  Figure  3C  shows  postoperative 
view  one  year  later. 

case  4 

This  thirty-year-old  male  had  considerable 
X-ray  therapy  some  ten  to  twelve  years  ago, 
as  treatment  for  acne  of  the  face.  Over  ten 
treatments  were  given,  the  exact  amount  being 
unknown.  A week  prior  to  his  first  consultation 
the  tissue  became  crusted  and  quite  reddened. 
Figure  4,  upper  shows  the  pre-operative  con- 
dition. On  April  2,  1959,  the  area  was  widely 
e.xcised  and  the  defect  closed  primarily. 

The  pathologist  reported  this  lesion  to  be 
consistent  with  radiodermatitis  of  the  cheek  and, 
in  one  section,  with  Bowen’s  disease.  In  two 
areas  there  was  intra-epithelial  carcinomatous 
change,  squamous  type.  Figure  4,  lower,  is  a 
postoperative  view.  This  patient  must  be  ob- 
served at  regular  intervals,  for  in  all  probability, 
further  breakdowm  of  his  tissue  will  occur. 

case  5 

This  thirty-four-year-old  white  female  devel- 
oped a tumor  in  her  right  breast  early  in  1952. 
In  September  of  1952,  a radical  mastectomy 
was  performed.  After  the  surgery,  e.xtensive 
radiation  was  given  the  chest  and  axillary  area. 
Subsequently  the  patient  developed  radio- 
dermatitis of  the  chest  and  an  area  of  necrosis. 
Figure  5 illustrates  her  preoperative  condition. 
On  June  25,  a pedicle  flap  was  outlined;  on 
July  10,  a delay  procedure  was  accomplished. 
Figure  6A  shows  this  stage.  On  July  24,  the 
flap  was  migrated  to  the  area  of  the  chest, 
following  wide  removal  of  the  radiated  area. 
The  donor  site  was  covered  with  a split-thickness 
graft.  The  postoperative  view  is  in  figure  6B. 

case  6 

This  patient  had  radical  breast  resection,  De- 
cember 9,  1952.  Following  surgery,  extensive 
X-ray  therapy  was  given  to  the  chest  and  axillary 
area,  which  treatment  was  completed  at  the  end 
of  January,  1953.  Figure  7A  shows  her  pre- 
operative condition.  This  patient’s  ulcer,  in  the 
axillary  area,  measured  35  x 80  mm.  The  scar 
tissue  and  damaged  tissue  covered  an  area  of  at 
least  130  x 160  mm. 
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Fig.  5.  Case  5.  Ulcer  following  postoperative  radiation  for 
cancer  of  breast. 


Fig.  7.  Case  6.  Another  ulcer  following  surgery  and  irradi- 
ation for  cancer.  B,  after  first  step  in  construction  of  flap. 


Fig.  6.  Case  5.  A,  after  two  delay  procedures  on  the  flap. 
B.  three  months  after  migration  of  flap. 


The  patient’s  first  stage  was  accomplished 
on  September  11,  at  which  time  a pedicle  flap 
was  outlined,  as  shown  in  figure  7B.  On  August 
28,  a further  delay  was  performed  in  order  to 
insure  adequate  blood  supply.  Figure  8 shows 
the  patient’s  condition  following  the  two  delay 
procedures. 

On  January  28,  this  patient  was  taken  to 
surgery  for  complete  undermining  of  the  entire 
flap  and  further  division  of  several  areas.  A 
further  undermining  delay  was  accomplished  on 
February  15,  in  order  to  increase  the  blood 
supply.  Each  time  the  surgery  was  stopped  when 
it  appeared  to  jeopardize  circulation. 

Figure  9,  taken  March  1,  1954,  shows  the 
damage  to  the  flap.  It  had  not  been  migrated, 
and  shows  a beginning  loss  of  the  distal  end 
of  the  flap.  This  flap  was  not  usable.  It  was 
discarded,  and  eventually  the  entire  chest  area 
of  necrosis  was  excised  and  covered  with  a split- 
thickness skin  graft.  Figure  10  shows  her  final 
condition.  This  is  a poor  result,  due  to  failure 
of  the  flap. 


Fig.  8.  Case  6.  The  flap  after  two  delay  procedures. 


Fig.  9.  Case  6.  A,  the  flap  has  begun  to  deteriorate.  B, 
the  flap  is  unusable  and  is  a total  loss.  Circulation  has 
been  impaired  over  a wide  area  by  radiation  reaction. 


This  patient  illustrates  the  great  care  that 
must  be  taken  in  attempting  to  migrate  flaps 
in  areas  even  adjacent  to  radiated  tissue.  Cer- 
tainly the  amount  of  radiation  has  damaged  not 
only  the  anterior  chest  area,  but  the  skin 
posteriorly,  proving  that  vascular  changes  are 
present  in  the  skin  neighboring  an  area  of  radio- 
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Fig.  10.  Case  6.  Final  result. 


dermatitis,  even  that  at  considerable  distance 
from  the  treated  area. 

case  7 

This  patient  had  similar  historv',  hat  ing  carci- 
noma of  the  breast  on  the  right,  with  radical 
mastectomy  followed  by  e.xtensive  radiation  ther- 
apy. She  had  a large  pedicle  flap,  previously 
delayed  on  ttvo  occasions.  On  June  5,  1953,  the 
flap  was  migrated  into  the  area  of  the  chest  wall 
following  e.xcision  of  the  necrotic  and  radiated 
tissue.  Figure  llA  shows  the  problem.  Figure  IIB 
shows  the  flap  after  it  had  been  rotated  into 
position.  You  will  notice  tliat  this  is  an  extremely 
large  flap  with  a rather  broad  pedicle.  The  donor 
site  was  cox’ered  with  split-thickness  skin  graft. 

conclusion 

It  is  one  of  the  unfortunate  effects  of  radiation 
that  basal  cell  epitheliomata  of  the  face  are 
much  more  apt  to  persist,  despite  radical  e.xci- 
sion, if  previous  radiation  has  been  given.® 
Therefore,  in  most  instances,  wide  surgical 
e.xcision  with  an  opportunitx'  to  study  micro- 
scopically the  carefully  localized  specimen  of 
tissue  remo\ed,  is  far  preferable  to  irradiation 
with  uncertaintx-  of  elimination  of  the  disease.® 
One  cannot  condemn  too  strongly  the  practice 
of  using  radiotherapy  to  skin  lesions  without 
adequate  biopsy.  The  word  adequate  does  not 
mean  a small  snip  or  punch  specimen.  It  is  unfair 
to  ask  the  pathologist  for  an  accurate  diagnosis 
with  only  part  of  a lesion.  Total,  e.xcisional 
biops\-  is  always  preferable.  The  treatment  of 
choice  of  both  radiodermatitis  and  malignant 
change  is  wide  e.xcision,  followed  by  primarx- 
closure,  a free  skin  graft,  or  a pedicle  graft. 
The  greatest  problems  created  by  overradiation 


Fig.  11.  Case  7.  A,  the  flap  after  two  delay  procedures.  B. 
after  removal  of  lesion  and  rotation  of  flap. 


are  encountered  in  deformities  secondary'  to 
retardation  of  growth  and  in  changes  due  to 
cumulative  or  latent  effects  of  radiation. 

Cowan  estimated  that  “a  square  mile  of 
surface  soil  one  foot  thick  contains  an  average 
of  one  gram  of  radium,  tliree  tons  of  uranium, 
and  six  tons  of  thorium.  The  combined  effect  of 
this  natural  radioactivity'  plus  that  released  by 
man-made  nuclear  energy  may  eventually  e.xceed 
man’s  poxxers  and  harmfully  hurt  his  embryo, 
fertility,  and  body  tissues  in  a not-too-remote 
time.  In  consequence,  we  can  e.xpect  not  a 
lessening,  but  an  increase  in  the  number  and 
comple.xity  of  radiation  problems.”®  ■ 
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Tranquilizers  or  Ti^anscendentalism? 

O.  B.  SCOTT,  M.D.,  Kellogg,  Idaho 


Several  medical  journals  recently  published  an 
advertisement  for  a pharmaceutical  company 
which  quoted  Abuslih-ud-Din  Saadi  as  having 
written : 

If  of  thy  mortal  goods  thou  art  bereft, 
and  from  thy  slender  store  two  loaves 
alone  to  thee  are  left, 

Sell  one,  and  with  the  dole 
Buy  Hyacinths  to  feed  thy  soul. 

Although  it  undoubtedly  sold  tranquilizers, 
this  beautiful  poetic  expression  of  the  not  by 
bread  alone  concept  also  suggests  the  possibility 
that  our  society  might  do  well  to  cultivate  its 
hyacinths.  This  is  particularly  true  in  view  of  the 
present  controversy  concerning  the  concepts  of 
freedom  and  equality  in  society,  a controversy  in 
which  the  philosophy  of  medical  practice  is 
most  certainly  involved. 

To  some  extent  there  is  lack  of  understanding 
of  the  discussion  due  to  conceptual  differences 
in  the  meanings  of  terms.  For  example,  to  all 
proponents  of  democracy  the  term  democracy 
does  not  have  the  same  meaning;  even  Lenin 
claimed  it  as  the  essential  form  for  freedom.^ 
Similarly,  there  are  conceptual  differences  re- 
garding the  meaning  of  freedom  and  equality. 
Does  freedom  mean  individual  freedom  or  col- 
lective freedom?  Does  equality  mean  that  each 
individual  should  be  treated  equally  under  law, 
or  is  the  strict  economic  connotation  implied  in 
the  idea  of  distributive  justice  the  prime  mean- 
ing? Within  the  various  conceptions  of  these 
terms  and  the  philosophies  implied  by  them,  are 
found  the  sources  of  the  current  conflict. 

the  point  at  issue 

For  the  most  part,  the  philosophical  disagree- 
ments do  not  appear  to  be  concentrated  on  the 
desirable  ends  which  are  generally  felt  to  be  the 
legitimate  aims  of  society,  but  rather  on  the 
means  to  attain  these  ends.  World  population 
has  been  divided  between  two  poles  of  the 
controversy.  Currently,  the  discussion  is  in  prog- 
ress in  the  schools,  churches,  and  political  insti- 
tutions of  our  nation.  American  political  thought, 
which  at  one  time  was  more  homogeneous,  is 
seeking  its  own  polarization.  That  part  of  the 
discussion  which  includes  medical  care  has  for 


the  moment  been  swept  into  an  eddy  but  still 
lies  close  to  the  main  current  of  the  controversy. 

two  kinds  of  freedom 

There  have  been  numerous  recent  attacks  on 
the  political  philosophies  which  derive  their 
major  support  from,  or  originate  with,  men  of 
the  eighteenth  and  nineteenth  centuries.  Such 
viewpoints  are  held  to  be  antiquated  or  old- 
fashioned.  In  considering  this  attitude.  Weaver 
states  that  “The  most  vocal  part  of  modern 
impiety  is  the  freely  expressed  contempt  for  the 
past.”“  It  is  of  interest  that  proponents  of  both 
sides  of  the  argument  must  go  to  the  same 
historical  period  for  the  roots  of  their  ideas. 
It  is  these  origins  that  must  be  examined  if  we 
are  to  understand  the  current  problem,  for  we 
are  confronted  with  two  conflicting  democratic 
concepts;  one  which  emphasizes  a freedom  of 
the  circumstantial  variety,  and  one  which  advo- 
cates the  egalitarianism  of  distributive  justice. 

Certainly  the  basic  ideas  inherent  in  these  two 
concepts  were  not  new  in  the  eighteenth  century, 
since  they  were  subjects  of  discussion  in  Greece 
and  Rome.  They  have,  however,  been  given 
impetus  by  philosophers  of  the  past  two  cen- 
turies. The  first  of  these  concepts  began  its 
ascendancy  in  Scotland  and  England  where  its 
supporters  included  such  men  as  Hume,  Smith, 
and  Burke.  A few  continental  authors,  among 
whom  were  Montesquieu  and  de  Tocqueville, 
belong  to  the  same  group.  Their  philosophy  was 
essentially  empirical.  They  could  not  accept  the 
idea  that  man  designed  society  and  its  social 
institutions  by  pure  reason.  They  felt  that  our 
social  superstructure  arose,  not  by  design,  but 
by  a process  of  cumulative  growth  and  adaptive 
evolution.  Social  development  was  essentially 
a slow  growth  by  trial  and  error.  It  was  the 
“survival  of  the  successful”®  in  institutions  and 
ideas  by  a process  of  selection  in  which  society 
chose  and  perpetuated  those  which  were  of 
proved  value.  Thus,  to  these  philosophers, 
morals,  laws,  language,  and  political  institutions 
evolve  by  gradual  and  spontaneous  growth,  and 
portray  in  their  development  a summation  of 
human  experience. 
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governmental  interference  should  be  limited 

Since  these  men  belie\ed  in  social  develop- 
ment as  a spontaneous  and  undesigned  growth, 
it  is  to  be  expected  that  they  would  support  the 
idea  of  circumstantial  freedom.  Adler  places 
many  of  these  evolutionists  within  the  group 
which  he  classifies  as  ad\ocates  of  a circum- 
stantial freedom  of  self-realization.  He  defines 
this  freedom  as  an 

Individual’s  ability  to  act  as  he  wishes  for 
the  sake  of  the  good  as  he  sees  it.  Since 
being  able  to  carry  out  one’s  wishes  in  overt 
action  depends,  at  least  in  part,  on  favorable 
external  circumstances,  the  freedom  of  self- 
realization  is  always  a circumstantial  free- 
dom.* 

Based  on  this  concept  of  freedom,  it  became 
the  pattern  of  thinking  for  the  empirieal  group 
that  governmental  interference  with  indi\’idual 
action  should  be  limited  and  that  lack  of  such 
limitation  meant  absolutism  or  aristocracy. 

One  might  also  anticipate  the  derivation 
of  the  classical  economic  concepts  of  Adam 
Smith  from  a belief  in  spontaneous  evolutionary 
soeial  growth  and  circumstantial  freedom. 
Smith’s  assertion  that  men  who  are  to  a great 
extent  unrestricted  in  their  economic  activities 
are  led  by  an  invisible  hand  to  promote  not 
only  their  own,  but  the  interests  of  society  as 
well,  supports  the  idea  of  spontaneous  economic 
growth  and  development.  His  opposition  to  the 
eireumstantial  restriction  on  man’s  economic 
freedom  is  characterized  by  the  statement. 

The  statesman  who  should  attempt  to  di- 
rect private  people  in  what  manner  they 
ought  to  employ  their  capitals  would  not 
only  load  himself  with  a most  unnecessary 
attention,  but  assume  an  authority  which 
could  safely  be  trusted,  not  only  to  no  single 
person,  but  to  no  council  or  senate  whatever, 
and  which  would  nowhere  be  so  dangerous 
as  in  the  hands  of  a man  who  had  folly  and 
presumption  enough  to  fancy  himself  fit  to 
exercise  it.® 

trial  and  error 

Within  society  as  envisaged  by  the  empiricists 
the  rules  of  conduct  are  not  fashioned  synthetic- 
ally but  are  developed  in  the  light  of  human 
e.xperience,  trial,  and  error.  In  a general  way, 
individual  acts  tend  to  promote  the  public 
interest  and  where  individual  conflicts  arise 
these  are  resolved  in  the  development  of  social 
institutions,  laws,  and  morals.  It  is  respect  for 
the  ideas  derived  from  this  process,  and  which 
are  traditional  in  our  socieW,  which  gives  moral- 
it\'  to  individual  acts  and  political  concepts. 
Hayek  states  that  “the  most  important  among 


the  few  principles  of  this  kind  that  we  have 
developed  is  individual  freedom  which  it  is 
most  appropriate  to  regard  as  a moral  principle 
of  political  action.”^  Thus  politically  e.xpedient 
acts  carried  out  with  no  regard  for  their  ulti- 
mate eflFect  on  the  idea  of  individual  freedom 
lack  morality.  Maritain  describes  this  as  the 
moral  rationalization  of  politics.® 

The  utilization  of  reason  is  not  rejected  by  the 
empiricists,  but  it  is  their  belief  that  it  is  most 
beneficially  used  in  the  preservation  of  a social 
milieu  which  allows  a continued  freedom  of  evo- 
lutionary development. 

the  empirical  view 

With  the  pre\’ious  discussion  in  mind,  one 
can  summarize  the  position  of  the  men  who 
defend  one  side  of  the  present  controversy  as  a 
belief  in: 

1)  Spontaneous  social  evolution; 

2)  Individual  pre-eminince  and  a freedom 
of  circumstantial  self  realization; 

3)  A concept  of  liberty  which  supports  mor- 
al principles  as  opposed  to  expediency  in 
political  action; 

4)  Classical  economics,  and 

5)  The  utilization  of  reason,  not  for  the  pur- 
pose of  designing  society  or  creating  moral 
concepts,  but  for  the  preservation  of  an  un- 
restricted evolutionary  social  development. 

the  rationalists'  view 

The  opposing  concept  is  found  to  root  chiefly 
in  Europe  in  the  philosophy  of  Rousseau,  Condor- 
eet,  and  others.  Hobbes,  an  Englishman,  is  in- 
cluded in  this  group  for  his  belief  in  the 
rational  design  of  the  social  contract  and  an 
authoritarian  system  of  government. 

There  were  diflFerences  of  opinion  among 
those  individuals  who  supported  the  empirical 
viewpoint.  There  were  also  indh'idual  differences 
among  the  opposing  group,  but  in  a general  way 
this  group  believed  that  individuals  seek  free- 
dom in  the  organization  of  soeiety  and  govern- 
ment and  that  the  essence  of  freedom  lies  in 
the  attainment  of  the  collective  purposes  of 
society'.  To  them,  man  is  naturally  intelligent  and 
good,  and  possesses  the  necessary  moral  and 
intellectual  faculties  that  enable  him  to  fashion 
civ  ilization  deliberately  or  to  control  the  direction 
of  its  development.  Thus  it  is  quite  possible  for 
this  group  to  believe  in  the  feasibility'  of  design- 
ing and  creating  a utopian  society  using  reason. 

The  various  supporters  of  the  rationalist  view- 
point accept  various  concepts  of  freedom.  Hobbes 
and  Rousseau,  among  others,  are  supporters  of 
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the  concept  of  circumstantial  freedom.  Comte, 
Marx,  and  Engels  represent  those  who  believe 
in  a collective  freedom.  Since  to  this  latter  group 
man  exists  only  in  society,  he  is  regarded  only 
as  a part  of  a social  organization.  When  man, 
collectively,  perfects  society  so  as  to  eliminate 
its  defects  and  inequities,  and  so  as  to  conform 
to  the  laws  of  nature,  then  society  acquires 
collective  freedom.  Adler  summarized  the  con- 
cept of  collective  freedom  as  follows: 

♦♦^collective  freedom  is  acquired  with  a 
use  of  knowledge  that  enables  mankind  to 
govern  itself  in  accordance  with  necessity. 
The  following  additional  facts  must  be  noted: 

(a)  That  the  freedom  accrues  to  individuals 
only  where  it  is  acquired  by  mankind;  (b) 
That  it  is  acquired  through  the  perfecting  of 
human  association  rather  than  through  the 
moral  development  of  the  individual  in  any 
social  context;  (c)  That  the  laws  with  which 
liberated  society  are  in  harmony  are  the 
scientific  formulation  of  how  things  do  be- 
have, rather  than  theologically,  morally,  or 
juridically  declared  rules  of  how  man  should 
behave;  (d)  That  such  laws  are  inviolable, 
and,  therefore,  can  be  put  to  beneficial  use 
or  not,  but  never  disobeyed,  in  contrast  to 
ethical  prescriptions  which  are  violable  and 
may  or  may  not  be  voluntarily  obeyed. < 

For  these  rationalists  who  do  not  specifically 
support  the  idea  of  collective  freedom,  the 
economic  status  of  the  individual  is  often  seen 
as  one  of  the  primary  limiting  or  enabling  factors 
in  a concept  of  circumstantial  freedom.  Rous- 
' seau  suggests  that  the  social  conventions  that 
have  developed  in  history  having  to  do  with 
the  concept  of  property  ownership  are  the  chief 
sources  of  inequality.''  It  is  an  extension  of  this 
idea  that  places  most  of  the  rationalists  in  the 
position  of  favoring  economic  equality.  For  them, 
justice  means  an  equal  share  of  man’s  product, 
regardless  of  the  value  of  the  individual  to  society. 
Consequently,  many  of  the  rationalists  propose 
the  organization  of  society  along  lines  that 
assure  equality  of  distribution. 

the  origin  of  bureaucracy 

The  modern  derivation  of  the  rationalist  idea 
carries  the  connotation  of  organization  in  gov- 
ernment for  collective  purposes.  As  such,  it  tends 
to  accelerate  the  decline  of  law  as  a moral 
concept  and  the  rise  of  administrative  regulation 
in  accordance  with  immediate  need.  Ideally,  it 
envisages  the  collective  concept  of  freedom,  but 
because  the  “inviolable  laws”  of  social  relation- 
ships are  as  yet  unknown,  mankind  has  not 
reached  that  stage  of  social  peifection  which  is 
absolutely  required  for  the  success  of  the  col- 
lective concept.  As  a result,  attempts  to  create 


such  governmental  organizations  invariably  de- 
generate into  governments  of  bureaucratic  or 
totalitarian  form. 

The  conflict,  then,  is  not  strictly  a conflict 
between  freedom  and  equality.  More  precisely, 
it  involves  conflicts  between  individual  freedom 
as  opposed  to  collective  freedom,  and  equality 
of  opportunity  as  opposed  to  economic  equality. 

foundation  of  medical  philosophy 

Although  the  preceding  discussion  represents 
an  over  simplification  of  the  existing  conflict, 
it  should  be  sufficient  to  permit  a more  accurate 
focus  on  the  position  of  current  medical  philoso- 
phy. The  time  involved  in  the  development  of 
the  moral  and  ethical  basis  of  medicine  precludes 
the  possibility  of  any  degree  of  rational  planning. 
We  must  concede  that  medicine  has  followed 
the  empirical  or  evolutionary  course  in  its  devel- 
opment. The  philosophy  of  medicine,  then,  does 
not  rest  on  a foundation  which  can  be  affirmed 
by  rational  or  scientific  analysis,  but  much  like 
our  legal  and  religious  concepts,  has  its  basis  in 
a traditional  morality  preserved  and  developed 
through  centuries  of  trial  and  error.  Some  of 
the  social  forms  through  which  this  morality 
finds  e.xpression  are  our  hospitals,  medical 
schools,  interprofessional  relationships,  personal 
relations  with  patients,  and  the  economic  forms 
of  medical  practice.  As  such,  they  form  an  im- 
portant part  of  the  superstructure  of  our  society. 

Medical  philosophy,  and  the  strength  of  its 
moral  and  ethical  foundations,  present  to  the 
modern  rationalist  one  of  the  strongest  areas  of 
resistance  against  the  development  of  the  ration- 
alist idea  of  social  planning.  In  view  of  the 
advances  made  by  rationalist  philosophy  in 
political  areas,  it  is  not  surprising  to  find  medicine 
in  a defensive  position,  its  social  forms,  and 
especially  its  economic  form  under  attack.  The 
egalatarian  economics  of  the  rationalist  must 
include  all  social  services,  and  health  care  is 
not  exempt.  The  opportunist  who  may  be  un- 
aware of  the  underlying  philosophical  conflict 
will  find  in  this  situation  an  emotional  appeal 
to  voters  which  serves  as  a political  expedient. 
Those  who  support  the  egalitarian  idea  are 
praised  as  progressive  and  hiayianitarian,  while 
those  who  cling  to  the  traditional  forms  are  often 
described  as  having  no  feeling,  anti-humanitarian, 
and  old  fashioned.  The  traditional  morality  which 
they  support  is  said  to  originate  in  myths  and 
superstitions. 
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non-production 

The  concept  of  economic  equality  (aside 
from  political  equality)  implies  the  necessiU’ 
of  regulative  governmental  organization  to  con- 
trol production  and  equalize  distribution  of  the 
total  product.  Someone  must  decide  what  is  to 
be  produced  and  how  much  of  each  item  is 
needed.  There  must  be  agencies  to  carry  out 
this  function  as  well  as  that  of  distribution.  Very 
little  imagination  is  required  to  visualize  the 
magnitude  of  the  organization  necessary.  One 
can  imagine  the  economic  drain  imposed  on 
societ)^  by  the  necessity  for  maintaining  a large 
bureaucracy  which  is  inherently  non-productive 
of  any  material  values.  If  material  gain  is  one 
of  the  criteria  of  humim  progress,  one  could 
predict  a retarding  effect  from  this  cause  alone, 
since  capital  used  in  non-productive  efforts  does 
nothing  to  enrich  society  materially. 

The  organizational  structure  necessary  for 
effecting  economic  equality  would  indeed  be  a 
danger  to  freedom,  as  our  society  understands  it. 
Such  organizations  have  an  inherent  tendency 
for  growth  as  pointed  out  by  Parkinson.*  The 
danger  lies  in  the  fact  that  through  growth  such 
im  organization  may  become  politically  powerful 
and,  while  acting  as  a self-perpetuating  faction, 
escape  the  concept  of  limited  government  and 
become  a bureaucratic  tyranny  governing  by 
administrative  regulation  with  no  regard  for  law. 
The  following  quotation  from  Spencer’s  analysis 
of  English  society  in  the  late  19th  century  is 
particularly  applicable  to  the  American  scene 
and  serves  to  illustrate  the  fact  that  we  are  not 
the  first  to  have  traveled  this  particular  road: 

See,  then,  the  many  concurrent  causes 
which  now  threaten  continually  to  acceler- 
ate the  transformation  caused  by  following 
precedents,  which  become  the  more  authori- 
tative the  further  the  policy  is  carried.  There 
is  that  increasing  need  for  administrative 
compulsions  and  restraints  which  results 
from  the  unforseen  evils  and  shortcomings 
of  preceding  compulsions  and  restraints. 
Moreover,  every  additional  State-interfer- 
ence strengthens  the  tacit  assumption  that  it 
is  the  duty  of  the  State  to  deal  with  all  evils 
and  secure  all  benefits.  Increasing  power  of 
growing  administrative  organization  is  ac- 
companied by  decreasing  power  of  the  rest 
of  the  society  to  resist  its  further  growth 
and  control.  The  multiplication  of  careers 
opened  by  a developing  bureaucracy  tempts 
members  of  the  classes  regulated  by  it  to 
favor  its  extension,  as  adding  to  the  chances 
of  safe  and  respectable  places  for  their  rela- 
tives. The  people  at  large,  led  to  look  on 
benefits  received  through  public  agencies 
as  gratis  benefits,  have  their  hopes  con- 
tinually excited  by  the  prospects  of  more.  A 
spreading  education,  furthering  the  diffu- 
sion of  pleasing  errors  rather  than  of  stern 


truths,  renders  such  hopes  both  stronger  and 
more  general.  Worse  still,  such  hopes  are 
ministered  to  by  candidates  for  public  choice, 
to  augment  their  chances  of  success;  and 
leading  statesmen,  in  pursuit  of  party  ends, 
bid  for  popular  favour  by  countenancing 
them.  Getting  repeated  justification  from 
new  laws  harmonizing  with  their  doctrines, 
political  enthusiasts  and  unwise  philanthro- 
pists push  their  agitations  with  growing 
confidence  and  success.  Journalism,  ever  re- 
sponsive to  popular  opinion,  daily  strength- 
ens it  by  giving  it  voice;  while  counter-opin- 
ion, more  and  more  discouraged,  finds  little 
utterance.® 

the  origin  of  mediocrity 

The  greatest  deficiency  imposed  by  the  neces- 
sity of  organization  in  collective  efforts  is  related 
to  the  collective  attitude  or  state  of  mind.  Freud, 
in  discussing  and  enlarging  on  the  opinions  of 
LeBon  and  others,  makes  some  interesting 
observations.^"  According  to  these  men,  the  indi- 
vidual as  part  of  a group  loses  his  individual 
distinctiveness  and  develops  an  average  charac- 
ter along  with  a decrease  in  individual  responsi- 
bility. He  becomes  “an  automaton  who  has  ceased 
to  be  guided  by  his  will.” 

The  collective  group  tends  to  be  impulsive,  it 
lacks  critical  faculties  and  is  unusually  credu- 
lous; it  tends  to  go  to  extremes,  and  resists 
innovations  and  advances.  From  these  particular 
characteristics  of  the  individual  as  a member  of 
a group,  and  of  the  group  itself,  one  can  readily 
understand  how  the  imposition  of  such  a system 
may  lead  to  collective  mediocrity.  The  only 
escape  from  a general  lowering  of  intellectual 
levels  is  to  take  the  intellectual  obligations  away 
from  the  group  and  assign  them  to  individual 
members.  This  solution  creates  a threat  to  free- 
dom as  it  could  well  give  rise  to  an  authoritarian 
intellectual  elite  similar  to  that  proposed  by 
Comte.“ 

In  contrast  to  a static  society,  limited  in  its 
intellectual  capacity  and  ability  to  progress  by 
the  mediocrity  inherent  in  collectivism,  one 
notes  the  historical  evidence  of  rapidity  of  prog- 
ress and  a high  degree  of  material  affluence  in 
those  societies  where  individual  effort  and  cre- 
ativeness are  rewarded.  The  history  of  the  United 
States  serves  as  an  example  of  this.  It  is  not  so 
frequently  the  planned  effort  as  the  spontaneity 
of  ideas  arising  from  individuals  that  produces 
social  gains.  The  equal  distribution  of  the  prod- 
ucts of  society,  enforced  by  regulation,  sup- 
presses the  utilization  of  this  spontaneity  because 
the  system  of  rewards  is  not  based  on  the  value 
which  the  individual  renders  to  society.  Material 
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progress  in  society  is  a function  of  individual 
freedom  in  economic  as  well  as  political  spheres 
and  demands  equality  of  opportunity  as  the 
means  of  its  development. 

socialization  of  two  professions 

A recent  publication  has  suggested  a parallel 
between  the  collectivization  of  our  educational 
system  and  trends  in  medical  care.‘“  One  can 
agree  with  the  author  that  the  voluntary  collecti- 
vization which  has  been  developing  in  medicine 
has  been  good,  especially  in  those  areas  where 
complex  technical  systems  and  team  concepts 
are  necessary.  It  would  be  much  more  difficult 
to  obtain  agreement  that  the  collective  eflFort  in 
education  has  been  predominantly  beneficial. 
If  beneficial,  it  may  well  owe  its  success  to  the 
restrictions  placed  upon  its  collectivization 
by  the  confining  of  authority  to  small  political 
units.  Should  our  educational  system  be  sub- 
jected to  the  nationalization  with  which  it  is 
currently  threatened,  the  results  may  well  be 
different.  We  may  discover  with  Mill  that  “A 
general  state  education  is  a mere  contrivance 
for  molding  people  to  be  exactly  like  one  an- 
other— In  the  past  few  years  many  able 
critics  have  pointed  to  what  they  interpreted  as 
collective  mediocrity  in  our  educational  system. 
Just  as  the  physician  should  lead  the  resistance 
against  collectivization  in  medicine,  the  edu- 
cator should  assume  the  leadership  in  guarding 
against  the  possibility  of  the  educational  system 
developing  into  a mold  for  political  conformity. 

supporting  an  erroneous  concept 

The  fragmentation  and  degeneration  of  tra- 
ditional forms  in  such  cultural  expressions  as 
art,  music,  poetry,  and  literature,  along  with  an 
increasing  lack  of  concern  for  law  in  our  society, 
suggests  the  possibility  that  traditional  medical 
philosophy  may  not  be  able  to  withstand  the 
general  decline  in  morality.  In  the  light  of  the 
philosophical  controversy,  it  will  be  seen  that 
the  support  of  such  expediencies  as  the  Kerr- 
Mills  program  and  voluntary  health  insurance  is 
useless,  if  not  irrational.  In  the  first  instance 
organized  medicine  finds  itself  presently  in  the 
unenviable  position  of  supporting  that  sort  of 
social  action  which  traditional  morality  demands 
that  it  reject.  There  is  no  real  recognition  of  the 
problem  as  an  idealogical  conflict.  A false  insight 
and  a yielding  to  its  own  humanitarianism  in 


tlie  solution  of  economic  problems  forces  medi- 
cine to  follow  the  expedient  course.  The  eco- 
nomic problems  which  medicine  faces  are  not 
the  cause  of  any  ideological  conflict,  but  the 
result  of  it.  Consequently,  solutions  based  on 
alleviation  of  the  economic  problem  as  a cause, 
per  se,  serve  only  to  increase  the  complexity  of 
the  problem.  This  is  compounded  by  the  use  and 
support  of  economic  solutions  (Kerr-Mills)  which 
are  inherently  collectivistic. 

An  examination  of  the  voluntary  health  insur- 
ance facet  yields  a similar  interesting  paradox. 
Organized  medicine  supports  private  health 
insurance  because  such  plans  are  voluntary. 
However,  in  its  preoccupation  with  economics 
as  a root  cause,  medicine  frequently  finds  itself 
in  the  position  of  offering  such  plans  as  a method 
of  relieving  the  economic  pressures  created  by 
lack  of  means  to  purchase  medical  care. 

Admittedly,  voluntary  health  insurance  has  a 
value  in  that  it  serves  to  protect  the  individual 
against  an  overwhelming  loss  due  to  an  unusually 
severe  illness  or  accident.  This  is  its  only  value. 
When  the  individual  joins  a group  medical  plan, 
it  is  not  his  individual  medical  costs,  but  the 
medical  costs  of  the  collective  group  that  are 
significant.  The  amount  of  medical  care  which 
can  be  purchased  for  each  dollar  expended  on  a 
private  health  insurance  plan  is  reduced  by 
the  exact  amount  (10  to  20  per  cent)  which  is 
held  by  the  insurance  company  as  a retention  for 
operational  expenses,  taxes,  and  profit.  It  is  this 
amount  which  purchases  the  group  protection 
value  previously  mentioned.  In  effect,  this  adds 
an  additional  cost  factor  and  the  net  result  is 
an  aggravation  of  the  economic  problem  which 
confronts  us. 

the  road  ahead 

Assuming  that  the  medical  profession  wishes 
to  protect  and  maintain  the  moral  basis  in  its 
philosophy,  the  only  appropriate  defense  against 
modern  rationalism  is  total  resistance  to  changes 
in  the  direction  of  collectivization.  Although  this 
has  been  frequently  described  as  a negative 
approach,  medicine  must  work  within  its  limita- 
tions for  no  other  solution  coincides  with  tradi- 
tional medical  philosophy.  There  is  no  room  for 
compromise. 

If,  by  contrast,  medicine  chooses  to  follow  its 
present  course  of  partial  acceptance  and  open 
support  of  the  rationalist  viewpoint,  then  much 
of  the  individual,  personal  meaningfulness  of 
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medical  practice  will  be  sacrificed  to  the  col- 
lectivist idea. 

The  medical  profession  will  need  to  look 
beyond  the  immediate  needs  of  our  generation 
to  determine  its  position  with  relation  to  the 
basic  controversy.  We  cannot  hope  that  like  the 
gingham  dog  and  the  calico  cat,  the  two  oppos- 
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Choline  Salicylate  in  Pediatric  Practice 

Trial  of  a New  Soluble  Analgesic 

JAMES  A.  TUPPER,M.D.  Seattle,  Washington 


Pediatricians  v’alue  aspirin  as  an  analgesic  and 
antipyretic  agent,  but  recognize  certain  difficul- 
ties with  it.  Its  relative  insolubility  presents  prob- 
lems of  administration  to  infants  and  very  young 
children,  and  perhaps  a fifth  to  a tenth  of  these 
patients  suffer  gastrointestinal  upset  following  as- 
pirin ingestion. 

These  difficulties  with  aspirin  would  appear 
to  be  due  to  its  poor  solubility  in  water  and  its 
acidity,  reported  to  be  responsible  in  some  cases 
for  inflammation  of  the  gastric  mucosa*.  Buffered 
aspirin  has  not  succeeded  in  eliminating  these 
effects  of  the  unbuffered  product-.  Hence  a prep- 
aration which  would  be  readily  soluble  and  of 
lower  acidity  than  aspirin,  yet  retaining  the  thera- 
peutic value  of  the  salicylates,  would  be  highly 
useful  in  pediatric  practice.  The  literature  sug- 
gests that  a recently-synthesized  compound,  cho- 
line salicylate,  may  possess  the  desired  proper- 
ties"-". 

The  preparation,  combining  the  strongly  basic 
choline  ion  with  salicylic  acid,  is  reported  to  be 
far  less  acidic  than  aspirin,  its  pH  being  6.5.  It 


is  also  said  to  be  the  most  water-soluble  of  the 
salicylates,  and  can  be  maintained  only  in  aque- 
ous solution.  This  solubility  reportedly  permits 
far  more  rapid  absorption  than  does  aspirin, 
hence  is  likely  to  cause  more  rapid  response*-". 
Rapid  absorption,  and  stability  of  the  compound 
in  water,  prevent  conversion  to  salicylic  acid  in 
the  stomach.  This  reportedly  avoids  the  gastro- 
intestinal difficulties  at  times  associated  with  as- 
pirin. 

clinical  trial 

Thirty-nine  infants  and  young  children  with  a 
variety  of  pathologic  disorders  causing  fever,  or 
pain,  or  both,  were  treated  with  choline  salicylate. 
The  age  range  of  these  patients  was  41/4  months 
to  4 years;  nine  were  less  than  6 months  old,  25 
less  than  a year  old,  and  the  average  was  14Y> 
months.  Twenty-seven  had  fever,  with  tempera- 
ture going  as  high  as  104F  in  one  case.  The  aver- 
age temperature  for  the  27  patients  with  fever 
was  I0I.7F.  Diagnoses  for  these  39  patients  are 
listed  in  table  1. 
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Table  1,  Diagnoses,  39  patients 

Tonsillitis  and  upper  respiratory  infection  1 1 

Immunization  reactions,  no  fever  9 

Immunization,  with  fever  5 

Teething,  with  fever  5 

Teething,  with  immunization  reactions  3 

Otitis  media  4 

Insomnia  1 

Fever  of  unknown  origin  1 


In  all  cases  I took  the  temperature  at  the  time 
of  the  house  visit,  and  administered  the  first  dose 
of  the  oral  preparation  with  the  aid  of  a dropper. 
Parents  were  instructed  to  take  temperatures  one- 
and  one-half,  four  and  eight  hours  after  initial 
administration  and  to  report  the  results  by  phone. 
Dosages  prescribed  ranged  from  half  a dropper- 
ful every  4 hours  to  two  dropperfuls  every  4 
hours,  depending  chiefly  on  age.  In  the  great  ma- 
jority of  cases,  the  dosage  was  one  dropperful, 
which  contained  0.6  cc.  of  the  preparation  (105 
mg.  of  choline  salicylate,  or  the  equivalent  of  1.25 
gr.  aspirin). 

1 had  treated  patients  in  the  study,  with  aspirin, 
on  previous  occasion.  1 was  familiar  with  their 
individual  responses  to  this  medication.  This, 
together  with  my  general  experience  among  pa- 
tients of  similar  age  and  pathological  condition, 
served  as  a subjective  control  in  evaluating  the 


Table  2.  Antipyretic  Effect  of  Choline  Salicylate  Patients, 
Age  from  4V2  Months  to  4 Years 


More 


Temperature  than 

Readings  103F 

Initial  1 

At  1-1/2  hours  0 

At  4 hours  0 

At  8 hours  0 


102.2F  101. 2F  lOOF 
to  to  to  Norm 

103F  102F  lOlF 
8 5 13  12 

1 0 1 1 27 

0 0 1 38 

0 0 0 39 


al 


effect  of  the  medication.  Where  the  response  was 
rapid  and  effective,  in  general  more  so  than 
would  be  expected  with  aspirin,  it  was  evaluated 
as  Excellent  (E);  where  it  was  effective,  but 
only  slightly  better  or  about  the  same  as  aspirin, 
it  was  evaluated  as  Good  ( G ) ; where  the  re- 
sponse appeared  to  be  generally  less  effective 
than  aspirin,  it  was  evaluated  as  Poor  (P). 

results 

The  antipyretic  effects  are  given  in  Table  2.  At 
the  IY2  hour  reading,  temperatures  had  dropped 
in  every  one  of  the  27  patients  with  fever.  Fifteen 


of  these  27  were  down  to  normal,  and  in  only 
one  patient  was  the  temperature  above  101 F as 
against  14  initially.  In  13  cases,  the  temperature 
decline  was  more  than  2 degrees  and  in  the  other 
14  cases  it  was  between  1 and  2 degrees.  The 
average  decline  in  these  27  cases  was  2.2  de- 
grees 90  minutes  after  the  medication  was  in- 
gested. 

At  the  4 hour  reading,  all  temperatures  were 
down  to  normal  except  that  of  the  patient  who 
initially  had  a temperature  of  104F.  This  was  a 
nine-month  old  boy  with  an  upper  respiratory 


Table  3.  Response  to  Choline  Salicylate  Administration, 
39  Infants  and  Young  Children 


Total 
Pts. 
11 
14 
5 


Results 
E G P 
4 5 
7 7 
4 1 


Diagnosis 

Tonsillitis  and  U.R.l. 

Immunization  reactions 
Teething 
Teething  and 

immunization  reactions  3 2 1 

Otitis  media  4 3- 

Insomnia  (sedation)  11- 

Fever  of  unknown  origin  11- 
Totals  39  22  14 

® E— Excellent  B— Better 

G— Good  S— the  same 

P— Poor  W— Worse 


2 


Gompared 

with 

Aspirin 


B 

6 

9 


1 

3 

1 

1 

26 


S 

3 

4 


W 

9, 


9 4 


infection  and  an  immunization  reaction.  At  4 
hours,  his  temperature  had  dropped  to  lOOF;  at 
8 hours  it  was  normal,  as  were  those  of  all  other 
patients  in  the  study.  The  average  decline  in 
temperature  of  all  27  patients  with  initial  elevated 
readings  was  3 degrees  at  the  8-hour  reading. 

The  analgesic  effects  of  the  preparation  under 
study  appeared  to  be  equally  rapid,  according  to 
parent  reports.  On  the  basis  of  both  temperature 
declines  and  parent  reaction  to  efectiveness  of 
the  medication,  patient  response  was  adjudged 
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Excellent  in  56  per  cent  of  the  cases  under  study 
and  Good  in  36  per  cent  (Table  3).  Though  the 
preparation  was  actually  effectiv^e  in  all  cases,  it 
appeared  to  be  less  so  than  aspirin  for  four  pa- 
tients. In  one  of  these,  the  response  was  nonethe- 
less considered  sufficiently  effective  to  be  ad- 
judged Good.  In  the  other  three,  it  was  evaluated 
as  Poor. 

There  was  a single  case  of  gastrointestinal  up- 
set. The  child  with  the  initial  temperature  of 
I04F  vomited  the  first  administration  of  the  medi- 
cation. It  was  not  possible  to  determine  whether 
this  was  due  to  the  medication  or  to  the  condition 
for  which  it  was  prescribed. 

In  all  other  cases,  the  medication  was  adminis- 
tered without  difficulty  and  acceptance  was  un- 
eventful. 

comment 

Though  this  was  not  a controlled  study,  it  in- 
volved a routine  series  of  pediatric  patients  all 
of  whom  had  been  under  the  care  of  the  investi- 
gator virtually  from  birth.  On  the  basis  of  this 
familiarity  with  the  patients,  there  appeared  to  be 
little  question  that  choline  salicylate  possesses  the 
therapeutic  efficacy  of  the  salicylates,  acts  more 
rapidly  than  aspirin,  is  more  easily  administered, 
and  is  virtually  free  from  side  effects. 

Where  aspirin  customarily  brings  temperature 
into  normal  range  in  eight  hours  to  as  much  as  72 
hours,  in  this  study  choline  salicylate  brought  all 
temperatures  to  normal  within  eight  hours.  As 
every  pediatrician  knows,  where  infants  and 
young  children  are  concerned,  part  of  the  thera- 
peutic process  embraces  the  subjective  response 
of  parents.  Here,  too,  the  result  favored  the  new 
salicylate  preparation,  with  a substantial  number 
of  parents  enthusiastic  over  the  rapidity  of  re- 
sponse and  ease  of  administration. 

summary  and  conclusions 

1.  A new  salicylate  compound  in  liquid  form, 
choline  salicylate",  was  tested  clinically  among 
39  infants  and  young  children  for  antipyretic  and 

‘Supplied  as  Actasal  Pediatric  Drops  by  The  Purdue  Fred- 
erick Company,  New  York,  N.Y. 


analgesic  efficacy,  as  well  as  for  side  effects.  Pa- 
tients involved  ranged  in  age  from  4^2  months 
to  4 years  and  had  a variety  of  illnesses  accom- 
panied by  fever,  pain,  or  both. 

2.  The  preparation  reduced  to  normal  the 
temperatures  of  all  27  febrile  patients  in  less  than 
eight  hours,  with  an  average  decline  of  3 de- 
grees. All  but  one  of  the  27  was  in  normal  range 
within  four  hours  after  ingestion. 

3.  Based  on  its  antipyretic  action  and  on  parent 
reports  of  its  apparent  analgesic  effectiveness,  re- 
sponse to  the  medication  was  adjudged  Excellent 
or  Good  in  92  per  cent  of  the  patients.  The  re- 
sponse was  more  rapid  and  effective  among  two- 
thirds  of  the  patients  than  was  previously  ob- 
tained among  the  same  patients  with  aspirin;  it 
was  about  as  effective  in  23  per  cent,  and  less 
effective  in  10  per  cent. 

4.  The  only  side-effect  was  vomiting  in  one  pa- 
tient, though  it  could  not  be  determined  whether 
this  was  attributable  to  the  medication. 

5.  The  preparation  possesses  the  therapeutic  ef- 
fectiveness of  salicylates,  while  its  solubility  in 
water  and  lack  of  acidiW  appear  to  result  in  more 
rapid  absorption,  greater  ease  of  administration 
and  fewer  gastrointestinal  upsets  than  with  as- 
pirin. ■ 

1001  Broadway  (22) 
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ERRATUM.  In  the  article  on  a rapid  micro  bili- 
rubin test,  by  Small,  Wilterdink,  and  Shurtleff, 
page  39,  in  the  January  issue,  there  was  an  error 
in  one  of  the  items  under  Reagents  and  Equip- 
ment. Gorrect  statement  is: 

Sulfanilic  Acid  Solution  0.1%  in  1.5%  Hydro- 
chloric Acid. 
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Pulmonary  Physiology  m Clinical  Practice 


II.  Abnormalities  of  Ventilation 

WILLIAM  R.  PACE,  JR.,  M.D.  / C.  J.  MARTIN,M.D.  Seattle,  Washington 


The  preceding  article  of  this  series  introduced 
concepts  of  the  four  causes  for  pulmonary  in- 
sufficiency. These  are:  ( 1 ) abnormalities  of  vent- 
ilation (hypoventilation),  (2)  ventilation-per- 
fusion abnormalities,  (3)  membrane  permeabil- 
ity defects  (diffusion  impairment),  (4)  arterio- 
venous shunts.  The  present  discourse  will  be  con- 


From  The  Institute  of  Respiratory  Physiology,  Firland 
Sanatorium,  and  the  Cardio-Pulmonary  Laboratory,  Provi- 
dence Hospital,  Seattle. 


cerned  with  the  first  of  this  group,  which  is  most 
readily  accessible  to  study  by  clinical  methods. 

lung  volumes 

By  convention,  the  total  gas  content  of  the 
breathing  lungs  is  divided  into  four  distinct  di- 
visions which  do  not  overlap,  referred  to  as  vol- 
umes (Fig.  1).^  These  are  (1)  tidal  volume— that 
volume  of  gas  inspired  and  expired  with  each 
normal  breath;  (2)  inspiratory  reserve  volume— 
the  additional  amount  of  gas  which  can  be  in- 
spired, over  and  above  the  the  tidal  volume,  by 
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LUNG  VOLUMES  AND  CAPACITIES 


maximal  inspiration;  (3)  expiratory  reserve  vol- 
ume—that  gas  which  can  yet  be  expired  by  forced 
expiration  after  completion  of  a normal  expira- 
tion, and  (4)  residual  volume— that  gas  remain- 
ing in  the  lungs  at  the  end  of  forced  expiration. 

In  addition  to  these  divisions,  the  volume  of 
gas  in  the  lungs  is  also  discussed  in  terms  of 
four  subdi\'isions  called  capacities,  the  volumes 
of  which  do  overlap  each  other  and  the  lung  vol- 
umes referred  to  above.  These  are:  ( 1 ) total  lung 
capacity,  which  is  the  total  volume  of  the  lung 
at  maximal  inspiration  (and  which,  of  course, 
contains  all  four  lung  volumes);  (2)  vital  ca- 
pacity, the  maximal  amount  of  air  which  can  be 
expired  following  maximal  inspiration  ( and 
which  includes  the  inspiratory  reserve  \olume, 
tidal  volume,  and  expiratory  reserve  volume); 
(3)  inspiratory  capacity,  which  is  the  amount  of 
air  which  can  be  maximally  inspired  after  eom- 
pletion  of  normal  expiration  ( and  which  in- 
cludes tidal  and  inspiratorx'  volumes),  and  (4) 
the  functional  residual  capacity,  which  is  the  gas 
remaining  in  the  lungs  at  the  end  of  a normal 
expiration  (or  the  sum  of  the  expiratory  reser\e 
and  residual  volumes). 


A reduction  of  total  lung  capacity  is  produced 
by  restrictive  lung  disease.  For  clinical  purposes, 
measurement  of  vital  eapaeiU’  is  often  substituted 
for  that  of  total  lung  capaciU',  on  the  assumption 
that  the  vital  capaciU’  and  the  residual  volume 
are  usually  affected  to  a similar  degree  by  re- 
strictive lung  disease. 

Restrictive  defects  may  result  from  diseases 
that  deform  the  bony  thorax  or  limit  its  mobiliU’. 
These  include  kyphoscoliosis,  rheumatoid  spon- 
dylitis, abdominal  distension  (by  tumor,  ascites, 
or  ileus ) , or  splinting  because  of  pain  in  the  chest 
or  abdomen.  Diseases  in  which  a mass  replaces 
aerated  lung  ( pleural  effusion,  pneumothorax, 
atelectasis,  pneumonia,  or  neoplasm ) also  reduce 
lung  volumes.  Diseases  that  limit  the  distensibil- 
ity  of  the  lungs  by  pulmonary  fibrosis,  such  as 
occurs  in  the  pneumoconioses  (silicosis  and  as- 
bestosis),  the  collagen  diseases  (progressive  sys- 
temic sclerosis )“,  and  interstitial  fibrosing  pneu- 
monitis, may  produce  restrictive  defeets. 

\\'hen  measurements  indicate  reduced  lung 
volumes  in  a particular  patient  we  assume  re- 
strictive pulmonary  disease  to  be  present  if  (and 
this  is  sometimes  a big  IF)  we  can  be  certain 
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that  tlie  patient  was  cooperative  with  tlie 
testing  procedure  and  that  his  neuromuscular  ap- 
paratus is  intact. 

flow  rates 

Abnormally  low  flow  rates  indicate  obstructive 
airway  disease,  provided  the  patient  is  coopera- 
tive with  measurement  and  has  a normal  neuro- 
muscular-skeletal bellows  system.  Flow  rates 
determine  the  patient’s  maximal  ability  to  empty 
and  replenish  his  lung  volumes  and  thus  main- 
tain in  the  alveoli  a gas  mixture  having  a high 
O2  partial  pressure  and  low  COo  tension. 

Obstructive  airway  disease  occurs  in  broncho- 
spastic  crises  (asthma),  chronic  bronchitis,  tu- 
berculosis, the  pneumoconioses  (silicosis,  etc.), 
byssinosis,  and  flax  worker’s  malady.  “Emphy- 
sema” is  the  late  stage  of  obstructive  bronchopul- 
monary disease,  characterized  by  pathologic,  an- 
atomic changes. 

Because  of  the  pressure  relationships  within 
the  bronchial  airways  (Fig.  2),  expiratory  flow  is 
more  vulnerable  in  disease  states  than  is  inspira- 
tory flow.  For  this  reason  expiratory  flow  rates 
are  most  commonly  measured  clinically. 

The  simplest  such  test  is  the  patient’s  ability 
to  blow  out  an  ordinary  book  match  held  six 
inches  from  his  wide  open  mouth.  The  patient 
who  is  unable  to  pass  this  crude  test  will  very 
likely  be  found  suffering  from  far  advanced  ( and 
probably  irreversible ) obstructive  airway  dis- 
ease. Some  recent  attempts  have  been  made^ 
however,  to  correlate  this  test  with  other  stan- 
dardized flow  measurements  on  the  basis  of  de- 
termining the  greatest  distance  from  the  mouth 
at  which  the  match  can  be  extinguished. 

A frequently  used  clinical  measurement  of  flow 
rate  is  the  maximal  breathing  capacity  (MBC), 
also  referred  to  as  maximal  voluntary  ventilation 
(MVV)‘,  which  is  the  ma.ximal  amount  the  pa- 
tient can  ventilate  per  minute  by  voluntary  hyper- 
ventilation. 

Timed  vital  capacity  measurements  (TVC)“, 
and  measurement  of  the  flow  rate  during  mid- 
expiration ( maximal  mid-expiratory  flow  rate,  or 
MMEF)",  are  also  methods  in  current  clinical 
usage. 

Simpler  than  any  of  the  above,  from  the  stand- 
point of  equipment  and  technique,  is  measure- 
ment of  maximal  expiratory  flow  rate  (MEF) 
with  a simple  instrument  like  the  Puffmeter’  or 
the  Wright  Peak  Flow  Meter.®  This  method  pro- 
vides a readily  available  readout  answer  with- 
out necessity  of  lengthy  interpretations  of  trac- 


P > PRISSURE 


Fig.  2.  Pressure  relationships  in  obstructive  disease. 
Pi,  P2,  and  Pa  represent  pressures  at  three  different  points 
along  an  open  tube  system  through  which  gas  is  flowing. 
Direction  of  flow  always  proceeds  from  higher  to  lower 
pressure.  During  inspiration  the  pressure  difference  in  the 
conduits  is  produced  by  the  negative  intra-thoracic  pressure 
(Pi).  During  expiration  direction  of  flow  is  reversed  by  rise 
in  pressure  (decrease  in  negative  pressure)  at  Pi  which  is 
transmitted  to  the  intra-alveolar  pressure,  Ps.  (Because  of 
the  ability  of  the  alveolar  wall  to  accommodate  to  pressure 
differences  between  Pa  and  Pi  by  volume  changes,  intra- 
alveolar  and  intrathoracic  pressures  are  approximately 
equal  during  expiration). 

Pressures  on  the  outside  of  the  airways  (intrathoracic 
extraluminal  pressure,  and  probably  pressure  from  the 
alveoli  adjacent  to  the  outer  walls  of  the  bronchi  or  bron- 
chioles or  both)  becomes  greater  than  the  pressure  inside 
these  tubes  during  expiration,  tending  toward  collapse  and 
closure  at  points  where  the  anatomical  supporting  struc- 
ture is  not  firm  enough  to  resist  these  pressure  differences. 
This  is  the  most  probable  explanation  of  the  "check 
valve”  mechanism  occurring  in  obstructive  broncho- 
pulmonary disease. 

ings  produced  by  a recording  pen  and  kymograph 
apparatus. 

dead  space  ventilation 

The  effieieney  of  breathing  is  impaired  by  the 
ever-present  volume  of  used  air  in  the  airways 
which  precedes  fresh  air  into  the  alveoli,  ( Fig.  3 ). 
The  only  air  entering  the  alveoli  which  is  of  use 
to  the  body  economy  is  that  with  gas  concentra- 
tions different  from  the  mixture  of  gases  already 
present  in  the  alveoli.  Thus,  the  volume  of  dead 
spaee,  the  manner  of  its  use,  and  its  distribution 
in  the  lung,  affect  the  efficiency  of  ventilation." 
Dead  space  ventilation  is  equal  to  the  volume  of 
the  dead  space  times  the  respiratory  rate. 

The  volume  of  the  anatomical  dead  space  may 
be  estimated  as  a number  of  milliliters  equal  to 
the  ideal  body  weight  in  pounds.  It  can  be  meas- 
ured in  the  laboratory  by  monitoring  the  nitrogen 
content  of  a single  e.xpirate  following  a breath 
of  oxygen  and  simultaneously  recording  the  ex- 
pired volume  with  a pneumotaehygraph,  (Fig. 
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DEAD  SPACE  VENTILATION 


BEQNNING 

INSPIRATION 


Fig.  3.  A somewhat  over-simplified  representation  of  the 
relationship  of  deadspace  to  alveolar  ventilation.  At  end 
expiration  the  anatomic  deadspace  is  filled  with  "used” 
gas  from  the  alveoli,  which  during  the  following  inspira- 
tion is  returned  to  the  alveoli  ahead  of  the  inspired  fresh 
air.  Thus,  at  end  of  inspiration  the  mixture  of  alveolar 
gas  is  made  up  of  the  gas  which  was  already  in  the  alveoli 
at  end  expiration  plus  the  dead  space  gas  which  was  in 
the  airways  at  that  time  plus  the  fresh  air  inhaled  during 
inspiration,  minus  that  amount  of  air  remaining  in  the 
airways  (anatomic  deadspace). 


4).“  This  provides  a graphic  solution  of  the  Bohr 
equation  for  dead  space  volume,  a formula  using 
e.xpired  volume,  and  inspired,  expired,  and  alve- 
olar concentrations  of  any  gas. 

It  is  not  uncommon  for  patients  with  pleurisy, 
high  fever,  or  hysteria  to  have  rapid,  shallow  res- 
piration. In  these  circumstances  the  volume  of 
dead  space  ventilation  assumes  a much  larger 
proportion  of  the  total  gas  inspired  than  normally. 
Such  a patient  will  be  actually  hypoventilating 
(from  the  alveolar  ventilation  standpoint)  while 
appearing  to  hyperventilate. 

alveolar  ventilation 

Dead  space  ventilation  equals  the  volume  of 
the  dead  space  times  the  respiratory  rate  per 
minute.  Alveolar  ventilation  is  the  amount  of 
fresh  air  reaching  the  alveoli  for  gas  exchange 
during  one  minute  of  breathing.  Alveolar  ventila- 
tion is  equal  to  the  minute  ventilation  (total  vol- 
ume of  air  breathed  per  minute)  minus  dead 
space  ventilation.  The  resting  adult  should  have 
an  alveolar  ventilation  of  2.0  liters  or  more  per 
square  meter  of  body  surface  area  per  minute. 
Hypoventilation  exists  if  values  are  lower. 

Hypoventilation  occurs  in  morphine,  barbit- 
urate, and  certain  other  drug  intoxications.  Cen- 
tral nervous  system  damage  from  polio,  increased 
intracranial  pressure,  and  other  causes,  and  neur- 
omuscular disorders  such  as  periodic  paralysis 
and  myasthenia  gravis  may  be  associated  with 
decreased  alveolar  ventilation,  as  may  such  skel- 


etal conditions  as  multiple  fractures  and  flail 
chest.  Hypoventilation  may  result  when  the  work 
of  breathing  is  excessively  increased  in  certain 
lung  diseases,  including  advanced  emphysema. 
In  addition,  certain  idiopathic  hypoventilation 
states  (e.g.  Pickwickian  syndrome)  are  some- 
times observed. 

hyperventilation 

Since  hyperv'entilation  obviously  cannot  cause 
hypo.xia  or  CO2  retention,  it  is  never  a cause  of 
pulmonary  insufficiency . On  the  other  hand,  it 
is  a very  frequent  cause  of  disability  in  patients 
who  complain  of  respiratory  symptoms. 

Hyperventilation  may  result  from  those  meta- 
bolic states  with  increased  oxygen  utilization, 
such  as  fever  or  hyperthyroidism,  or  may  occur 
as  a compensatory  mechanism  in  patients  with 
membrane  permeability  defects  or  ventilation- 
perfusion  abnormalities.  It  is  most  frequently 
seen,  however,  associated  with  anxiety  and  emo- 
tional disturbance. 

In  the  hyperventilation  syndrome,  increased 
ah'eolar  ventilation  may  produce  respiratory  alka- 
losis with  accompanying  symptoms  which  may  in- 
clude “tightness”  or  pain  in  the  chest,  paresthe- 
sias, s\mcope,  and  even  carpo-pedal  spasm.  Such 
symptoms  are  obviously  frightening  to  the  pa- 
tient, and  result  in  further  hyperventilation  with 
greater  intensification  of  the  symptoms,  develop- 
ing a vicious  cycle,  which  may  only  be  broken  by 
apnea  from  the  hypocarbic  state,  or  even  un- 
consciousness. These  patients  frequently  present 
themselves  to  the  physician  with  complaints  of 
heart  pain,  shortness  of  breath,  and  other  symp- 


SINGLE  BREATH  DEAD  SPACE 


Fig.  4.  Determination  of  dead  space  from  a single  breath 
Na  curve  following  breath  of  O2. 
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toms  suggestive  of  organic  cardiorespiratory  dis- 
ease. 

The  ventilation  equivalent  for  oxygen  is  the 
number  of  liters  of  measured  ventilation  required 
for  each  100  ml.  of  O2  uptake,  and  is  normally 
2.2  to  2.8  L/lOO  ml.  This  value  is  elevated  by 
hyperventilation  from  any  cause  not  associated 
with  increased  oxygen  utilization. 

exercise  ventilation 

The  walking  ventilation  index  (WVI)“  relates 
exercise  ventilation  to  the  maximal  ability  to  ven- 
tilate, or  the  maximal  breathing  capacity,  and  is 
one  of  the  best  objective  measures  of  dyspnea 
and  pulmonary  disability  known  at  x^resent.  Un- 
less the  minute  ventilation  while  walking  two 
miles  an  hour  on  the  level  is  less  than  35  x>ercent 
of  the  MBC  the  patient  will  complain  of  short- 
ness of  breath.  (This  procedure  will  be  discussed 
further  in  a future  article. ) 
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Fig.  5.  Recording  of  continuous  measurement  of  N2  con- 
centration at  mouth  level  throughout  expiration  and  in- 
spiration while  breathing  100  per  cent  O2.  After  seven 
minutes,  normal  lungs  will  have  less  than  2.5  per  cent  N2 
remaining  in  expired  gas;  persistence  of  higher  N2  con- 
centration indicates  impairment  of  distribution  of  gas 
within  the  lungs. 


distribution  of  the  inspired  gas 

The  uneven  distribution^^  of  fresh  air  in  the 
lungs  can  be  measured  by  the  nitrogen  index  or 
the  nitrogen  washout,  ( Fig.  5 ) . If  some  area  of 
lung  is  poorly  distended  or  has  a partially  ob- 
structed airway,  it  will  hypoventilate,  and  while 
the  patient  is  breathing  oxygen  the  nitrogen 


SINGLE  BREATH  NITROGEN 


Fig.  6.  While  there  is  a gradual  rise  in  the  concentration 
of  N2  in  the  expired  gas  throughout  a single  exhalation 
(after  a breath  of  O2),  an  increase  exceeding  1.5  per  cent 
in  that  portion  of  the  curve  between  the  dotted  lines  in- 
dicates increased  non-uniform  distribution. 

concentration  in  this  unit  will  remain  rela- 
tively high.  The  nitrogen  washout  is  a 
measure  of  this  uneven  distribution  of 

inspired  gas.  After  breathing  100  percent  oxy- 
gen for  seven  minutes  the  subjeet  with  normal 
lungs  should  have  a nitrogen  concentration  of  less 
than  2.5  percent  of  the  gas  in  a forced  exhalation. 
A nitrogen  eoneentration  greater  than  this  indi- 
eates  the  jiresenee  of  poorly  ventilated  areas. 

The  nitrogen  index^^  is  a single  breath  test 
based  on  the  amount  of  inerease  oeeurring  in  the 
nitrogen  concentration  of  e.xjiired  gas  (as  instan- 
taneously measured  at  mouth  level ) between  two 
established  points  during  an  expiration  following 
a breath  of  oxygen,  (Fig.  6).  The  two 
Xioints  are,  ( 1 ) after  exhalation  of  the  first 
750  ml,  and  (2)  after  exhalation  of  the 
next  500  ml.  In  healthy  young  adult  sub- 
jeets  the  No  concentration  does  not  inerease 
more  than  1.5  per  cent  during  exhalation 
of  this  500  ml  of  alveolar  gas.  While  this  test  is 
simpler  to  f)erform  than  a eomplete  N2  washout, 
it  underestimates  the  amount  of  non-uniformity 
of  gas  distribution  in  the  lung.“ 

mechanics  of  ventilation 

All  measurements  deseribed  above  depend  up- 
on two  basie  properties:  the  compliance  of  the 
individual  respiratory  unit  and  the  conductance, 
or  the  pateney  of  the  tubes  leading  to  it. 

Compliance  or  distensibility  (the  reeijoroeal  of 
elastance ) is  a measure  of  the  ease  of  filling  the 
resiDirator)  unit.  The  volume  of  air  entering  a 
respiratory  unit  is  determined  by  the  comf)lianee 
times  the  change  in  filling  pressure  whieh  is  ap- 
plied. For  example,  if  increasing  the  jiressure  at 
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WORK  OF  BREATHING 

(PRESSURE  VOLUME  CURVE) 


> 


Fig.  7.  Heavy  black  line  is  graph  of  the  intrathoracic  pres- 
sures (usually  measured  with  an  intra-esophageal  balloon) 
plotted  against  lung  volume  during  filling  (inspiration) 
and  emptying  (expiration).  Area  shaded  with  horizontal 
lines  represents  work  done  against  elastic  forces  during 
inspiration.  Non-elastic  work  during  inspiration  is  rep- 
resented by  the  area  marked  with  widely  spaced  vertical 
lines.  Work  of  expiration  is  indicated  by  the  diagonally 
cross-hatched  area. 

mouth  level  an  amount  equal  to  5 cm.  of  water 
(or,  as  is  normally  the  case,  reducing  the  intra- 
thoracic pressure  to  minus  5 cm.  of  water)  pro- 
duces an  inspiration  which  ads  one  liter  to  the 
pre-inspiratory  lung  volume,  the  compliance  is 
said  to  be  200  ml  per  cm.  of  water  pressure. 

The  reciprocal  of  resistance  to  air  flow  in  the 
airways  is  described  as  conductance  and  is  de- 
fined as  the  change  in  the  flow  rate  for  each  cm. 
of  water  pressure  difference  between  the  two 
ends  of  the  tube  through  which  the  flow  occurs. 
For  example,  with  pressure  in  the  aveoli  5 cm. 
of  water  greater  than  pressure  at  mouth  level 
during  expiration  at  an  instant  when  expiratory 
flow  rate  was  measured  at  50  liters  per  minute, 
one  would  say  the  conductance  was  10  liters  per 
minute  per  cm.  of  water.  Therefore  it  follows  that 
the  maximal  expiratory  flow,  as  well  as  the  rest- 
ing flow  rate,  depends  upon  the  conductance  of 
the  unit  and  the  pressure  applied. 

Compliance  of  a respiratory  unit  and  its  con- 
ductance or  resistance  to  air  flow  determine  the 
effort  required  to  fill  or  empty  the  unit,  or,  the 
work  of  breathing.  This  may  be  measured  by 
plotting  the  changing  intrathoracic  pressure 
against  the  changing  lung  volume  through  inspi- 
ration and  e.xpiration,  (Fig.  7).  Increased  work  of 


breathing  can  be  well  correlated  with  the  symp- 
tom dyspnea,  which  some  authors  believe  to  be 
its  subjective  sensation. 

summary 

We  have  attempted  in  this  chapter  to  organize 
and  explain  the  factors  in  ventilation,  the  first  of 
the  four  levels  of  pulmonary  function  at  which 
abnormalities  may  occur.  This  discussion  has  in- 
cluded consideration  of  lung  volumes,  ventila- 
tory flow  rates,  dead  space,  alveolar  and  exereise 
ventilation,  distribution  of  gases  within  the  lung, 
and  mechanics  of  the  bellows  system.  Certain  dis- 
orders which  may  affect  these  factors  have  been 
mentioned. 

The  next  article  of  this  series  will  deal  with  the 
three  remaining  causes  of  pulmonary  insuffici- 
ency, and  will  discuss  ventilation-perfusion  ab- 
normalities, membrane  permeability  (diffusion) 
defects,  and  arterio-venous  shunts.  ■ 

951  Medical-Dental  Building  (1)  (Dr.  Pace) 
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The  first  taste  of  its  tangy,  real  tomato 
flavor  makes  your  mouth  water  and 
gives  you  a pleasant  feeling  of  warmth. 

For  this  reason,  Tomato  Soup  or  any 
of  Campbell’s  other  soups,  for  that  mat- 
ter, are  one  of  the  best  ways  possible 
for  you  or  your  patients  to  start  a meal.  They’re  also  one  of 
the  best  ways  you  can  find  to  get  a patient  to  follow  a diet. 
Tomato  Soup  and  Tomato  Rice  Soup,  for  instance,  are 
temptations  most  patients  can’t  resist.  And,  as  you  know, 
if  you  can  help  to  stimulate  a patient’s  appetite  and  have 
him  enjoy  what  he  should  eat,  he’ll  be  more  likely  to  stick 
to  the  diet  prescribed. 

In  planning  diets,  you’ll  find  Campbell’s  soups  suitable 
for  almost  every  one  of  your  special-diet  patients  — high 
protein,  low  residue,  high  or  low  calorie.  In  low-fat  diets, 
for  example,  you  can  choose  between  Tomato  Soup  (with 


approximately  1.6  gm.  fat  per  7 oz.  serving).  Tomato 
Rice  (1.9  gm.  fat),  or  Chicken  Gumbo  (1.0  gm.  fat).  All 
these  soups  contain  generous  amounts  of  Campbell’s 
tomatoes  like  those  you  see  in  our  picture. 

All  the  ingredients  in  our  soups  are  of  fine  quality, 
and  all  are  carefully  processed,  carefully  blended.  This 
is  why  Campbell’s  soups  are  naturally  good. 

What’s  even  more  important,  you  or  your  patients  get  a 
variety  of  essential  nutrients  from  Campbell’s  soups.  If 
you’d  be  interested  to  learn  how  good  they  are  nutrition- 
ally, write  us  today  for  your  copy  of  the  new  

series  of  analyses  of  our  products— Campbell 
Soup  Company,  Dept.  67,  Camden,  N.  J. 

Recommend  Campbell’s  soups  to  your  pa- 
tients . . . and,  of  course,  enjoy  them  yourself. 

There’s  a soup  for  almost  every  patient  and 
diet,  for  every  meal. 
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EXECUTIVE  SECRETARY  Mr.  Roscoe  Miller,  Portland 
annual  meeting,  September  25-28,  1963,  Portland 


Board  oj  Trustees  Spends  Another  Busy  Saturday 


The  composition  of  the  Society’s  headquarters  of- 
fice staff,  the  medical  aid  programs  of  the  State  Pub- 
lic Welfare  Commission,  the  status  of  Oregon  Phy- 
sician’s Service  and  the  Society’s  sponsorship  of  a 
State  Congress  on  Mental  Illness  and  Health  claimed 
the  major  attention  of  the  Board  of  Trustees  of  the 
Oregon  State  Medical  Society  at  its  afternoon  meeting 
on  Saturday,  January  5.  The  meeting  was  preceded 
by  a morning-long  meeting  of  the  Executive  Com- 
mittee of  the  Board  at  which  time  the  annual  budget 
and  other  matters  relating  to  the  Society’s  adminis- 
trative affairs  were  considered. 

Upon  the  recommendation  of  the  Executive  Com- 
mittee, the  Board  of  Trustees  adopted  the  budget 
for  1963  and  a proposal  that  the  Society  reorganize 
its  executive  staff  to  create  the  position  of  Director 
of  Public  Relations,  Legislative  and  Educational  Ac- 
tivities and  Field  Service,  to  hold  the  title  of  Associate 
Executive  Secretary.  The  proposal  included  the  rec- 
ommendation that  the  person  employed  as  Associate 
Executive  Secretary  should  work  with  and  under  the 
direction  of  the.  Executive  Secretary  and  report  to 
the  Executive  Committee  of  the  Board. 

The  Board  also  adopted  a recommendation  of  the 
C.’ommittee  on  Prepaid  Medicine  that  the  resolution 
presented  to  the  Board  at  its  December  8th  meeting 
proposing  that  the  Society  evaluate  its  sponsorship  of 
Oregon  Physicians’  Service  in  the  light  of  the  progress 
which  it  has  made  toward  meeting  its  objective  be 
not  adopted.  A second  recommendation  of  the  Com- 
mittee on  Prepaid  Medicine  that  periodic  evalua- 
tions of  Oregon  Physicians’  Service  be  continued  by 
the  (Committee  and  that  data  and  information  re- 
garding its  status  be  reported  to  the  membership 
was  likewise  adopted. 

Alfred  C].  Hutchinson,  Cihairman  of  the  Committee 
on  Prepaid  .Medicine,  in  his  report  to  the  Board,  in- 


cluded a comprehensive  review  of  the  current  status 
of  Oregon  Physicians’  Service  affairs  and  an  evalua- 
tion of  the  progress  which  has  been  made  during  the 
past  three  years.  The  report  also  contained  numerous 
recommendations  of  the  Committee  which  it  be- 
lieved would  foster  continued  improvement.  One  of 
the  major  recommendations  proposed  that  the  By- 
laws of  the  Corporation  be  amended  to  provide  for 
more  direct  participation,  on  the  part  of  participating 
physicians,  in  the  election  of  Trustees. 

A resolution  directing  the  Society’s  Committee  on 
Charitable  Medical  Care  to  investigate  the  budget 
of  the  State  Public  Welfare  Commission  for  its  medi- 
cal aid  program  during  the  next  biennium  was  in- 
troduced by  James  H.  Seacat.  The  resolution  pointed 
out  that  Governor  Hatfield’s  budget  for  the  Public 
Assistance  programs  provided  for  only  an  insignifi- 
cant increase  in  the  funds  available  for  physicians’ 
services  which  did  not  take  into  account  the  proba- 
bility that  an  increased  case  load  may  develop.  In 
addition  to  registering  a protest  against  the  budge- 
tary allotments,  which  was  determined  without  con- 
sultation with  official  representatives  of  the  Society, 
the  resolution  proposed  that  the  entire  problem  of 
utilization  of  physicians’  services  be  closely  studied. 
It  also  suggested  that  the  return  to  prior  authorization 
be  considered. 

The  Committee  on  Charitable  Medical  Care  had 
already  established  Saturday,  January  26,  as  the 
date  for  its  meeting  to  consider  the  resolution  as  well 
as  other  matters  relating  to  the  Public  Welfare  and 
Medical  Assistance  for  the  Aged  programs. 

Kenneth  D.  Caver,  Chairman  of  the  Committee  on 
Mental  Health,  requested  approval  of  the  Board  of 
Trustees  for  Society  sponsorship  of  an  Oregon  Con- 
gress on  Mental  Illness  and  Health  to  be  conducted 

continued  on  page  134 
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IMEOSORB® 

peptic  ulcer  management 
without  acid  rebound 


economical  to  use  • less  constipation 


Each  Tablet  contains 

Aluminum  Hydroxide  Gel  (Dried) 
4 grs.  (0.26  gram) 

Magnesium  Trisilicate 

7 grs.  (0.45  gram) 

Methylcellulose  (mucin-like 
colloid)  1 gr.  (0.065  gram) 


Dosage:  2 tablets  every  2 to  4 
hours.  Tablets  to  be  chewed  and 
swallowed  with  minimum  amount 
of  fluids.  1 tablespoonful  of  liquid 
neosorb  equivalent  to  2 neosorb 
tablets.  Supplied  in  sizes  100,  500 
and  1,000  tablets.  Liquid  in  quarts 
and  pints. 


tablet 
or  liquid 


Prescribe  NEOSORB®  with  confidence 


Haack  Laboratories,  Inc.,  Portland  1,  Oregon 
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in  cooperation  u itli  the  Oregon  Academy  of  General 
Practice  and  other  official  and  voluntaiy  agencies 
and  organizations  interested  in  the  field  of  mental 
health.  Dr.  Gaver  also  presented  a recommendation 
of  the  Committee  on  Mental  Health  that  the  SocieU* 
underwrite  the  cost  of  the  Congress  but  that  the  Com- 
mittee be  authorized  to  obtain  additional  financial 
assistance  through  a registration  fee  and  contributions 
from  firms  and  organizations  interested  in  the  field. 

The  Board  of  Trustees  approved  the  Committee’s 
recommendation  that  the  Society  sponsor  the  Con- 
gress on  a cooperative  basis  as  recommended  by  the 
Committee  but  asked  that  a budget  for  the  Congress 
be  presented  at  the  Board’s  meeting  on  Saturday, 
Februan.-  2. 

The  Board  of  Trustees  also  voted  to  submit  the 
names  of  Jon  Straumfjord  of  Astoria,  Raymond  M. 
Reichle  of  Portland  and  William  J.  P\  rch  of  Oregon 
Cit\'  to  Governor  Hatfield  for  his  consideration  in 
making  an  appointment  to  the  Oregon  State  Board 
of  Medical  Examiners  for  a five-year  term  beginning 
Februaiy  28,  1963.  Dr.  Straumfjord,  who  is  the  in- 
cumbent, was  appointed  to  the  Board  in  July  of  19-58 
to  fill  the  vacancN"  created  b\'  the  untimely  death  of 
Wilmot  C.  Foster  of  Portland. 

.Among  the  other  actions  at  its  Januar}'  5th  meeting 
the  Board  of  Trustees: 

1.  N oted  to  accept  the  offer  of  the  Mead- Johnson 
Laboratories  to  offer  an  award  of  S200  to  the  phy- 
sician entering  the  best  scientific  exhibit  at  an  annual 
meeting  of  the  SocieW. 

2.  N oted  to  refer  to  the  component  medical  soci- 
eties in  Clackamas,  Multnomah  and  NVashington 
Counties  a request  from  Mr.  Harr\  Palmer,  Director 
of  the  Hospital  Survey  and  Construction  Section  of 
the  Oregon  State  Board  of  Health,  that  the  SocieW 
endorse  a request  being  made  by  a Portland  Metro- 
politan Hospital  Planning  Council  for  federal  funds 
to  finance  its  activities  for  a three-year  period  be- 
ginning July  1,  196.3. 

The  Board  of  Trustees  also  heard  a report  from 
the  Committee  on  Medical  Education  regarding  a 
questionnaire  to  be  sent  to  all  physicians  in  Oregon 
to  obtain  information  regarding  the  profession’s  de- 
sires for  postgraduate  medical  education  and  the 
quality  of  the  referral  service  rendered  to  the  phy- 
sicians of  the  State  by  the  L'niversiR-  of  Oregon 
Medical  School  and  Doernbecher  Hospital.  The  re- 
port, which  was  presented  by  Herman  Dickel, 
Chairman  of  the  Committee  stated  that  the  question- 
naire had  been  developed  jointly  by  the  Committee 
on  .NIedical  Education  of  the  SocieR’  and  the  Liaison 
Committee  from  the  facultx'  of  the  L’niversity  of 
Oregon  .NIedical  School.  The  questionnaire  is  to  be 
mailed  with  two  accompanying  letters  e.xplaining  the 
puq)oses  of  the  questionnaire  and  urging  full  cooper- 
ation from  physicians.  The  first  letter  will  be  over 
the  signatures  of  David  NN’.  E.  Baird,  Dean  of  the 
School,  and  Melvin  NN'.  Breese,  President  of  the  So- 


ciety. The  second  letter  is  to  be  signed  b\  Dr.  Dickel 
and  Charles  X.  Holman,  .Associate  Dean. 


Prompt  Completion  and  Mailing 
of  Death  Certificates  Requested 

Xote:  Some  physicians  have  followed  the  practice 
of  delaying  the  signing  and  mailing  of  death  certifi- 
cates until  an  accurate  cause  of  death  has  been  estab- 
lished. This  delay,  on  occasion,  has  placed  sur\ivors 
at  a disadvantage  in  determining  personal  and  prop- 
ert>  rights.  The  Oregon  State  Board  of  Health  calls 
this  fact  to  the  attention  of  the  physicians  of  the 
State  and  suggests  that  when  the  actual  cause  of 
death  is  in  question  the  probable  cause  be  entered 
and  the  certificate  mailed  within  the  three-day  per- 
iod. Should  there  be  a change,  the  Board  will  accept 
an  amended  report.  The  following  text,  prepared  by 
the  State  Board  of  Health,  discusses  this  subject  in 
gi  eater  detail. 

The  vital  statistics  section  of  the  Oregon 
State  Board  of  Health  reminds  all  physi- 
cians that  their  prompt  attention  and  co- 
operation is  requested  in  certifying  and  sign- 
ing the  medical  certification  of  the  death 
certificate. 

The  law  provides  that  the  funeral  director 
must  file  the  completed  certificate  within 
three  days  after  death.  Obviously  this  can- 
not be  accomplished  until  the  signature  of 
the  attending  physician  has  been  obtained. 
This  means  that  in  most  cases  the  certificate 
must  be  signed  based  on  information  and 
medical  records  available  at  the  time  of 
death  and  without  waiting  for  results  of  post 
mortem  examination.  While  the  Board  is 
vitally  interested  in  obtaining  accurate  sta- 
tistics, it  must  be  remembered  that  these 
records  serx'e  as  a basis  for  establishing  nu- 
merous personal  and  property  rights  of  sur- 
vivors. Delays  in  filing  the  certificate  can. 
and  do,  result  in  loss  and  serious  inconve- 
nience to  the  parties  involved. 

Should  post  mortem  examination  result  in 
significant  changes  in  the  diagnosis  reported 
on  the  death  certificate,  it  is  recommended 
and  hoped  that  the  attending  physician  will 
make  a supplemental  report  to  the  Board 
amending  the  record.  At  the  time  of  signing 
the  death  certificate  the  certifying  physician 
may  wish  to  qualify  his  report  with  an  indi- 
cation that  more  specific  data  wiU  be  avail- 
able from  autopsy.  For  example,  a state- 
ment such  as  “Probable  coronary  throm- 
bosis— pending  autopsy  results,”  is  quite 
acceptable.  Under  these  conditions,  the  vital 
statistics  office  will  initiate  a query  to  the 
physician  at  a somewhat  later  date  asking 
if  he  wishes  to  supplement  or  amend  the 
original  statement  as  to  cause  of  death.  The 
vital  statistics  section  of  the  Board  of  Health 
will  be  happy  to  answer  any  questions  re- 
garding these  procedures. 
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Roberts  is  new  chief  at  Morningside 

Albert  G.  Roberts,  formerly  a member  of  the 
staff  at  Morningside  Hospital,  has  returned  to 
Portland  from  Middletown,  Connecticut,  to  become 
Morningside’s  medical  director.  He  replaces  James 

F.  Carlin,  who  goes  to 
Gorgas  Hospital,  Canal 
Zone. 

Dr.  Roberts  received 
his  medical  degree  from 
the  Welsh  National 
School  of  Medicine,  at 
Cardiff,  Wales,  in  1953. 
He  holds  a degree  in 
anthropology  also  and 
is  concerned  with  socio- 
anthropologic  aspects  of 
psychiatry.  He  came  to 
this  country  in  1957 
and  has  served  in  vari- 
ous capacities  in  psychi- 
atric hospitals  in  Petersburg,  Virginia,  as  well  as 
in  Middletown  and  Portland.  He  is  a member  of  a 
number  of  professional  societies,  in  this  country  and 
in  England. 


Lane  County  Society 

January  meeting  of  the  Lane  County  Medical 
Society  was  held  in  the  Village  Green  Room  of  the 
Eugene  Hotel,  Tuesday,  January  8.  The  program 
was  devoted  to  various  aspects  of  mental  health. 
Speakers  were  from  the  Oregon  State  Hospital  and 
University  of  Oregon  Medical  School. 

Conference  on  chest  diseases  to  be  held  at  the 
Village  Green  Motel,  Cottage  Grove,  Eebruary  22- 
23,  was  announced. 


OBITUARIES 

DR.  JOHN  jERC;uN  GHABOw,  50,  died  at  Suilierlin  of 
acute  myocarditis  and  diabetes,  September  11.  He 
was  a 1938  graduate  of  Creighton  University  School 
of  Medicine,  Omaha,  and  had  practiced  in  Sutherlin 
for  17  years. 

DR.  GUY  MOUNT,  foutider  and  operator  of  Oregon 
City  Hospital,  died  October  13,  of  arteriosclerotic 
heart  disease  and  diabetes.  He  was  80.  He  was 
born  in  Silverton,  October  26,  1881,  and  graduated 
from  the  University  of  Oregon  before  entering 
medical  school.  He  received  his  medical  degree  from 
Columbia  University  College  of  Physicians  and 
Surgeons  in  1911  and  opened  his  practice  in  Oregon 
City  with  his  brother,  the  late  Hugh  S.  Mount, 
in  1912. 

DR.  ERIC  p.  QUAiN,  92,  died  of  chronic  pyelonephritis, 
arteriosclerotic  heart  disease,  and  chronic  pancre- 
atitis, September  11,  at  Salem  Memorial  Hospital. 
Pie  obtained  his  medical  degree  in  1898  from  Uni- 
versity of  Minnesota  Medical  School,  Minneapolis, 
and  had  been  in  residence  in  Salem  since  1950. 

DR.  CHARLES  KELSEY  TODD,  60,  of  Roscburg,  died 
November  5.  He  obtained  his  medical  degree  in 
1928,  from  Stritch  School  of  Medicine  of  Loyola 
University,  Chicago.  He  had  been  a staff  member  of 
the  Veterans  Administration  Hospital  at  Roseburg 
for  six  years. 

DR.  HAROLD  PATRICK  o’neill,  43,  of  Albany,  teas 
killed  in  an  automobile  accident  near  Albany,  Janu- 
ary 12.  He  had  practiced  in  Albany  since  1951. 
Dr.  O’Neill  was  a bomber  pilot  during  World  War 
11  and  took  his  medical  training  at  the  University 
of  Minnesota  Medical  School  after  the  war.  He 
graduated  in  1950. 


.ALBERT  G.  ROBERTS,  M.D. 


To  pay  for  their  medical  education,  thousands  of  students,  interns  and  residents 
are  applying  for  bank  loans  guaranteed  by  the  AMA-ERF  student  loan  program.  Your 
donation  to  AMA-ERF’s  Loan  Guarantee  Fund  can  help  provide  top  quality  medical 
care  for  America’s  future  generations.  Mail  your  contribution  to  535  North  Dearborn 
Street,  Chicago  10,  Illinois. 
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WASHINGTON 


Washington  State  Medical  Association  — 1309  seventh  avenue,  Seattle  1, Washington 

PRESIDENT  Dean  K.  Crystal,  M.D.,  Seattle 

SECRETARY  W UbuT  E.  Watson,  M.D.,  Seattle 

EXEcuTi\'E  SECRETARY  Mr.  R.  W.  Neill,  Seattle 
annual  meeting  September  15-18,  1963,  Seattle 


New  series  on  respiratory  diseases 

First  of  what  is  expected  to  be  a series  of  annual 
s\  mposia  on  respirator}-  diseases  will  be  held  in  the 
Health  Sciences  Auditorium,  University  of  W'ash- 
ington  School  of  Medicine,  Seattle,  Februar\-  28- 
March  1.  The  program  will  be  sponsored  by  the 
Antituberculosis  League  of  King  Count}-,  Firland 
Sanatorium,  M’ashington  Thoracic  Society,  and 
M’ashington  Tuberculosis  Association. 


RICHARD  H.  OVERHOLT,  M.D.  ROGER  S.  MITCHELL,  M.D. 


Guest  speakers  are  Benjamin  Felson,  Professor 
and  Director,  Department  of  Radiolog}-,  Universit}- 
of  Cincinnati;  Giles  F.  Filley,  Clinical  Physiologist, 
M'ebb-Waring  Institute  for  Medical  Research,  Den- 
ver; Roger  S.  Mitchell,  Director,  M'ebb-Waring 
Institute;  Richard  H.  Overholt,  Overholt  Thoracic 
Clinic,  Boston;  and  James  \V.  Raleigh,  Medical 
Director,  American  Thoracic  Society,  New  York. 


GILES  F.  FILLEY,  M.D.  BENJAMIN  FELSON,  M.D. 


PROGRAM 


THIRSDAY,  FEBRUARY  28 

9;  00  Recent  Development  in  Sputum  Collection 
and  Processing  Roger  S.  Mitchell  Jr.,  M.D. 
9:20  Sputum  Cytology  N.  Karle  Mottet,  M.D. 
9:40  Biopsy  and  Bronchographic  Technics 

Richard  H.  Overholt,  M.D. 

10:10  Practical  Approach  to  Interpretation  of 
Chest  X-rays  Benjamin  Felson,  M.D. 

10:50  Intermission 

11:05  Angiographic  Demonstration  of  Cardiopul- 
monary and  Mediastinal  Lesions 

Melvin  M.  Figley,  M.D. 
11:45  Panel  Di.scussion  David  Perry,  M.D., 

Moderator 


1:30  Pulmonai}-  Fibrosis,  including  Asbestosis, 
Sarcoidosis,  Farmer’s  Lung,  Thesaurosis 

Roger  S.  Mitchell,  M.D. 

2:00  Pulmonar}-  Fibrosis,  Physiologic  Disturb- 
ances and  Therapy  Giles  F.  Filley,  M.D. 

2:30  Getting  More  Information  from  Chest  X-rays 

Benjamin  Felson,  M.D. 

3:15  Intermission 

3:30  Current  Diagnosis  and  Therap}-  of  Carcinoma 
of  the  Lung  Richard  H.  Overholt,  M.D. 

4:15  Panel  Discussion  Waldo  O.  Mills,  M .D., 

Moderator 

FRIDAY,  MARCH  1 

9:10  Asthma;  an  Approach  to  Medical  Manage- 
ment Paul  P.  Van  Arsdel  Jr.,  M.D. 

continued  on  page  142 
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in  alcoholism:  vitamins  are  therapy 


A full  "comeback"  for  the  alcoholic  is  partly  de- 
1 pendent  on  nutritional  balance ...  aided  by  therapeutic 
1 allowances  of  B and  C vitamins.  Typically,  the  alcoholic 
1'  patient  is  seriously  undernourished... from  long-standing 
dietary  inadequacy,  from  depletion  of  basic  reserves  of 
I water-soluble  vitamins.  Supplied  in  decorative  "reminder" 

: jars  of  30  and  100. 

LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 

STRESSCAPS 

Stress  Formula  Vitamins  Lederle 
ii 


Each  capsule  contains: 

Vitamin  B,  (Thiamine  Mononitrate) 

10  mg. 

Vitamin  Bj  (Riboflavin) 

10  mg. 

Niacinamide 

100  mg. 

Vitamin  C (Ascorbic  Acid) 

300  mg. 

Vitamin  Bg  (Pyridoxine  HCI) 

2 mg. 

Vitamin  B,^  Crystalline 

4 mcgm. 

Calcium  Pantothenate 

20  mg. 

Recommended  intake:  Adults,  1 capsule  daily, 
or  as  directed  by  physician,  for  the  treatment 
of  vitamin  deficiencies. 


THE 


lovejoy  RehABilitAtion  hospitAl 

(Physician  Referrals  Only) 


The  latest  rehabilitation  hospital 
in  the  Northwest  for  complete 
physical,  occupational  and 
speech  therapy 

REGISTERED  BY 

AMERICAN  HOSPITAL  ASSOCIATION 

MEMBER  OF  NATIONAL  REHABILITATION 
ASSOCIATION 

52  Beds 

Complete  In  and  Out-Patient  Service 


933  N.W.  25th  Ave.  Portland  10,  Ore.  CA  6-4946 

BROCHURE  ON  REOUEST 


Leona  Mendelson,  R.N. 
Mr.  Albert  A.  Mendelson 
Owners 


ULTRA  SOUND  and  PARALLEL  BARS 

RADIANT  HEAT  TREATMENT 


SHOULDER 

WHEEL 


REHABILITATION  ROOM 

PROFESSIONAL  THERAPY 
FOR  CERVICAL  TRACTION 

PARAFFINE  BATH 


MEDICAL  TREATMENT  FOR  ALCOHOLISM 


A member  of  the  American  Hospital  Association  and  ap- 
proved by  the  American  Medical  Association.  Devoted 
exclusively  to  providing  medical  and  psychiatric  care  for 
alcoholics  and  medical  research  in  the  field  of  alcoholism. 


7106  35th  AVE.,  S.W.  • SEATTLE  6,  WASHINGTON  • WEst  2-7232 
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the  finest 
parenteral 
system 


CMil  -A2N166D 


THE 

DIFFERENCE 

IS 

MEDICAL 

ENGINEERING 


Yes,  there  is  a difference.  The  glass  container  and  administration  set, 
pictured  above,  have  no  value  until  they  are  connected  to  each  other 
and  to  a patient’s  vein.  They  are  also  valueless  if  they  do  not  form  a 
simple  and  safe  method  of  transporting  parenteral  solutions  into  that 
patient's  vein.  This  is  where  medical  engineering  comes  in. 


Medical  engineering  recognizes  that  simplicity  of  operation  reduces 
the  possibility  of  error  at  your  patient’s  bedside,  and,  therefore,  makes 
simplicity  one  of  its  chief  goals.  MerMcal  engineering  gives  you  Safety 
Through  Simplicity. 


Don  Baxter,  Inc.,  Glendale,  California 


Solution 


/irnthi' 


Vv  A 

■Mil'  '%  ' 'M 

% :^i 

ril 

m 

For  peptic  ulcer 
gastric  hyperacidity 
and  gastritis... 

In  year-long  study  on 
peptic-ulcer  patients 

New 

Creamaliir 

Antacid  Tablets 


“Clinical  studies  in  85  patients  with  duodenal  ulcer 
’...confirmed  the  superiority  of  the  new  preparation 
[new  Creamalin]  over  standard  aluminum  hydroxide 
preparations,  in  that  prompt  relief  was  achieved  and 
maintained  throughout  the  period  of  observation.”* 

Patients  were  followed  for  about  one  year. 

New  Creamalin  promotes  ulcer  healing,  permits  less 
frequent  feedings  because  it  is  so  long-acting.  Heart- 
burn and  epigastric  distress  were  “. . . easily  and 

adequately  controlled ”*  New  Creamalin  has  the 

therapeutic  advantage  of  a liquid  antacid  with  the 
convenience  of  a palatable  tablet.  It  does_mt  cause 
constipation. 

Each  new  Creamalin  tablet  contains  320  mg.  of  spe- 
cially processed  highly  reactive  dried  aluminum  gel 
(stabilized  with  hexitol)  with  75  mg.  of  magnesium 
hydroxide.  Minute  particles  offer  a vastly  increased 
surface  area. 


. . faster  in  onset 
of  action . . . and  for 
a longer  period”* 


Dosage:  Gastric  hyperacidity— from  2 to  4 tablets  as  needed. 
Peptic  ulcer  or  gastritis— from  2 to  4 tablets  every  two  to  four 
hours.  How  Supplied:  Bottles  of  50, 100,  200  and  1000. 

Now  also  available— New  Creamalin  Improved  Formula  Liquid. 
Pleasant  mint  flavor  — creamy  pink  color.  Stabilized  reactive 
aluminum  and  magnesium  hydroxide  gel  (1  teaspoon  equals 
1 tablet).  Bottles  of  8 and  16  fl.  oz. 

Creamalin,  trademark  reg.  U.  S.  Pat.  Off. 

*Schwartz,  I.  R.: 

Current  Therap.  Res.  3:29,  Feb.,  1961. 
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continued  front  page  136 

9:30  Asthma,  Surgical  Treatment 

Richard  H.  Overholt,  M.D. 
10:00  Pathogenesis  of  Chronic  Bronchitis  and 
Emph\’sema;  Early  Diagnosis  and  Screen 
Tests  James  W.  Raleigh,  M.D. 


JAMES  W.  RALEIGH,  M.D. 


10:30  Intermission 

10:45  Inhalation  Therapy;  Use  and  Misuse  in 
Office  and  Hospital  Practice 

Giles  F.  Filleij,  M.D. 
11:30  Treatment  of  Respiratory  Acidosis  and  Pul- 
monary Insufficiency 

Theodore  N.  Finley,  M.D. 
12:00  Panel  Discussion  Edward  H.  Morgan,  M.D. , 

Moderator 


2:00  Treatment  of  Tuberculosis,  Current  Drug 
Therapy  James  W.  Raleigh,  M.D. 

2:30  Chemoprophylaxis  and  Outpatient  Manage- 
ment of  Tuberculosis  (Daniel  W.  Zahn 
Memorial  Lecture)  Roger  S.  Mitchell,  M.D. 

3:00  Viral  Respiratory  Infections,  Recognition  and 
Treatment  J.  Thomas  Grayston,  M.D. 

3:20  Intermission 

3:35  Immunization  in  Viral  Respiratory  Infec- 
tions; Influenza,  Adenoviruses,  Eaton  Agent, 
Rubella,  Rubeola,  Varicella 

E.  Russell  Alexander,  M.D. 

4:00  Treatment  of  Bacterial  Respiratory  In- 
fections William  M.  M.  Kirby,  M.D. 

4:30  Panel  Discussion  Robert  G.Petersdorf,  M.D. 

Moderator 

Bucove  heads  international  organization 

Bernard  Bucove,  director,  Washington  State  De- 
partment of  Health,  has  been  elected  to  fill  the  of- 
fice of  the  presidency  of  the  State  and  Provincial 
Health  Authorities  of  North  America,  it  was  an- 
nounced recently.  Dr.  Bucove,  recently  elected  vice- 
president  of  the  organization,  automatically  succeeds 
D.  G.  Gill,  of  Alabama,  whose  untimely  death  last 
December  vacated  the  organization’s  top  post.  He 
has  served  as  secretary-treasurer  for  the  last  three 
years. 

Dr.  Bucove  also  was  elected  to  the  chairmanship 
of  the  nominating  eommittee  of  the  American  Public 
Health  Association  at  the  organization’s  recent  an- 
nual eonvention  in  Miami,  Florida. 


Outstanding  hematologists  to  speak  at  Tacoma  Academy  of  Internal  Medicine 


Three  noted  hematologists  will  form  the  panel 
of  guest  speakers  at  the  1963  annual  meeting  of  the 
Tacoma  Academy  of  Internal  Medicine  to  be  held 
Saturday,  March  9 at  Jackson  Hall  in  Tacoma  Gen- 
eral Hospital.  William  Dameshek,  Professor  of  Medi- 
cine, Tufts  University  Sehool  of  Medicine,  Boston; 
Cdement  A.  Finch,  Pro- 
fessor of  Medicine,  Uni- 
versity of  Washington 
School  of  Medicine, 

Seattle;  and  Robert  D. 

Koler,  Associate  Profes- 
sor of  Medicine,  Uni- 
versity of  Oregon  Medi- 
cal School,  Portland, 
will  discuss  patients 
and  present  papers  dur- 
ing the  day. 

Dr.  Dameshek  ob- 
tained his  medical  de- 
gree at  H a r v a r d. 

Through  his  research, 
teaching,  and  publica- 
tion of  approximately 


350  articles,  books  and  monographs,  he  has  become 
an  outstanding  authority  on  hematology.  His  books 
include:  The  Hemorrhagic  Disorders;  Spleen  and 
Hypersplenism;  Chemotherapy  of  Leukemia  and 
Leukosarcoma;  Hemolytic  Syndromes;  Leukopenia 
and  Agranulocytosis;  Leukemia.  He  is  Senior  Phy- 
sician and  Chief  of  Hematology,  Pratt  Clinic-New 
England  Center  Hospital  and  Blood  Research  Lab- 
oratory; Hematologist-in-Chief,  Boston  Floating 
Hospital  and  Boston  Dispensary.  He  is  Editor-in- 
Chief  and  Founder  of  Flood— The  Journal  of  Hema- 
tology. 

He  will  discuss  purpura  during  the  afternoon  ses- 
sion and  will  give  the  banquet  address  on  the  sub- 
ject of  leukemia. 

Dr.  Finch  is  a graduate  of  the  University  of  Ro- 
ehester  Medieal  School.  His  training  was  obtained 
at  Peter  Bent  Brigham  Hospital,  where  he  began 
his  career  in  research.  He  came  to  the  University  of 
Washington  in  1949  and  has  been  Professor  of 
Medicine  since  1955.  He  has  numerous  publications 
on  various  aspects  of  iron  metabolism,  red  cells 
and  anemia.  He  has  become  noted  in  teaching  as  well 


WILLIAM  DAMESHEK,  M.D. 
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as  in  research.  He  will  review  the  diagnosis  and 
treatment  of  anemia. 

Dr.  Koler  is  particularly  interested  in,  and  doing, 

research  in  medical 
genetics  and  hematol- 
ogy. He  is  the  As.soci- 
ate  Head,  Division  of 
E.xperimental  Medicine, 
University  of  Oregon 
Medical  School.  He  will 
discuss  genetic  influ- 
ences in  hematology. 

All  members  of  the 
medical  profession  are 
invited  to  attend.  The 
registration  fee  of  $7.50 
includes  the  banquet. 
Those  wishing  addi- 
tional information  are 
asked  to  contact  the  1963  Meeting  Chairman, 
B.  R.  Rowen,  M.D.,  4625  Pacific  Ave.,  Tacoma  8, 
Washington. 

Spokane  Society  of  Infernal  Medicine 

Annual  meeting  of  Spokane  Society  of  Internal 
Medicine  will  be  held  at  the  Davenport  Hotel,  Sat- 
urday, March  16.  The  program  will  emphasize  gen- 
etics. Guest  speakers  are  Victor  A.  McKnsick,  Pro- 
fessor of  Medicine  at  Johns  Hopkins,  David  Y.  Hsia, 
Professor  of  Pediatrics,  Northwestern  University,  and 
Robert  D.  Koler,  Assistant  Professor  of  Medicine, 
University  of  Oregon  Medical  School. 


ROBERT  D.  KOLER,  M.D. 


PROGRAM 

8:15  Panel— Genetic  Aspects  of  Responses  to  Dings 
9:30  Patterns  of  Inheritance— V.  A.  McKusick,  M.D. 
10:00  Clinical  Cytogenetics— R.  D.  Koler,  M.D. 
10:50  Interesting  Aspects  of  Inborn  Errors  of  Metab- 
olism-D.  Y.  Hsia,  M.D. 

11:20  Panel— Genetic  Counseling 
1:L5  Movie— Medical  Genetics  Part  I 
2:00  Disorders  of  Connective  Tissue— V.  A.  Mc- 
Kusick, M.D. 

2:30  Medical  Significance  of  Genetic  Control  of 
Protein  Synethesis— R.  D.  Koler,  M.D. 

3:20  Heritable  Renal  Disease— D.  Y.  Hsia,  M.D. 
3:50  Panel— Role  of  Genetics  in  the  Future  of 
Medicine 

5:00  Movie— Medical  Genetics  Part  II 
6:30  Banquet  (informal),  wives  invited 


CLEMENT  FINCH,  M.D. 


PRESIDENTS  page 

Medical  Care  for  Individuals, 
vs.  Politics  as  Usual 

Attempting  the  other  day  to  prepare  a talk  on  the 
purposes  and  organizational  structure  of  the  Amer- 
ican Medical  Association  for  medical  students,  I 
came  aeross  a statement  in  some  of  the  material  pro- 
vided by  the  AM  A which  went  generally  as  follows: 
“The  American  Medical  Association  was  founded  in 
1847  for  the  purpose  of  improving  the  scientific 
qualities  of  the  practice  and  teaching  of  medicine.” 
Certainly  there  is  nothing  wrong  with  the  objectives 
as  outlined  in  such  a simple  statement.  As  a matter 
of  fact,  every  practicing  doctor  and  every  official 
of  a medical  society  or  association  looks  nostalgically 
back  to  the  time  of  formation  of  the  American  Medi- 
cal Association  and  says  to  himself  wistfully  that 
he  wished  all  activities  of  organized  medicine  still 
were  oriented  in  such  a simple  and  direct  manner. 


DEAN  K.  CRYSTAL,  M.D. 

How  nice  it  would  be  if  there  were  no  need  to  con- 
cern oneself  about  economics  involved  in  the  practice 
of  medicine  Even  more  ideal  would  be  a state  of 
affairs  in  which  the  practicing  physician  never  had 
to  concern  himself  in  any  way  with  developments  in 
the  politics  which  govern  our  nation. 

continued  on  page  146 
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Formerly  nervous 
and  tense,  the  Librium- 
treated  patient 
is  better  able  to... 


enjoy  his 
children 


This,  in  essence,  is  what  happens  when  you 
place  a patient  on  Librium  therapy.  He  is 
better  able  to  function  normally,  take  an  acti 
interest  in  family  life,  meet  and  solve 
daily  problems. 

Librium  has  a wide  range  of  usefulness.  Its 
spectrum  of  activity  envelops  and  extends  wi 
beyond  that  of  meprobamate  and  into  certait 
indications  for  which  phenothiazines  are 
prescribed.  Librium  does  not  dull  mental  clarit 
or  induce  drowsiness.  Its  effect  is  prompt  and 
decisive,  even  in  patients  where  tranquilizer 
therapy  has  failed.  Over-all,  Librium  offers  y( 
an  unusually  safe  compound  which  is  free  fron 
extrapyramidal  or  autonomic  side  effects,  an 
which  will  not  bring  about  or  deepen 
depression.  Librium  is  available  in  capsules  of 
5 mg,  10  mg  and  25  mg,  and  in  100  mg  ampuls 
a range  of  dosage  strengths  which  enables  you 
to  treat  all  degrees  of  anxiety  and  tension 
in  most  patients.  Consult  literature  and 
dosage  information  before  prescribing. 

anxiety  and  tension 
relieved 

alertness  maintained 

Librium' 

chlordiazepoxide 

the  successor  g 

to  the  tranquUizers  Roa 


when  lowered  skin  temperature  suggests 
PERIPHERAL  VASCULAR  DISEASE 


[LZ^RD 


© 


Isoxsuprine  hydrochloride,  Mead  Johnson 


for  effective  relief  of  pain,  cramping,  numbness,  and  cold 

In  the  clinical  management  of  peripheral  vascular  disease,  VasodIlan  acts 
directly  on  the  arterial  wall  to  increase  deep  peripheral  circulation.^  ® It  is  well 
tolerated  and  effective  at  recommended  oral  doses, ^ essentially— 

• without  adverse  effects  on  coronary  flow®'®  • without  ganglionic  blocking® 

• without  increase  in  gastric  acidity®  • without  appreciable  incidence  of  hypo- 
tension or  tachycardia®'®  • ivithout  development  of  tolerance® 

Dosage  and  administration:  Oral  — 10  to  20  mg.  (1  to  2 tablets)  t.i.d.  or  q.i.d. ; I.M.  — 5 to  10  mg.  b.i.d.  or  t.i.d.  Contraindications: 
There  are  no  known  contraindications  to  oral  administration  of  VasodIlan  in  recommended  doses.  Cautions:  VasodIlan  should 
not  be  given  immediately  postpartum  or  in  the  presence  of  arterial  bleeding.  Parenteral  administration  is  not  recommended  in  the 
presence  of  hypotension  or  tachycardia.  Intravenous  administration  is  not  recommended  because  of  the  increased  likelihood  of  side 
effects.  Side  effects:  Few  side  effects  occur  when  given  in  recommended  oral  doses.  Occasional  palpitation  and  dizziness  can  usually 
be  controlled  by  dosage  adjustment.  Single  intramuscular  doses  of  10  mg.  or  more  may  result  in  hypotension  or  tachycardia.  Supplied: 
10  mg.  tablets  in  bottles  of  100  and  1,000;  in  2 cc.  ampuls  containing  10  mg.  (5  mg./cc.)  for  intramuscular  use,  boxes  of  6.  For 
complete  details  on  indications,  dosage,  administration,  and  clinical  background  of  VasodIlan,  see  the  brochure  of  this  product 
available  on  request  from  Mead  Johnson  Laboratories,  Evansville  21,  Indiana. 

References:  (1)  Clarkson,  I.  S.,  and  Le  Pere,  D.  M. : Angiology  11 :190-192  (June)  1960.  (2)  Kaindl,  F.;  Samuels,  S.  S. ; Selman,  D.,  and 
Shaftel,  H. : Angiology  10:185-192  (Aug.)  1959.  (3)  Kaindl,  F. ; Partan,  J.,  and  Polsterer,  P. ; Wien.  klin.  Wchnschr.  65:186-191  (March 
16)  1956.  (4)  Samuels,  S.  S.,  and  Shaftel,  H.  E. : J.A.M.A.  171 :142-145  (Sept.  12)  1959.  (5)  Billiottet,  J.,  and  Ferrand,  J. : Semaine  med. 
:635-637  (May  20)  1958. 
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continued  from  page  143 

One  step  be>ond  that  is  to  say  that  we  in  the 
profession  never  should  have  become  involved  in 
matters  political.  Putting  it  another  way,  either  a 
critic  of  the  profession,  or  one  of  the  lo\  al  members 
who  is  disturbed  b>'  modern  developments,  can  say 
that  had  we  never  been  involved  in  any  way  in 
politics  we  might  now  be  free  of  so  many  of  the 
problems  and  agonies  which  beset  us.  There  is  not 
the  slightest  question  in  my  mind,  however,  that 
those  who  would  have  us  turn  back  are  blind  to  a 
number  of  the  “facts  of  life.”  They  actually  are  be- 
having in  a cowardly  manner.  We  simphj  cannot 
avoid  dealing  with  political  realities. 

The  overwhelming  necessity  for  political  involve- 
ment on  the  part  of  the  profession  comes  from  the 
fact  that  we  cannot  deny  a pre-occupation  with  the 
welfare  of  individual  people.  Unfortunately,  these 
same  individuals  no  longer  can  escape  the  toils  of 
politics  to  the  degree  that  they  could  when  we  were 
a less  populous  country  and  when  governmental  phil- 
osophy was  less  directed  toward  mass  solutions  of 
mass  problems.  The  individual  of  today  lives  sur- 
rounded by  big  government.  He  battles  forever  to 
preserve  some  sort  of  identity  in  the  face  of  a govern- 
mental tendency  to  invade  his  daih-  life.  Unfortunate- 
ly, he  demands  protection  from  the  sheltering  wing  of 
government  and  at  the  same  time  wonders  wh\-  he 
has  surrendered  many  of  his  prerogatives  to  the  pro- 
tective agent.  It  is  our  patients,  whom  we  wish  to 
help  and  protect,  who  are  caught  directh'  in  political 
tangles.  I submit  that  we  of  the  profession  really 
are  secondarily,  but  still  inextricably,  caught  by  the 
needs  of  our  people. 

Our  State  Legislature  is  about  to  convene.  One  of 
the  issues  u'hich  will  have  to  be  considered  b\’  the 
law  makers  of  our  commonwealth  is  that  of  care 
for  the  needy  and  the  near-needy.  Your  officers  have 
done  their  best  to  gauge  and  evaluate  the  climate 
which  will  prevail  in  Olympia  by  inter\’iewing  offi- 
cials concerned.  We  have  come  to  the  realization  that 
an  effort  to  solve  those  problems  which  exist  here 
in  the  State  of  Washington  may  come  to  naught,  no 
matter  how  agreeable  to  our  point  of  view  are  the 
local  officials,  because  of  the  threat  of  interference 
from  even  a higher  echelon  of  government.  In  nearly 
every  expression  from  the  officials  concerned  about 
extensions  of  the  Kerr-Mills  approach  to  the  problem 
of  care  for  the  medically  needy,  or  for  the  entire 
welfare  program,  is  implicit  acceptance  of  the  fact 
that  in  all  likelihood  the  state  may  be  relieved  from 
virtually  all  of  its  knotty  welfare  problems  by  the 
intrusion  of  a Federal  program.  Depending  on  the 
official  involved,  who  may  see  some  jeopard)'  to 
his  own  prov'ince  or  empire,  as  it  were,  there  is  almost 
a shrugging  acceptanee  of  the  fact  that  the  all- 
powerful  Federal  government  may  eome  along  and 
relieve  us  of  nearly  ever)'  one  of  the  points  of  im- 
mediate contention.  No  one  is  offensive  enough  to 
suggest  that  the  solution  is  ideal,  but  at  least  a 
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Federally  financed  program  will  tend  to  “get  the 
heat  off”  the  local  official  in  terms  of  providing  funds 
and  in  terms  of  establishing  a pattern  whereby  a 
law  of  dubious  clarity  may  be  administered.  In  short, 
“Wh)'  get  shook.  Doc,  when  the  Federal  government 
ma)  step  in  and  deny  you  any  right  to  pass  judg- 
ment on  what  happens  here  at  the  state  level  any- 
way?” 

The  only  rational  conclusion  one  can  draw  from 
such  a state  of  affairs  is  the  battle  to  preserve  medical 
care  as  an  individual  service  will  be  a long  one. 

The  physician  of  the  future  will  have  to  be  artic- 
ulate politically.  He  will  have  to  continue  to  insist 
that  his  opinion  and  his  expertise  on  problems  of 
the  care  of  the  sick  be  consulted.  Futhermore,  he 
will  have  to  harden  his  sense  of  resolution  aKvays 
to  win  the  war  regardless  of  how  many  battles  he 
loses.  There  is  ample  evidence  that  lengthy  experi- 
ence with  governmentally  managed  medicine  may 
prove  to  be  most  unsatisfactory.  Certainly  the  mere 
lack  of  doctors  in  Great  Britain  at  the  moment  does 
not  argue  that  the  scheme  is  a successful  one,  or 
that  it  is  one  that  carries  ultimate  success,  despite 
polls  which  indicate  that  the  average  eonsumer  of 
medical  care  in  Great  Britain  seems  to  approve  of 
the  system.  Sooner  or  later,  glaring  weakness  of  a 
lack  of  doctors  in  Great  Britain  will  make  itself  felt. 

The  idea  that  individually  provided  medieal  care 
can  be  lost  and  never  come  back  is  an  easy  one  to 
accept  if  one  tends  to  be  fatalistie  and  totally  to 
lack  conviction  in  favor  of  the  S)Stem  which  has 
nurtured  us. 

My  judgment  is  that  acceptance  of  such  ultimate 
defeat  is  the  one  crime  we  must  not  commit!  Our 
confreres  in  business  have  become  defeatists  many 
times  because  of  the  ever-inereasing  tax  burden 
placed  upon  them.  But  look  what  has  happened. 
Tax  reform  is  the  phrase  on  everyone’s  lips.  Even 
organized  labor  has  aeknowledged  that  eonfiscator)' 
taxes  seem  more  than  any  other  one  faetor  to  be  re- 
sponsible for  letharg)'  in  the  business  community. 
One  sees  the  speetacle  of  labor  leaders  and  industrial 
leaders  arguing  together  as  allies  that  there  is  a need 
for  tax  reform  to  provide  incentive  for  the  expansion 
of  our  industrial  and  business  activities.  M’hy  then 
is  it  unreasonable  to  assume  that  our  patients,  the 
great  American  public,  will  not  come  to  their  senses 
and  agree  ultimately  with  the  physieians  of  the 
nation  that  there  are  features  of  individual  medical 
care  without  which  they  cannot  live?  Frankly  I 
believe  that  we  are  in  a position  in  which  we  may 
have  a number  of  defeats  still  to  endure,  but  I think 
there  is  no  reason  to  deeide  that  there  is  any  neces- 
sity to  abandon  hope  for  ultimate  victory. 


IDAHO 


Idaho  State  Medical  Association — 364  sonna  building,  Boise,  Idaho 

PRESIDENT  Manley  Shaw,  M.D.,  Boise 

SECRETARY  A.  Curtis  ]ones,  M.D.,  Boise 

EXECUTIVE  SECRETARY  Mr.  A.  L.  Bird,  Boise 

annual  meeting  June  23-27,  1963,  Sun  Valley 


Dispensary  opened  at  capital 

As  an  association  sponsored  public  relations  pro- 
ject, a Legislative  Dispensary— to  serve  members  of 
the  Senate  and  House  from  all  counties  in  the  state 
—was  opened  January  7.  C.  A.  Robins  of  Lewiston, 
a former  State  Senator  and  Governor  of  Idaho,  is 
serving  as  attending  physician. 

New  officers 

New  officers  of  the  Southwestern  Idaho  District 
Medical  Society  for  the  coming  year  are: 

President,  John  F.  Stecher,  Caldwell 
\bce-President,  Harold  W.  Brown,  Nampa 
Secretary,  Henry  C.  Wesche,  Nampa,  (re-elected) 
Treasurer,  Elizabeth  L.  Munn,  Caldwell 
Council  Member,  Samuel  C.  Taylor,  Nampa 
Delegates,  John  P’.  Stecher,  and  Charles  E.  Krause, 
Caldwell,  Samuel  C.  Taylor,  E.  R.  Carlsson,  Kenneth 
E.  Droulard,  Nampa,  William  B.  Jewell,  Emmett. 

Alternate  Delegates,  F.  W.  Cottrell,  Nampa, 
George  E.  Davis,  New  Plymouth,  Oaks  H.  Hoover, 
Caldwell,  R.  P.  Rawlinson,  Emmett,  Thomas  W. 
Watts,  Payette,  and  R.  George  Wolff,  Homedale. 

New  officers  of  the  Upper  Snake  River  Medical 
Society  for  the  coming  year  are: 

President,  Emory  L.  Soule,  St.  Anthony 
Vice-President,  Asael  Tall,  Rigby 
Secretary,  Lester  J.  Petersen,  Rexburg,  (re-elected) 
Treasurer,  Robert  R.  Klamt,  St.  Anthony 
Delegates,  Emory  L.  Soule,  St.  Anthony,  and 
Aldon  Tall,  Rigby. 

Alternate  Delegates,  Murland  F.  Rigby,  Rexburg, 


and  Asael  Tall,  Rigby. 

New  officers  of  the  Boise  Valley  Chapter,  Ameri- 
can College  of  Surgeons,  elected  during  the  organi- 
zation’s meeting  in  Boise  on  December  8,  are: 
President,  Richard  A.  Forney,  Boise 
President-Elect,  Kenneth  L.  Helferty,  Boise  (VA 
Hospital) 

Secretary-Treasurer,  Wayne  G.  Crookston,  Boise 
(VA  Hospital) 

Officers  of  the  Idaho  Chapter,  American  Academy 
of  General  Practice  for  the  coming  year  are: 
President,  P.  Blair  Ellsworth,  Idaho  Falls 
President-Elect,  W.  Paul  Shrum,  Hayden  Lake 
Secretary-Treasurer,  Titus  W.  McCowin,  Shelley 
Delegates,  Arch  T.  Wigle,  Pocatello,  and  John 
T.  Brunn,  Meridian. 

Alternate  Delegate,  Joseph  B.  Marcusen,  Nampa 
Directors,  Zach  A.  Johnson,  Salmon,  and  John  M. 
Ayers,  Nampa. 

State  Board  of  Medicine  Section 

No  temporary  licenses  were  issued  during  Decem- 
ber. 

The  regular  three-day  meeting  of  the  State  Board 
of  Medicine  for  the  purpose  of  conducting  business 
and  granting  licenses  was  held  in  Boise,  beginning 
January  14. 

Members  of  the  Board  are:  S.  M.  Poindexter, 
Boise,  Chairman;  Fred  T.  Kolouch,  Twin  Falls,  Vice- 
Chairman;  W.  Wray  Wilson,  Coeur  d’Alene;  I.  C. 
Gibbon,  Kellogg;  John  E.  Comstock,  Pocatello,  and 
Charles  E.  Kerrick,  Caldwell. 
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very  likely  to  suffer  from  spastic  colitis:  the  resentful  woma 

Psychologists  find  that  patients  with  functional  bowel  syndrome  tend  to  be  resentful,  hypersensitive  or  overconscientious  * Si 
patients  usually  require  relief  from  anxiety  as  well  as  from  physical  symptoms. 

ENARAX  provides  both.  Its  anticholinergic,  oxyphencyclimine,  gives  uninterrupted  relief  of  pain,  spasm,  and  hyperacidity  throi 
prolonged  action  that  is  chemically  "built  in.”  Atarax  (hydroxyzine  HCI)  calms  without  increasing  gastric  acid  secretion.  Combiner 
ENARAX,  they  successfully  control  symptoms  of  functional  bowel  syndrome,  peptic  ulcer  and  many  other  G.l.  dysfunctions.  We  th 
you’ll  find  ENARAX  most  likely  to  succeed  with  your  G.l.  patients.  For  complete  prescription  information,  consult  product  brochy 

‘Alexander,  F.:  Psychosomatic  Medicine,  New  York,  W.  W.  Norton,  1950,  p. 

When  “minus”  means  anemia  due  to  deficient  iron  intake  or  blood  loss,  Rx  HEPTUNA®  PLUS 


New  York  17,  N.Y.,  Division,  Chas.  Pfizer  & Co.,  Inc.,  Science  for  the  World’s  Well-Being® 


“Sounds  like 
a case  for 


Just  a few  words  from  one  physician  to  another  and  yet  thousands  of 
patients  with  the  pain  of  neuritis  or  herpes  zoster  have  been  helped  to 
fast  relief  and  speedier  recovery  by  this  helpful  suggestion. 

Relief  of  inflammatory  radicular  pain,  including  herpes  zoster,  is  prompt 
when  Protamide  is  administered  early*"'*  in  the  course  of  the  disease. 
More  important,  recovery  usually  follows  in  three  to  six  days,  with 
prompt  response  even  in  ophthalmic  herpes  zoster.^ 

references:  (1)  Baker,  A.  G.:  Penn.  Med.  J.  63:691  (May)  1960.  (2)  Smith,  R.  T.:  New  York 
Med.  (Aug.  20)  1952,  pp.  16-19.  (3)  Smith,  R.  T.:  Med.  Clin.  N.  Amer.  (Mar.)  1957.  (4) 
Lehrer,  H.  W. ; Lehrer,  H.  G.,  and  Lehrer,  D.  R.:  Northw.  Med.  (Nov.)  1955.  (5)  Sforzolini, 
G.  S.:  Arch.  Ophthal.  52:381  (Sept.)  1959. 


PROTAMIDE^ 


—an  exclusive  colloidal  solution  of 
processed  and  denatured  enzyme— 
is  not  foreign  protein  therapy. 


Boxes  of  10  ampuls,  1.3  cc.  each,  for  intramuscular  injection. 


Detroit  11,  Michigan 
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Since  the  influenza  epidemic  of  1918 


m 
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. . . .the  first  choice  of  many  physicians 
to  relieve  aches,  pains,  fever,  and 
general  malaise  of  colds  and  flu. 


Symptomatic  and  supportive  treatment  of  patients  with  upper  respiratory  infections  still 
consists  largely  of  rest,  analgesics,  fluids  and  nasal  decongestants.  During  the  fateful 
influenza  epidemic  of  1918,  ‘Empirin’  Compound  was  widely  used  and  became  well 
known  as  a well  tolerated  and  reliable  analgesic  combination.  It  was  one  of  the  few  avail- 
able analgesic  products  effective  in  simultaneously  reducing  fever  and  relieving  the  general 
malaise  which  often  accompany  the  flu. 

Later,  ‘Empirin’  Compound  with  Codeine  took  its  place  with  the  widely  used  ‘Empirin’ 
Compound,  as  a product  useful  when  increased  analgesia  or  antitussive  action  was  desired. 
Today,  ‘Empirin’  Compound  with  Codeine  is  one  of  the  most  widely  prescribed  drugs  in 
medicine,  providing  physicians  with  a dependable  analgesic,  especially  useful  in  relieving 
the  symptoms  of  colds  and  flu.  We  believe  you  will  also  find  ‘Empirin’  Compound  with 
Codeine  Phosphate  gr.  14  (16  mg.)  or  gr.  V2  (32  mg.)  particularly  useful  in  treating  the 
troublesome  cough  that  is  often  part  of  the  influenza  symptom  complex. 


‘EMPIRIN’  COMPOUND  with  CODEINE  PHOSPHATE  * 

gr.  Vs  gr.  V*  gr.  Vi  gr.  1 


* Available  on  oral  prescription  where  State  law  permits.  Subject  to  Federal  Narcotic  Regulations. 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 
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When  severe  pain 
intensifies 

skeletal  musele  spasm- 


Conditions  which  trigger  skeletal  muscle  spasm 
often  are  painful  in  themselves.  A relaxant  drug 
may  relieve  the  spasm,  but  the  primary  pain  persists. 
In  such  cases,  a dual-acting  relaxant-analgesic  is 
necessary  to  overcome  the  two-headed  dragon  of 
pain-and-spasm. 

Robaxisal  and  ROBAXISAL-PH  offer  such  a com- 
bination. These  formulations  combine  the  depend- 
able skeletal  muscle  relaxant  action  of  Robaxin 
and  the  pain-tested  analgesic  action  of  aspirin  or 
Phenaphen. 


I o 


For  painful  skeletal  muscle  spasm... 


Each  Robaxisal  Tablet  contains: 

Robaxin  (methocarbamol  Robins) 400  mg. 

U.S.  Pat.  No.  2770649 

Acetylsalicylic  acid  (5  gr.) 325  mg. 

Supply:  Bottles  of  100  and  500  pink-and-white  laminated  tablets. 

When  anxiety  is  associated  with 
painful  skeletal  muscle  spasm... 


(Robaxin  with  Phenaphen) 

Each  Robaxisal-PH  Tablet  contains: 

Robaxin  (methocarbamol  Robins) 400  mg. 

Phenacetin  

Acetylsalicylic  acid  81  mg. 

Hyoscyamine  sulfate  0.016  mg. 

Phenobarbital  (J4  gr.) 

Supply:  Bottles  of  100  and  500  green-and-white  laminated  tablets. 

A. H. ROBINS  CO., INC., Richmond  20,Virginia 

Making  today's  medicines  with  integrity . . . seeking  tomorrow's  with  persistence 


PROFESSIONAL  class ified 


Practice  Opportunities 

MEDICAL  DENTAL  PERSONNEL 

Openings  in  obstetrics,  gynecology,  otolaryngolog>’, 
orthopedics  and  general  practice.  Washington,  Ore- 
gon or  Alaska  license  required.  508  Medical  Dental 
Bldg.,  Seattle,  Wash.,  MU.  2-0545. 

GENERAL  PRACTITIONER  WANTED-SEATTLE 

To  share  office  space,  staff  and  equipment  on 
rental  basis  with  overly  busy  north  end  physician. 
Build  own  practice  rapidly.  Exchange  days  off.  Call 
Charles  R.  Leighton,  M.D.,  1556  N.E.  177th,  Se- 
attle 55,  Wash. 

MEDICAL  SPECIALISTS 

Board  eligible  or  certified,  to  develop  and  provide 
authoritative  medical  opinions  regarding  drug  pro- 
ducts. Salary  to  $13,695.  Limited  private  practice 
permitted.  Membership  and  participation  in  profes- 
sional organizations  encouraged.  Liberal  benefits  of 
Federal  Civil  Service  including  life  insurance,  health 
benefits,  and  excellent  sick,  vacation,  and  retirement 
benefits.  5 day,  40  hour  week.  Cost  of  travel  and 
transportation  of  household  furnishings  to  Washing- 
ton, D.C.,  will  be  paid.  Send  complete  curriculum 
vitae  to:  Ralph  G.  Smith,  M.D.,  Acting  Medical 
Director,  Food  and  Drug  Administration,  Washing- 
ton 25,  D.C. 

ASSOCIATE  WANTED 

Well  qualified  internist  or  surgeon  willing  to  do 
some  general  practice,  by  2-man  partnership  in  sub- 
urban area  of  Eastern  Washington.  Salary  first  year 
then  partnership  if  desired.  Write  Box  28-D,  North- 
west Medicine,  500  Wall  St.,  Seattle,  Wash. 

ALLIED  PERSONNEL  OFFICES,  INC. 

Our  employment  office  can  give  the  physician- 
employer  the  benefit  of  its  advertising,  files  and  con- 
tact with  employers  in  his  and  related  fields.  We  are 
prepared  to  fill  his  specific  needs,  to  save  his  time 
by  pre-screening  applicants  and  to  provide  an  office 
where  he  can  interview  with  privacy.  Allied  Person- 
nel Offices,  Inc.,  in  Seattle  at  247  Logan  Bldg., 
MA  4-4793,  in  Everett  at  703  Medical-Dental  Bldg., 
AL  3-3127. 


MEDICAL  OFFICERS 

Training  and  experience  in  clinical  pharmacology,  to 
develop  and  provide  authoritative  medical  opinions 
and  evaluations  regarding  drugs.  Salary  to  $13,695. 
Limited  private  practice  permitted.  Membership  and 
participation  in  professional  organizations  encourag- 
ed. Liberal  benefits  of  Federal  Civil  Service  including 
life  insurance,  health  benefits,  and  excellent  sick, 
vacation,  and  retirement  benefits.  5 day,  40  hour 
week.  Cost  of  travel  and  transportation  of  household 
furnishings  to  Washington,  D.C.,  will  be  paid.  Send 
complete  curriculum  vitae  to:  Ralph  G.  Smith,  M.D., 
Acting  Medical  Director,  Food  and  Drug  Administra- 
tion, Washington  25,  D.C. 

LOCUM  TENENS  WANTED 

Will  be  available  June  15-Sept.  10,  for  general  prac- 
tice in  Oregon.  W.  D.  McCrady,  M.D.,  Infirmar\', 
Oregon  State  Univ.,  Corvallis,  Oregon. 

GP  WANTED-EUGENE,  OREGON 

Excellent  opportunity  to  associate  with  two  other 
CPs  in  heart  of  Willamette  \'alley;  flexible  arrange- 
ments, large  growing  practice;  new  offices  adjoining 
large  accredited  hospital.  Send  all  particulars  in  first 
letter.  M.  E.  Mclntxre,  M.D.,  950  Patterson,  Eugene, 
Oregon. 

BOARD  QUALIFIED  SURGEON  WANTED 

To  join  well  established  7-man  group  in  thriving 
community’  in  Southern  Oregon.  Initial  salary  leading 
to  partnership.  Excellent  opportunity'.  Apply  Mr. 

E.  Thompson,  Manager,  Grants  Pass  Clinic,  Grants 
Pass,  Oregon. 


Services 

PERISTALTIC  ENEMA  SERVICE 

Referred  cases.  Mary  E.  Stack,  R.N.,  offices  in 
Rhododendron  Building,  Room  102,  1006  Spring  St., 
Seattle,  Wash.  Call  MA  3-2971. 
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Locations  Desired 


GENERAL  SURGEON  DESIRES  LOCATION 

Board  eligible.  Would  like  to  locate  in  Western 
\N^ashington  or  Oregon.  Graduate  of  U of  W,  Wash, 
license  and  military  obligation  completed.  Prefer 
practice  limited  to  general  surgery.  Willing  to  join 
group  or  clinic.  Available  immediately.  Write  Donald 
E.  Poage,  M.D.,  410  Dyches  Drive,  Savannah, 
Georgia. 

Office  Space 

MEDICAL  SUITES-BELLINGHAM,  WASH. 

Space  in  established  modern  downtown  office  build- 
ing. Would  like  internist,  orthopedic  surgeon  or 
ob-gyn  man.  Write  Box  7-D,  Northwest  Medicine, 
500  Wall  St.,  Seattle,  Wash. 

LOCATE  IN  BELLEVUE 

Space  available  in  established  Bellevue  Doctors  Gen- 
ter  Bldg.  GL  4-7778  or  Box  681,  Bellevue,  Wash. 


NEW  MEDICAL  OFFICE  BUILDING 

Outstanding  3 acre  site  at  major  cross  road.  One 
block  from  the  Stevens  Memorial  Hospital.  Gomple- 
tion  early  1963.  Gontact  B.  P.  Deason,  D.D.S.,  P.O. 
Box  366,  Lynnwood,  Wash.,  PR  8-4333  or  PR 
8-2205. 


MEDICAL  SUITE-MID-OREGON 

Established  modern  5 unit  Medical-Dental  Bldg., 
will  soon  have  an  8-room  suite  for  lease.  City  of 
15,000  in  Oregon’s  mid-Willamette  Valley.  Write 
Box  31-D,  Northwest  Medicine,  500  Wall  St.,  Se- 
attle, Wash. 


SUBURBAN  SEATTLE  OFFICE  SPACE 

Small  office  in  the  center  of  Burien  suitable  for  begin- 
ning or  a suburban  practice.  Waiting  room,  treatment 
room  and  lavatory,  also  private  office  if  desired.  8 
physicians  and  dentists  located  in  building.  Short  or 
long  term.  CH  2-0646  Seattle. 


CHOICE  GROUND  FLOOR  SPACE 


Office  of  800  sq.  ft.,  in  West  Seattle,  population  100,- 
000.  WE  2-2485  or  WE  7-9490. 


Equipment 


NEW  MEDICAL  OFFICE  INTERCITY  AREA-EVERETT 

Suite  available  for  physician  in  group  of  offices, 
arranged  to  individual  specifications.  Seven  schools 
within  walking  distance  but  no  physicians  in  area. 
Income  potential  very  high,  and  if  needed,  financing 
should  be  no  problem.  Please  write  or  call  Norman 
Anderson,  Intercity  Medical  Dental  Genter,  91st 
and  Hiway  99  South,  Everett,  Wash.,  Phone  EL 
3-2485. 


PROFEX  X-RAY 

With  fluoroscope  attached.  Price  open.  Write  Box 
.30-D,  Northwest  Medicine,  .500  Wall  St.,  Seattle, 
Wash. 


WILL  BUILD-SE  PORTLAND 

Willing  to  build  medical  office  to  specifications  for 
two  physicians;  lot  adjacent  to  dental  clinic  now  in 
operation.  New  district  of  Portland  needs  physicians 
as  there  are  none  within  large  area.  Write  Alleen 
Wolverton,  950  S.W.  21st,  Portland,  Oregon,  or  call 
weekends  or  after  6 p.m.  223-3522  or  282-0124. 

PHYSICIAN'S  SUITE-YAKIMA,  WASH. 

Attractive  and  conveniently  located  in  an  established 
3 unit  Medical  Dental  Building;  IV2  blocks  from 
the  Yakima  Medical  Genter.  Write  or  call  collect 
E.  V.  Makins,  D.D.S.,  5 So.  12th  Ave.,  GL  2-0021. 


Tacoma 

Electrophysics  Laboratory 

Electroencephalography 

Electromyography 

John  T.  Robson,  M.D. 

Stevens  Dim.\nt,  M.D. 

Marcel  Malden,  M.D. 
Lorraine  Knudson,  R.N. 

Puget  Sound  Medical  Building 
1104-06  South  4th  Street 
Tacoma  5,  Washington 
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Meetings  of  medical  societies 


-■\MA  Annual — Atlantic  City,  June  16- 
20,  1963;  San  Francisco,  June,  21-25, 
1964,  New  York,  June  20-24,  1965. 
.YMA  Clinical— Portland,  Dec.  1-4,  1963; 

Miami  Beach,  Nov.  29-Dec.  2,  1964. 
Oregon  State  Medical  Society — Sept.  25- 
28,  1963,  Portland. 

Washington  State  Medical  Association — 
Sept.  15-18,  1963,  Seattle. 

Idaho  State  Medical  Association — June 
23-27,  1963,  Sun  Valley. 

North  Pacific  Society  of  Neurologj'  and 
Psychiatry — April,  1963,  Seattle 
Pres.,  Robert  M.  Rankin,  Seattle 
Sec.,  Thomas  H.  Holmes,  Seattle 
Northwest  Soc.  for  Clin.  Research — Jan. 
10-11,  1964,  Vancouver,  B.  C. 

Pres..  Denys  K.  Ford,  Vancouver 
Sec..  R.  E.  Beck.  Vancouver 
Pacific  Northwest  Obstetrical  and  Gyn- 
ecological Association  — June  3-5, 
1963,  Victoria,  B.C. 

Pres.,  R.  R.  de  Alvarez,  Seattle 
Sec.,  J.  McDonagh,  Vancouver.  B.C. 
Biennial  Western  Conference  on  Anes- 
thes. — Mar.  25-28,  1963,  Honolulu. 
Chrmn..  John  Dillon,  Los  Angeles 
Sec.,  C.  M.  Ballinger,  Salt  Lake  City 

OREGON 

Ore.  Acad.  Ophth.  & Otolar. — Portland 
-Aero  Club,  4th  Tue.,  Sept.-May. 
Pres.,  M.  Har\-ey  Johnson,  Portland 
Sect.,  D.  W.  McDaniel,  The  Dalles 
Oregon  Dermatologic  Society — Portland 
2nd  Wednesday  (Nov.,  Jan. -Apr.) 
Pres.,  Sheldon  Walker,  Portland 
Sec.,  F.  A.  J.  Kingery,  Portland 
Oregon  Pathologists  Association — Port- 
land, 2nd  Wednesday  (Feb.,  Apr., 
Oct.,  Dec.) 

Pres.,  F.  L.  Vrtiska,  Corvallis 
Sec.,  A.  A.  Oyama,  Portland 
Oregon  Radiological  Society — Univer- 
sity Club,  Portland,  2nd  W’ednesday 
through  school  year 
Pres.,  L.  A.  Gay.  The  DaUes 
Sec.,  G.  R.  Satterwhite,  Portland 
Ore.  Soc.  Obst.  & GjTiec. — Portland, 
Park  Heathman,  3rd  Fri.  (Oct.,  Nov., 
Jan.,  May) 

Pres.,  W.  L.  Hartmann.  Portland 
Sec.,  T.  A.  Treanor,  Portland 


Oregon  State  Societj’  of  Anesthesiolo- 
gists— Portland,  3rd  Friday  (except 
June,  July,  .Aug.) 

Pres.,  J.  A.  Siebs,  Eugene 
Sec.,  P.  E.  Schaff,  Portland 

Oregon  Urological  Society — Quarterly 
Meetings,  University  Club,  Portland 
Pres.,  T.  A.  Davis.  Portland 
Sec.,  G.  W'.  Schwiebinger,  Portland 

Portland  .Academy  of  Hypnosis  — 3rd 
Monday  (Sept.-May)  Aero  Club 
Pres.,  V.  P.  Shoemaker 
Sec.,  M.  S.  Skiff 

Portland  .Academy  of  Pediatrics — 1st 
Monday 

Pres.,  W.  M.  Clark.  Jr. 

Sec.,  J.  W.  Bussman 

Portland  Surgical  Society — last  Tuesday 
(Sept.-May),  UOMS  Library 
Pres.,  J.  M.  Guiss 
Sec.,  H.  W.  Baker 


WASHINGTON 


Puget  Sd.  .Acad.  Ophth.  & Oto. — 3rd 
Tues.  (Oct. -May)  Seattle  or  Tacoma. 
.Annual — Seattle,  Jan.  17,  18,  1964. 
Pres.,  H.  L.  Maier,  Tacoma 
Sec.,  D.  F.  Milam,  Jr..  Bellevue 

Seattle  .Academy  of  Surgery — 3rd  Wed. 
bi-monthly;  Seattle  A*acht  Club. 
Pres.,  E.  B.  Parmelee 
Sec.,  W’.  S.  Brown 

Seattle  GjTi.  Soc. — 3rd  Wed.  exc.  June, 
.Aug.,  Dec.,  Feb. 

Pres.,  D.  M.  McIntyre,  Seattle 
Sect.,  E.  T.  MacCamj",  Seattle 

Seattle  Pediatric  Societj' — 3rd  Friday 
(Sept.-May),  College  Club 
Pres.,  R.  F.  L.  Policy,  Seattle 
Sec.,  G.  Pj'ne,  Seattle 

Seattle  Surg.  So. — 1th  Mon.  (Sep.- 
June)  .Annual — Seattle,  Jan.  24-25, 
1964. 

Pres..  Eric  Sanderson,  Seattle 
Sec.,  R.  C.  Coe,  Seattle 

Spokane  Society  of  Internal  Medicine — 
Quarterly,  Rockwood  Clinic 
Pres.,  Robert  Berghan 
Sec.,  Richard  E.  Steury 


Spokane  Surgical  Society — April  6,  1963, 
Davenport  Hotel 
Pres.,  F.  M.  Lyle 
Sec.,  C.  R.  Cavanagh 

Tacoma  .Academy  of  Internal  Medicine 
— 4th  Tuesday  (Sept.-May) 

Pres.,  R.  A.  Kallsen 
Sec.,  R.  A.  O’CoimeU 

Tacoma  Surgical  Club — Ma)’  4,  1963,  3rd 
Tuesdaj’  (Sept.-May) 

Pres.,  Dumont  Staatz 
Sec.,  Robert  B.  Burt 

Washington  .Academj'  of  Clinical  Hyp- 
nosis— 3rd  Friday  (Sept.-June) 
Pres.,  Edward  G.  Goodrich,  Ph.D., 
Seattle 

Sec.,  John  E.  Nelson,  Seattle 

Washington  Academy  of  General  Prac- 
tice— May  17-19,  1963,  Wenatchee. 
Pres.,  Louis  Dewey,  Omak 
Sec.,  J.  E.  Gahringer,  Jr.,  Wenatchee 

Washington  State  Obstetrical  Associa- 
tion—.March  30,  1963,  Seattle 
Pres.,  R.  K.  Plant,  Seattle 
Sec.,  F.  LeCocq,  Yakima 

Washington  State  Radiological  Society 
— Seattle,  4th  Mon.,  (Sept.-.Apr.) 
Business  Session,  Meany  Hotel,  Sci- 
entific Sn.  UWSM  X-ray  Dept. 
Pres.,  W.  A.  Chesledon,  Seattle 
Sec.,  R.  H.  Rosenberg,  Seattle 

Washington  State  Society  of  Allergy — 
May,  1963,  Portland 
Pres.,  James  W.  Georges,  Seattle 
Sec.,  Paul  P.  Van  Arsdel,  Jr.,  Seattle 

W’ash.  St.  Soc  of  Anesthesiologists. 
Pres.,  M.  Vi.  Bulmer,  Wenatchee 
Sec.,  Robt.  M.  Kintner,  W'enatchee 

Washington  State  Society  of  Internal 
Medicine — Sept.  18,  1963 
Pres.,  D.  M.  Ulrich,  Seattle 
Sec.,  J.  H.  Lindberg,  Seattle. 

Yakima  Obstetrical  and  Gynecological 
Society — Last  Monday  (except  July, 
Aug.,  Dec.) 

Sec.,  A.  W.  Bostrom,  Jr. 

Yakima  Surgical  Societj' — Last  Thurs- 
day (Sept.-Maj') 

Pres.,  H.  C.  Lj'nch 
Sec.,  J.  Goeckler 
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but  it  can  help  you  relieve 
the  suffering  of  your  patient 
in  PAIN  . . . 


by  reducing  the  anxiety  and  fear 
that  intensify  pain 


Thorazine  is  not  an  analgesic 

brand  of  chlorpromazine 


by  potentiating  analgesics — enabling 
you  to  reduce  narcotic  dosage  by 
50  to  75% 

and  by  controlling  nausea  and  vomiting. 


'Thorazine'  is  particularly  useful  in 
the  severe  pain  seen  in  your  cancer, 
surgical,  and  obstetrical  patients. 

It  is  available  in  a wide  variety  of 
dosage  forms,  including  injection, 
Spansule®  sustained  release  capsules, 
suppositories,  syrup  and  tablets. 

For  prescribing  information,  please 
see  PDR  or  5K&F  literature. 


Smith  Kline  & French  Laboratories 


Photograph  professionally  posed. 


I 


College  of  Fhy.of  Phiu. 
19  South  ^2ru  Street, 
Philadelphia  3, Pa. 


you  can  prevent  or  modify  with 


hmertussis 

_^L  (pertussis  immune  globulin  from  human  venous  blood) 


This  highly  purified  globulin  fraction  derived  from  hyperimmunized  donors  can 
impart  passive  immunity  and  reduce  the  rate  of  complications  in  whooping  cough. 
Hypertussis  is  as  reaction-free  as  gamma  globulin,  and  is  superconcentrated  to 
permit  smaller  dosage  volume:  each  134  cc.  vial  contains  the  gamma  globulin 
equivalent  of  approximately  25  cc.  of  human  hyperimmune  serum. 


if  it's  measles^  polio  immune  globulin 

(gamma  globulin  from  human  venous  blood) 

can  establish  passive  immunity  lasting  3 to  4 weeks;  in  modification  dosage,  can 
reduce  severity  without  hindering  development  of  full  active  immunity.  Also  used 
against  infectious  hepatitis,  paralytic  poliomyelitis,  and  hypogammaglobulinemia. 
Supplied  in  2 cc.  and  10  cc.  vials. 


CUTTER  LABORATORIES 


BERKELEY,  CALIFORNIA 

Leaders  in  Human  Blood  Fractions  Research 
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Page  190 

Use  of  Stanazolol  in  Severe  Debility 
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in  severe  respiratory  infections 
refractory  to  other  measures 

CHLOROMYCETIN 

(chloramphenicol,  Parke-Davis 

for  established 
clinical  efficacy  against 
susceptible  organisms 


Hn  Friediander’s  Pneumonia^*^’ 

Although  the  prognosis  in  Friedlander’s  pneumonia  is  poor,  treatment  with  CHLOROMYCETIN  has  shown 
b good  response  when  susceptible  strains  of  Klebsiella  pneumoniae  are  incriminated. 

I n Hemophilus  Influenzae  Pneumonia’  '*  ’®’’^ 

I because  the  invading  organism  is  usually  sensitive  to  CHLOROMYCETIN,  this  agent  is  generally  effective 
; n pneumonias  caused  by  H.  influenzae. 

In  Staphylococcal  Pneumonia'  * '^ 

CHLOROMYCETIN  continues  to  remain  effective  against  many  resistant  strains  of  staphylococci,  and— 
alone  or  in  combination  with  other  antibiotics— should  be  considered  when  other  antistaphylococcal 
drugs  are  ineffective. 

I In  Acute  Epiglottitis'*”’  " 

This  condition  is  most  often  caused  by  H.  influenzae,  most  strains  of  which  are  sensitive  to 
jCHLOROMYCETIN.  Therapy  should  be  instituted  at  once,  since  the  disease  may  progress  from  the  first 
•symptoms  to  a severe  respiratory  obstruction  in  four  to  six  hours. 

In  Pneumonias  Due  to  Gram-negative  Bacilli^ 

Because  of  its  broad-spectrum  activity,  CHLOROMYCETIN  is  often  effective  in  pneumonias  caused  by 
sensitive  strains  of  Aerobacter,  Proteus  of  various  species,  Paracolobactrum,  and  other  gram- 
negative pathogens  encountered  with  increasing  frequency  in  serious  respiratory  tract  infections. 

In  Staphylococcal  Empyema*^ 

The  infiltrating  lesions  of  staphylococcal  empyema  are  often  difficult  to  eradicate.  While  CHLOROMYCETIN 
should  only  be  used  when  the  infection  has  been  resistant  to  treatment  with  other  antistaphylococcal 
drugs,  therapy  with  CHLOROMYCETIN,  in  conjunction  with  surgical  procedures,  will  often  bring  favorable 
results. 


CHLOROMYCETIN  (chloramphenicol,  Parke-Davis)  is  available  in  various  forms,  including  Kapseals®  of  250  mg.,  in  bottles  of  16  and 
100.  See  package  insert  for  details  of  administration  and  dosage. 


Warning:  Serious  and  even  fatal  blood  dyscrasias  (aplastic  anemia,  hypoplastic  anemia,  thrombocytopenia,  granulocytopenia)  are 
known  to  occur  after  the  administration  of  chloramphenicol.  Blood  dyscrasias  have  occurred  after  both  short-term  and  prolonged 
therapy  with  this  drug.  Bearing  in  mind  the  possibility  that  such  reactions  may  occur,  chloramphenicol  should  be  used  only  for 
serious  infections  caused  by  organisms  which  are  susceptible  to  its  antibacterial  effects.  Chloramphenicol  should  not  be  used  when 
other  less  potentially  dangerous  agents  will  be  effective,  or  in  the  treatment  of  trivial  infections  such  as  colds,  influenza,  or  viral 
infections  of  the  throat,  or  as  a prophylactic  agent. 


Precautions:  It  is  essential  that  adequate  blood  studies  be  made  during  treatment  with  the  drug.  While  blood  studies  may  detect  early 
peripheral  blood  changes,  such  as  leukopenia  or  granulocytopenia,  before  they  become  irreversible,  such  studies  cannot  be  relied 
upon  to  detect  bone  marrow  depression  prior  to  development  of  aplastic  anemia. 


References:  (1)  Thacher,  H.  C.,  & Fishman,  L.:  J.  Maine  M.  A.  52:84,  1961.  (2)  Hopkins,  E.  W.:  Postgrad.  Med.  29:451,  1961. 
(3)  Hall,  W.  H.:  A/I.  Clin.  North  America  43:191,  1959.  (4)  Krugman,  S.;  Pediat.  Clin.  North  America  8:1199,  1961.  (5)  Ede,  S.; 
Davis,  G.  M.,  & Holmes,  F.  H.:  J.A.M.A.  170:638,  1959.  (6)  Wolfsohn,  A.  W.:  Connecticut  Med.  22:769,  1958.  (7)  Caivy,  G.  L.: 
New  England  J.  Med.  259:532,  1958.  (8)  Hendren,  W.  H.,  Ill,  & Haggerty,  R.  J.:  J.A.M.A.  168:6,  1958.  (9)  Cutts,  M..-  Rhode 

Island  M.  J.  43:388,  1960.  (10)  Berman,  W.  E.,  & Holtzman,  A.  E.:  California  Med.  92:339, 
1960.  (11)  Vetto,  R.  R.:  J.A.M.A.  173:990,  1960.  (12)  Sia,  C.  C.  J.,  & Brainard,  S.  C.:  Hawaii 
M.  J.  17:339,  1958.  (13)  Rosenthal,  I.  M.:  GP  17:77  (March)  1958.  (14)  Gaisford,  W.:  Brit.  M.  J. 
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BELAP 

Antispasmodic  sedative 
Natural  alkaloids  of  Belladonna 


economical  to  use 


BELAP  No.  0 Formula 

Belladonna  Extract Vs  gr.* 

Phenobarbital % gr. 

BELAP  No.  1 Formula 

Belladonna  Extract % gr.* 

Phenobarbital 'A  Qr. 


BELAP  No.  2 (Scored)  Formula 


Belladonna  Extract % gr.* 

Phenobarbital % gr. 


*Equi¥3lent  5 minims  Tinct.  Belladonna;  USP. 


Prescribe  BELAP  with  confidence 


i 

I 


3CciacR., 


Haack  Laboratories,  Inc.,  Portland  1,  Oregon 
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‘‘Sounds  like 
a case  for 
Protamide, 


Just  a few  words  from  one  physician  to  another  and  yet  thousands  of 
patients  with  the  pain  of  neuritis  or  herpes  zoster  have  been  helped  to 
fast  relief  and  speedier  recovery  by  this  helpful  suggestion. 

Relief  of  inflammatory  radicular  pain,  including  herpes  zoster,  is  prompt 
when  Protamide  is  administered  early‘‘‘*  in  the  course  of  the  disease. 
More  important,  recovery  usually  follows  in  three  to  six  days,  with 
prompt  response  even  in  ophthalmic  herpes  zoster.^ 

references:  (1)  Baker,  A.  G. : Penn.  Med.  J.  6i :697  (May)  1960.  (2)  Smith,  R.  T.:  New  York 
Med.  (Aug.  20)  1952,  pp.  16-19.  (3)  Smith,  R.  T.:  Med.  Clin.  N.  Amer.  (Mar.)  1957.  (4) 
Lehrer,  H.  W.;  Lehrer,  H.  G.,  and  Lehrer,  D.  R.:  Northw.  Med.  (Nov.)  1955.  (5)  Sforzolini, 
G.  S.:  Arch.  Ophthal.  62:381  (Sept.)  1959. 


PROTAMIDE 


—an  exclusive  colloidal  solution  of 
processed  and  denatured  enzyme— 
is  not  foreign  protein  therapy. 


Boxes  of  10  ampuls,  1.3  cc.  each,  for  intramuscular  injection. 
Detroit  11,  Michigan 
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When  you  see  a tense  hypertensive  patient, 
you  see  a candidate  for  Serpasil 


Patients  with  high  blood  pressure  plus  one  or 
more  symptoms  of  tension— restlessness,  rapid 
heart  rate,  excessive  sweating,  agitation- 
benefit  from  the  distinctive  calming  action  of 
Serpasil.  Serpasil  shields  the  tense  hyperten- 
sive patient  from  nervousness  that  raises  his 
blood  pressure. The  result:  pressure  goes  down, 
heart  rate  decreases. 

In  mild  to  moderate  hypertension,  Serpasil 
is  a basic  therapy.  In  more  severe  hypertension. 


Serpasil  is  valuable  as  a primer  and  background 
agent;  by  allowing  lower  dosage  of  more  potent 
antihypertensives,  Serpasil  reduces  the  inci- 
dence and  severity  of  side  effects. 

SUPPLIED:  Tablets,  1 mg.  (white,  scored),  0.25  mg. 
(white,  scored)  and  0.1  mg.  (white). 

For  complete  informationabout  Serpasil  (includingdos- 
age,  cautions,  and  side  effects),  see  current  Physicians’ 
Desk  Reference  or  write  Cl  BA,  Summit,  N.  J.  /3064mb 

Serpasil®  C I B A 

(reserpine  CIBA) 
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CORRESPONDENCE 

This  department  is  a forum,  provided  for 
free  individual  expression.  Letters  are  pub- 
lished as  received  and  given  little  or  no 
editing.  Proof  is  submitted  when  time  per- 
mits, before  publication.  Responsibility  for 
statements  rests  with  the  authors  of  these 
communications  and  not  with  this  journal 
which  strives  only  to  protect  the  right  of 
individuals  to  speak  for  themselves.  Ed. 


Questionable  surgery? 

EDITOR,  NORTHWEST  MEDICINE 

Regarding  the  issue  of  January  1963,  and  “Coro- 
nary Reconstruetion  for  Angina  Pectoris”: 

It  should  be  pointed  out  that  the  use  of  other 
coronary  dilators  and  anticoagulents  carry  far  less 
risk  and  results  better  recognized  than  the  operation 
described. 

The  same  may  be  said  for  the  simple  drinking  of  a 
glass  of  water  containing  the  proper  amount  of 
radio-active  iodine. 

Sincerely  yours, 

J.  C.  MICHEL,  M.D. 

Seattle,  Washington 

Careless  perversion  of  the 
scientific  method 

EDITOR,  NORTHWEST  MEDICINE 

As  an  avid  reader  of  northwest  medicine,  I wish 
to  direct  my  most  hearty  congratulations  to  you  and 
the  collected  authors  who  have  bravely  admitted  a 
ray  of  light  into  the  subject  of  mental  illness.  It  is 
my  fond  hope  that  you  might  gather  together  and 
address  yourselves  to  other  important  research. 
Better  perhaps  might  be  your  suggestion  to  work 
independently  and  then  join  together  to  compare 
results. 

I am  quite  certain  that  many  of  today’s  problems 
would  not  exist,  or  seem  to,  if  your  collective  method 
of  discerning  facts  had  only  been  more  closely 
followed.  Congress,  and  indeed  the  whole  nation, 
would  be  pleased  to  know,  that  editorially  speaking, 
northwest  medicine  has  decided  that  the  demo- 
cratic process  and  nursery  school  statistics  represent 
the  clear  and  certain  method  of  extracting  facts  from 
chaos.  It  is  most  unfortunate  that  Newton  and  Ein- 
stein did  not  know  of  the  advantages  in  your  method. 
If,  as  an  example,  Newton  had  known  that  the  inte- 
gral calculus  could  have  been  worked  out  by 
questionnaires  and  semi-consensual  validation,  he 


could  have  saved  himself  an  enormous  amount  of 
labor. 

If  I seem  to  belabor  the  point  a bit,  please  forgive 
me,  but  such  combinations  of  prejudice,  poor  think- 
ing, and  denial  of  reality  impress  me  as  something 
short  of  science  and  so  remote  from  fact  as  to  be 
best  defined  as  nothing  more  than  undiluted  male 
bovine  excrement. 

Look  not  to  morbidity  but  also  to  mortality.  Self 
cure  for  mental  illness  has  been  statistically  (and  no 
argument  can  deter  this  one)  shown  to  annually 
find  its  only  rival  in  highway  slaughter  as  a cause 
of  death  in  the  physically  firm.  If  suicide  statistics 
cannot  alone  deter  you  from  careless  perversion  of 
the  scientific  method,  look  to  your  own  state  hospital 
system  which  equals  bed  for  bed  all  other  hospital 
facilities. 

I am  only  hopeful  that  in  the  future  northwest 
medicine  will  make  some  effort  to  present  opinion 
as  opinion,  and  not  to  sanctify  such  by  calling  it  fact. 

Respectfully  yours, 
henry  H.  DIXON,  JR.,  M.D. 

Portland,  Oregon 

Worthwhile  project 

EDITOR,  NORTHWEST  MEDICINE 

The  Department  of  Pediatrics,  University  of  Wash- 
ington School  of  Medicine  is  currently  undertaking 
a bi-state  project  involving  the  states  of  Oregon 
and  Washington  to  attempt  to  determine  the  inci- 
dence of  a second  mongoloid  child  being  born  into 
a family.  This  will  obviously  be  a service  project 
since  every  physician  can  realize  the  importance  of 
such  a study  in  counseling  of  such  families.  How  a 
family  with  one  mongoloid  child  should  be  answered 
concerning  future  productivity  is  a question  fre- 
quently asked  in  the  literature.  We  feel  there  are 
not  satisfactory  figures  yet  available  in  this  country. 
Follow  up  chromosome  studies  will  also  be  done. 

\’ery  shortly  all  physicians  in  these  two  states 
will  receive  correspondence  concerning  this  project. 
We  wish  to  urge  them  to  return  the  necessary 
information  at  their  earliest  convenience.  Each  co- 
operating physician  will  receive  a final  report  on  the 
results  of  this  study.  It  can  be  a success  only  if  it 
involves  a large  enough  sample,  and  the  size  of 
the  sample  depends  upon  the  cooperation  of  each 
individual  physician.  We  hope  they  will  give  us 
their  prompt  consideration  when  they  are  contacted. 

Sincerely  yours, 

DELBERT  H.  D.XYTON,  M.D. 

Seattle,  Washington 
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urine 

tests 


as 

basic 


your 

stethoscope 


Ames  products  are  available 
through  your  regular  supplier 


acetest* 

urine  ketones 

Q clinltest 

urine  sugar 

Olctotest 


urine  bilirubin 


albustix* 

uritte  protein 

clinistix 


unne  ptucose 


hemastix' 

hematuria!  hemoglobinuria 

ketostix’ 

phenistix' 

* urine  bhen\lketones 
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ormerly  nervous  and 
(rise,  the  Librium-treated 
jitient  is  better  able  to... 


lace  daily  problems 


is  in  essence  is  what  happens  when  you  place  a patient  on 
)rium  therapy.  She  is  better  able  to  function  normally,  take 
active  interest  in  her  family  and  surroundings,  face  and 
ve  daily  problems. 

jrium  has  a wide  range  of  usefulness.  Its  spectrum  of 
ivity  envelops  and  extends  well  beyond  that  of 
probamate  and  into  certain  indications  for  which 
enothiazines  are  prescribed.  Librium  does  not  dull  mental 
rity  or  induce  drowsiness.  Its  effect  is  prompt  and  decisive, 
:n  in  patients  where  tranquilizer  therapy  has  failed.  Over-all 
3rium  offers  you  an  unusually  safe  compound  which  is 
e from  extrapyramidal  or  autonomic  side  effects,  and  which 
1 not  bring  about  or  deepen  depression.  Librium  is 
lilable  in  capsules  of  5 mg,  10  mg  and  25  mg,  and  in 
0 mg  ampuls— a range  of  dosage  strengths  which  enables 
u to  treat  all  degrees  of  anxiety  and  tension  in  most 
lients.  Consult  literature  and  dosage  information  before 
ascribing. 


Anxiety  and  tension 
relieved 

Alertness  maintained 

Librium* 

chlordiazepoxide 

the  successor  gg 

to  the  tranquilizers  ROCHE 


for 

inflamed, 
infected, 
itching 
skin  lesions 


‘CORTISPORIN’ OINTMENT 

brand 

anti-i nf lammatory  / bactericidal  / antipruritic 


• relieves  pain  and  itching 

• reduces  inflammation  and  edema 

• provides  bactericidal  action  against 
most  gram-positive  and  gram-negative 
organisms,  including  Pseudomonas 
aeruginosa 

• rarely  sensitizes 

General  Indications:  Wherever  inflam- 
mation or  infection  occurs  and  is  acces- 
sible for  topical  therapy,  as  in  burns, 
\A/ounds,  skin  grafts;  and  plastic,  proc- 
tologic, gynecologic,  or  general  surgi- 
cal procedures. 

Dermatologic  Indications:  Atopic,  con- 
tact, stasis,  infectious  eczematoid,  and 
lichenoid  dermatitis;  neurodermatitis, 
eczema,  pyoderma;  anogenital  pruritus; 


primary  dermatoses  with  or  without  sec- 
ondary infection;  external  otitis. 
Caution:  As  with  other  antibiotic  prep- 
arations, prolonged  use  may  result  in 
overgrowth  of  nonsusceptible  organ- 
isms. 

Available:  In  tubes  of  V2  oz.  with  appli- 
cator tip  and  Vs  oz.  with  ophthalmic  tip. 
Although  the  Vs  oz.  tube  is  intended  for 
ophthalmic  use,  it  may  be  used  topically. 

Each  gram  contains: 

‘Aerosporin’®  brand 

Polymyxin  B*  Sulfate 5,000  Units 

Zinc  Bacitracin 400  Units 

Neomycin  Sulfate  5 mg. 

(equivalent  to  3.5  mg.  Neomycin  Base) 

Hydrocortisone  lOmg.  (1Vo) 

Special  White  Petrolatum q.s. 

*U.S.  PAT.  NOS.  2.565.057  ANO  2,695.261 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.  Y. 
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WHAT  IS  SO  IMPORTANT  ABOUT  THE  MOOD- 
ELEVATING  EFFECT  OF  DEXAMYL®  IN  OVERWEIGHT? 


"It  is  not  unusual 

low,  irritable 
* 

three  weeks." 
"Dexamyl' 
a feeling 


being,  and,  most  important,  confidence 
can  lose  weight  after  all!  In  addition 
effect,  one  'Dexamyl'  Spansule® 
lease  capsule  taken  in  the  morning 
curbs  appetite  all  day-both  at  and 


for  patients  on  a low-calorie  diet  to  feel 
and  tired  during  the  first  two  or 
In  contrast,  the  dieting  patient  on 
usually  gains  a brighter  outlook, 
of  energy  and  general  well- 
that  she  really 


to  its  mood 
sustained  re- 
ef feet  ive  ly 
between  meals. 


*Matlin,  £.;  The  Obvious  in  Obesity,  Clin.  Med.  8:1071  (June)  1961. 


FORMULA:  Each  'Dexamyl'  Spansule  capsule  No.  2 
contains  IS  mg.  of  Dexedrine®  (brand  of  dextro 
amphetamine  sulfate)  and  Ija  gr.  of  amobarbital,  de- 
rivative of  barbituric  acid  [Warning,  may  be  habit 
forming].  Each  'Dexamyl'  Spansule  capsule  No.  1 con- 
tains 10  mg.  of  'Dexedrine'  (brand  of  dextro  ampheta- 
mine sulfate)  and  1 gr.  of  amobarbital  [Warning,  may 
be  habit  forming].  The  active  ingredients  of  the 
'Spansule'  capsule  are  so  prepared  that  a therapeutic 
dose  is  released  promptly  and  the  remaining  medi- 
cation, released  gradually  and  without  interruption, 
sustains  the  effect  for  10  to  12  hours. 

INDICATIONS:  (1)  For  control  of  appetite  in  over- 

Smith  Kline  & French  Laboratories 


weight;  (2)  for  mood  elevation  in  depressive  states. 

USUAL  DOSAGE:  One  'DexamyP  Spansule  capsule 
taken  in  the  morning  for  10-  to  12-hour  therapeutic 
effect. 

SIDE  EFFECTS:  Insomnia,  excitability  and  increased 
motor  activity  are  infrequent  and  ordinarily  mild. 

CAUTIONS:  Use  with  caution  in  patients  hypersensi- 
tive to  sympathomimetic  compounds  or  barbiturates 
and  in  coronary  or  cardiovascular  disease  or  severe 
hypertension. 

SUPPLIED:  Bottles  of  50  capsules. 

Prescribing  information  October  i96Z 
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** relief  of  symptoms  is  striking  with  Rautrax-N”^ 


Rautrax-N  decreases  blood  pressure  for  almost 
all  patients  with  mild,  moderate  or  severe 
essential  hypertension.  Rautrax-N  also  offers  a 
new  sense  of  relaxation  and  well-being  in  hyper- 
tension complicated  by  anxiety  and  tension.  And 
in  essential  hypertension  with  edema  and/ or  con- 
gestive heart  failure,  Rautrax-N  achieves  diure- 
sis of  sodium  and  chloride  with  minimal  effects 
on  potassium  and  other  electrolytes. 

Rautrax-N  combines  Raudixin  (antihyperten- 
sive-tranquilizer) with  Naturetin  c K (anti- 
hypertensive-diuretic)  for  greater  antihyper- 


tensive effect  and  greater  effectiveness  in  relief 
of  hypertensive  symptoms  than  produced  by  ei- 
ther component  alone.  Rautrax-N  is  also  flexi- 
ble (may  be  prescribed  in  place  of  Raudixin  or 
Naturetin  c K)  and  economical  (only  1 or  2 
tablets  for  maintenance  in  most  patients). 

Supply:  Rawfrax-N  — capsule-shaped  tablets  provid- 
ing 50  mg.  Raudixin,  4 mg.  Naturetin  and  400  mg. 
potassium  chloride.  Rautrax-N  A/odi/ied  — capsule- 
shaped tablets  providing  50  mg.  Raudixin,  2 mg. 
Naturetin  and  400  mg.  potassium  chloride. 

tHutchison  J.  C.:  Current  Therap.  Res.  2:487  (Oct.)  1960. 


For  full  information,  see  your  Squibb  Product  Reference  or  Product  Brief. 


Rautrax-N' 

Squibb  Standardized  Rauwolfia  Serpentina  Whole  Root  (Raudixin) 
and  Bendroflumethiazide  (*Naturetin)  with  Potassium  Chloride 


SqyiBB 


Squibb  Quality  — 
the  Priceless  Ingredient 

•QVIBS  OmilON  oiin 


'RAUOIXIN'f^,  'RAUTRAX’<D,  AND'  NATURETiN'd)  ARE  SQUIBB  TRADEMARKS. 
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PERCODAN  BRINGS  SPEED . . . DURATION . . . 
AND  DEPTH  TO  ORAL  ANALGESIA 


in  the  wide  middle  region  of  pain 


I 


PE  RCODAN 

(Salts  of  Dihydrohydroxycodeinone  and  Homatropine,  plus  APC)  TABLETS 

fills  the  gap  between  mild  oral  and  potent  parenteral  analgesics 


■ acts  in  6-15  minutes  ■ relief  usually 
lasts  6 hours  or  longer  ■ constipation 
rare  ■ sleep  uninterrupted  by  pain 


Cndo 


Literature  on  request 

ENDO  LABORATORIES 

Richmond  Hill  18,NewYork 


Average  Adult  Dose  : 1 tablet  every  6 hours.  May  be  habit-forming. 
Federal  law  allows  oral  prescription.  Also  Available:  Percodan®- 
Demi:  the  complete  Percodan  formula,  but  with  only  half  the 
amount  of  salts  of  dihydrohydroxycodeinone  and  homatropine. 

Each  scored,  yellow  Percodan*  Tablet  contains  4.50  mg.  dihydrohy- 
droxycodeinone HCl,  0.38  mg.  dihydrohydroxycodeinone  terephtha- 
late  (warning:  may  be  habit-forming),  0.38  mg.  homatropine 
terephthalate,  224  mg.  acetylsalicylic  acid,  160  mg.  acetophenetidin, 
and  32  mg.  caffeine.  *U.S.  Pais.  2,628,185  and  2,907,768 


they  never  even  had  a chance  to  complain  about  the  cost  of  drugs 


Walk  through  any  older  cemetery,  and  you  ■will  find 
the  same  ugly  story  repeated  many  times.  Died,  age 
30  years . . . died,  age  8 years . . . died,  age  6 months. 

Sometimes,  you  will  see  evidence  of  entire  families 
being  struck  down  almost  simultaneously.  You 
wonder,  was  it  influenza?  Diphtheria?  Infectious 
■ diarrhea?  Or  a host  of  other  diseases  whose  very 

i names  were  synonymous  with  terror? 

You  will  see,  “Died,  age  22  — childbirth.” 

There  are  many  reasons  w’hy  you  don’t  see  a 
continuation  of  these  tragic  stories  today  — not  the 
I least  of  which  has  been  the  dedication  of  American 

I physicians  and  the  quality  of  medical  education.  And 


another,  we  sincerely  believe,  has  been  the  quality 
of  medicines  which  have  been  made  available. 

Yet,  the  value  of  independent  drug  research  has  been 
seriously  challenged  — research  which  has,  in  the 
past  30  years  alone,  helped  to  add  nearly  10  extra 
years  to  the  average  lifespan  in  the  United  States. 
Yet,  because  the  cost  of  the  search  must  be 
reflected  in  the  price  the  patient  pays  for  a 
prescription,  is  it  too  expensive  to  continue? 
Unfortunately,  perhaps  those  who  might  have  the 
best  answer  can  offer  only  silent  testimony. 
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Report  from  Authors 


Because  this  does  not  quite  fit  the  definition  of 
an  editorial,  I shall,  for  once,  emerge  from  what 
. Joseph  Garland  calls  the  editor’s  spurious  anony- 
mity, to  make  a sort  of  case  report  on  what  auth- 
ors report  to  me.  I’ve  never  been  sure  about  the 
reasons  for  editorial  plurality,  whether  it  be  a 
schizoid  feeling  from  having  such  a variety  of 
tasks  to  perform  or  merely  because  a journal  is 
such  an  imperious  mistress  that  freedom  implied 
by  the  singular  is  usually  unthinkable. 

This  report,  however,  is  concerned  mainly  witli 
a single  function  from  which  there  can  be  no 
escape  into  shared,  and  therefore  diluted,  re- 
sponsibility. One  of  the  editor’s  functions  is  to 
edit.  It  is  not  an  easy  task. 

Does  one  edit  very  little,  or  very  much?  Does 
one  merely  correct  grammar  and  spelling,  and 
mark  for  type,  or  does  one  rewrite  extensively? 
Does  one  make  so  many  changes  that  the  style 
ceases  to  be  that  of  the  author  and  reflects  only 
the  mannerisms  of  the  editor,  or  should  the  auth- 
or’s language  be  preserved,  even  if  it  is  tough 
on  the  reader?  And  if  the  author  makes  an  as- 
sertion that  might  not  state  precisely  what  he 
probably  intended,  how  does  one  determine  ex- 
actly what  he  did  mean?  Or,  if  he  omits  a state- 
ment that  ought  to  be  included,  for  fact  or  for 
clarity,  does  one  invent  a whole  new  sentence 
or  paragraph  for  him?  Will  subheads  give  the 
reader  the  intended  relief,  and  will  they  be  where 
the  creator  of  the  manuscript  would  have  placed 
them  in  his  outline— provided  he  actually  made 
one? 

These  questions  and  many  more  have  plagued 
me  every  time  I have  picked  up  a pencil  in  one 
hand  and  a fresh,  clean  manuscript  in  the  other, 
to  get  it  ready  for  the  printer.  Am  I mutilating, 
or  doing  reconstructive  surgery? 

It  is  gratifying  to  learn  that  few  have  been  of- 
fended and  quite  a number  pleased.  I have  heard 
from  89  per  cent  of  the  authors  who  have  con- 
tributed to  this  journal  during  the  past  three 
years.  Questionnaires  were  sent  to  147  authors; 
I3I  were  returned.  This  is  more  than  a gratifying 
response.  It  is,  to  use  one  of  Clarence  Smith’s 
favorite  words,  astonishing. 

The  first  question,  major  reason  for  the  mailing, 
concerned  editing  specifically.  Three  writers  said 
there  had  been  too  much  editing,  four  said  not 
enough  and  93  said  that  editing  had  been  about 
right.  Fifty  felt  their  manuscripts  had  been  im- 


proved, one  that  his  had  been  harmed.  Forty- 
three  indicated  that  editing  had  followed  the 
author’s  thought,  one  that  there  had  been  devia- 
tion. 

I think  that  these  were  honest  answers.  I had 
expected  criticism  and  in  order  to  permit  it  freely, 
had  asked  recipients  not  to  sign  the  question- 
naire. The  request  was  honored  in  every  instance. 
A few,  possibly  suspecting  a code,  used  a plain 
cover  rather  than  the  business  reply  envelope 
provided  and  one  signed  “The  Phantom”  below  a 
note  too  flattering  to  be  copied  here. 

An  entirely  unexpected  finding  was  the  extent 
to  which  this  journal  is  followed  in  foreign  lands. 
Forty-five  authors  reported  that  they  had  re- 
ceived letters  or  cards  from  foreign  countries. 
Most  listed  from  one  to  five  such  communications 
but  a few  reported  as  many  as  20.  Requests  for 
reprints  come  to  the  publishing  office  occasion- 
ally but  I had  not  previously  realized  that  so 
many  were  being  addressed  directly  to  authors. 
This  journal  goes  to  libraries  and  hospitals  in 
various  parts  of  the  world  and  may  have  been 
seen  there  but  a number  of  the  requests  probably 
had  their  origin  in  an  index.  At  least  one  of  these, 
of  world  wide  circulation,  carries  authors’  ad- 
dresses as  well  as  titles. 

Production,  that  phase  of  operation  carried  on 
after  the  editing  has  been  done,  is  usually  a 
shared,  and  sometimes  delegated,  responsibility. 
It  was  the  subject  of  three  questions.  Under  each 
there  were  three  spaces— good,  poor,  and  fair. 
Under  publication,  106  checked  good,  none 
marked  poor,  and  6 said  fair.  For  placement  the 
response  was,  good— 121,  poor— 1,  fair— 5.  Print- 
ing was  considered  good  by  127  and  fair  by  3. 

Few  authors  added  comments.  With  a single 
exception  those  written  on  the  margin  or  back 
of  the  sheet  were  either  favorable  or  were  con- 
structive suggestions.  The  exception,  from  an 
author  who  marked  the  editing  as  satisfactory, 
was  a marginal  note,  “A  favorable  impression 
of  the  journal  is  not  implied.” 

Although  I expected,  and  would  have  appreci- 
ated, more  criticism,  it  is  pleasant  to  know  that 
some,  at  least,  of  the  questions  in  the  third  para- 
graph have  been  answered  acceptably.  Neverthe- 
less, I will  probably  continue  to  worry  about 
them  every  time  I pick  up  a fresh  manuscript 
and  start  it  on  its  way  to  these  printed  pages. 

H.  L.  HARTLEY 
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The  citric  acid  aerosol  test— used  to  confirm  the  antitussive  properties  of  drugs. 


single-entity,  non-narcotic 

NOVRAD* 

(levopropoxyphene,*  Lilly) 

effectively  controls  useless  cough  without  added  opiates 


permits  normal  expectoration— Unlike  codeine, 
Novrad  does  not  appear  to  interfere  with  elim- 
ination of  bronchial  secretions. 

retains  antitussive  effect— Patients  do  not  de- 
velop tolerance  to  Novrad,  even  after  long-term 
administration. 

well  tolerated— Novrad  does  not  produce  co- 
deine constipation. 


and  for  coughs  with  aches,  pain,  fever  . . . 
NOVRAD®  with  A.S.A.®  (levopropoxyphene* 
with  acetylsalicylic  acid,  Lilly)  provides  50  mg. 
Novrad  and  300  mg.  acetylsalicylic  acid. 

*as  the  napsylate 

This  is  a reminder  advertisement.  For  adequate 
information  for  use,  please  consult  manufacturer’s 
literature.  Eli  Lilly  and  Company.  Indianapolis  6. 
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ORIGINAL  ARTICLES 


Mould  and  Prosthetic  Arthroplasties  of  the  Hip 


JOHN  F.  LeCOCQ,  M.D.  Seattle,  Washington 


This  discussion  will  not  be  a statistical  report 
but  is  based  on  personal  observations  made  on 
369  cases  of  mould  and  prosthetic  arthroplasties 
of  the  hip  performed  by  nine  orthopedic  surgeons 
of  the  Seattle  Orthopaedic  and  Fracture  Clinic. 
Of  this  number,  319  were  performed  at  the  Swe- 
dish Hospital  and  50  were  performed  at  the  vari- 
ous other  hospitals  in  Seattle,  and  in  outlying 
communities.  These  were  done  in  a 12-year 
period  from  1949  through  1961  inclusive.  As  the 
years  have  passed,  more  prosthetie  arthroplasties 
are  being  done  as  compared  to  mould  arthroplas- 
ties, because  it  has  been  found  to  be  feasible  to  do 
prosthetic  arthroplasties  in  elderly  patients  with 
severe  malum  coxae  senilis  and  in  fresh  or  un- 
united femoral  neck  fractures.  This  arbitrary 
period,  from  1949  through  1961,  was  selected  be- 
cause in  those  years  mould  and  prosthetic  arthro- 
plasties were  proving  to  give  better  results.  I did 
many  fascial  arthroplasties  from  1930  until  about 
1940  but  with  advent  of  the  vitallium  mould 
fascial  arthroplasties  were  abandoned. 

Restoration  of  motion  and  ablation  of  pain  in  a 
joint  have  been  challenges  to  surgeons  for  a great 
many  deeades.  The  first  arthroplasty  was  per- 
formed on  an  ankylosed  temporo-mandibular 
joint  in  1860.  Most  arthroplasties  of  that  period 
were  confined  to  non-weight-bearing  joints 
which,  of  course,  always  show  better  results.  John 
B.  Murphy  of  Chicago  was,  probably,  the  first 
surgeon  to  attempt  arthroplasties  in  weight-bear- 
ing joints.  In  1902  he  began  by  lining  the  recon- 
structed joints  with  pedunculated  flaps  of  tissue. 
Subsequently,  Campbell  of  Memphis  did  a great 
many  hip  arthroplasties  by  using  free  grafts  of 
fascia  lata  and  using  a double  layer  of  the  fascia 
in  the  reconstructed  hip  joint.  Baer  of  Baltimore 
used  chromocized  pig’s  bladder  for  relining  the 


From  the  Seattle  Orthopaedic  and  Fracture  Clinic. 

Presented  at  the  Washington  State  Medical  Association 
Annual  Meeting,  Spokane,  Washington,  September  18,  1962. 


Fig.  1.  A — Degenerative  arthritis  of  hip.  Fascial  artho- 
plasty  done  in  1944.  B — Six  years  after  fascial  arthroplasty. 
Absorption  of  femoral  head  and  neck.  Recurrence  of  pain- 
ful, fibrous  ankylosis.  C — Eleven  years  following  Eicher 
prosthetic  arthroplasty,  1951.  Excellent  motion,  stability, 
and  freedom  from  pain. 


reconstructed  joint.  These  operators  used  meticu- 
lous care  in  reshaping  the  acetabulum  and  fe- 
moral head.  They  achieved  good  stability  and 
adequate  motion.  Nevertheless,  when  fascia  was 
used,  there  was  eventual  absorption  of  the  head 
and  neck  with  resultant  instability.  Frequently 
the  patients  suffered  recurrence  of  painful,  fib- 
rous ankylosis. 

Figure  1,  A,  B,  show  what  frequently  happened 
in  a fascial  arthroplasty.  As  the  years  went  on, 
the  patient  became  more  and  more  disabled  be- 
cause of  a painful  hip  with  very  limited  motion. 
An  Eicher  prosthesis  was  inserted  six  years  after 
the  fascial  arthroplasty.  Fig.  1,C.  Since  then  she 
has  had  an  excellent  functional  result,  a painless 
hip  with  good  motion  and  good  stability. 

With  the  advent  of  the  vitallium  mould  for  hip 
arthroplasties  in  1938,  the  end  residts  became 
better.  However,  absorption  of  the  head  within 
the  mould  frequently  compromised  the  end  re- 
sult, Fig.  2.  This  complication  can  be  obviated, 
to  some  degree,  by  using  great  care  to  preserve 
the  hard,  sub-chondrial  bone  on  the  femoral 
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Fig.  2.  A — Congenital  dysplastic  hip.  Mould  arthroplasty 
February  1954.  B — Six  years  later,  partial  absorption  of 
head  within  mould,  unstable  joint.  There  is  good  motion 
but  some  pain. 


head,  especially  at  the  chief  weight-bearing  por- 
tion, and  to  absolutely  avoid  stripping  the  peri- 
osteum from  the  neck  of  the  femur.  There  may 
be  a great  deal  of  new  bone  production  around 
the  mould  and  acetabular  edges  which  will  be  a 
factor  in  limiting  the  joint  motion,  or  in  freezing 
of  the  mould.  This  can,  in  good  measure,  be  pre- 
vented by  the  liberal  use  of  oxycel  gauze.  Fre- 
quently three  or  four  bottles  of  this  material  are 
used  in  a hip  arthroplasty. 

In  doing  a mould  arthroplasty,  care  must  be 
taken  to  get  the  mould  in  correct  relationship 
with  the  head  and  neck  of  the  femur  and  the 
acetabulum,  by  the  use  of  special  reamers.  A 
varus  position  of  the  mould  leads  to  instability 
of  the  head  in  the  mould  and  too  much  valgus 
position  leads  to  its  gradual  subluxation  out  of 
the  acetabulum;  the  causative  factors  will  be 
e.xplained  later.  Use  of  the  new  concentric  mould 
in  which  the  outer  surface  forms  a perfect  arc, 
has  proven  to  give  much  better  results. 

In  the  last  fifteen  years  various  types  of  hip 
prostheses  were  introduced.  At  first  these  were 
chiefly  used  for  the  replacement  of  the  femoral 
head  in  old  or  fresh  fractures  of  the  femoral  neck. 
•\t  the  beginning,  most  hip  prostheses  were  the 
stem  type,  made  of  acrylic,  nylon,  and  other  plas- 
tic materials.  Because  of  the  many  poor  results 
obtained  by  these  devices  there  finally  evolved 
the  intramedullary  type  which,  for  several  years 
now,  has  on  the  whole,  been  giving  V'ery  satis- 
factory results.  In  probably  more  and  more  or- 
thopedic clinics,  as  has  occurred  in  our  clinic,— 
use  of  \Ttallium  and  stainless  steel  intramedullar)' 
prostheses  has  been  replacing  mould  arthroplas- 
ties. However,  it  is  my  opinion  that  \’italliurn 
mould  arthroplasty  is  still  indicated  if  the  femoral 
head  is  not  too  seriously  deteriorated,  especially 
in  patients  vip  to  about  65  years  of  age.  If  the 
mould  arthroplasty  fails,  a prosthetic  arthroplasty 
can  be  done  later  with  reasonable  assurance  of 
success,  but  if  a prosthetic  arthroplasty  goes 


sour,  a salvaging  operation  such  as  a Colonna, 
pelvic  support  osteotomy  or  hip  fusion  is  not  too 
satisfactory,  especially  in  older  people. 

dyno-mechanics  of  the  hip  joint 

Pauwels,  in  1936,  pointed  out  the  stresses  to 
which  the  hip  joint  is  subjected  and  showed 
that  an  unbelievable  amount  of  force  is  trans- 
mitted tbrough  the  weight-bearing  portion  of 
the  femoral  head  under  certain  circumstances. 
He  calculated  that  in  a normal  average  individual 
the  pressure  on  the  articulating  portion  of  the 
femoral  head  is  approximately  four  times  the 
body  weight  each  time  the  individual  places  the 
full  weight  on  the  foot.  W'e  can  readily  under- 
stand these  great  stresses  when  we  remember  that 
during  the  unipedal  stance  the  force  of  the  sup- 
erimposed body  weight  must  be  balanced  by  the 
pull  of  the  abductor  muscles  on  the  greater  tro- 
chanter. Were  it  not  for  the  fact  that  these  forces 
act  only  momentarily,  all  femoral  heads  would 
soon  disintegrate. 


Fig.  3.  A — Fracture  of  femoral  neck.  Stereoscopic  views 
show  that  posterior  parts  of  head  and  neck  were  crushed 
inward.  Nailing  would  have  failed.  B — Seven  months  later. 
Intramedullary  prosthesis  has  given  a painless  hip  with 
good  stability  and  good  motion.  The  patient,  who  has 
amyotrophic  lateral  sclerosis,  uses  a cane. 


A valgus  position  of  a mould,  prosthesis,  or 
femoral  neck,  will  enormously  increase  these 
pressures  and  can  cause  dislocation  of  the  mould 
or  prosthesis  or  disintegration  of  a reconstructed 
femoral  head.  Hence,  it  is  essential  in  hip  re- 
construction to  approach,  insofar  as  possible, 
the  normal  relationship  of  the  femoral  head, 
acetabulum  and  neck. 


Fig.  4.  A — Fragmentation  of  femoral  head  with  posterior 
displacement  of  major  portion.  B — Use  of  prosthesis  was 
the  most  logical  method  of  treatment. 
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Fig.  5.  A — Bilateral  rheumatoid  arthritis  with  severe  pain  and  markedly  limited  motion.  B — Six 
years  after  bilateral  arthroplasty,  six  months  intervening  between  operations.  The  hips  are  pain- 
less, there  is  good  motion  and  stability:  the  patient  walks  without  external  support.  C — Malum 
coxae  senilis,  bilateral.  D — Bilateral  prosthetic  arthroplasty.  The  patient  walks  with  a cane  but 
is  handicapped  by  osteoarthritis  of  left  knee. 


The  compression  forces  on  the  femoral  head 
and  acetabulum  can  be  greatly  lessened  if  pull 
of  the  iliopsoas  muscle  is  removed  by  dividing 
its  tendon,  and  if  tenotomies  of  the  adductor 
tendons  are  done.  This  creates  what  is  called  a 
hanging  hip.  The  procedure  can  sometimes  be 
used  in  the  elderly  patient,  not  a good  surgical 
risk  for  a major  procedure,  with  assurance  of 
quite  good  relief  from  pain. 

A patient  with  a painful,  disintegrating  hip 
should  be  encouraged  to  use  a cane  in  the  op- 
posite hand.  It  is  also  well  to  have  them  do  this 
after  they  graduate  from  crutches.  All  patients 
should  be  encouraged  to  use  a cane  in  the  hand 
opposite  the  reconstructed  joint  to  minimize 
stresses  on  that  joint.  Patients  who  undergo  mould 
or  prosthetic  hip  arthroplasty  are  never  assured 
that  all  external  aids  for  walking  can  be  discarded 
although  large  percentage  walk  without  them. 

The  importance  of  a cane  used  in  the  hand  op- 
posite to  the  painful  hip  was  shown  by  the  study 
of  Pauwels.  If  an  individual  weighing  105  pounds 
exerts  a pressure  of  38.5  pounds  upon  a cane  in 
the  opposite  hand,  pressure  on  the  remoral  head  is 
reduced  from  385  pounds  to  66.5  pounds.  There 
is  relief  of  8 pounds  actebular  pressure  for  each 
pound  of  weight  placed  on  the  cane.  It  is  for 
this  reason  that  the  elderly  patient  with  a pain- 
ful hip  is  frequently  advised  to  use  a cane  in  the 
opposite  hand.  It  may  give  enough  relief  to  stave 
off  the  day  of  hip  surgery  for  several  years.  Many 
cases  seen,  however,  have  used  canes  or  crutches 
and  have  reached  the  point  where  pain  is  so 
severe  that  acceptable  existence  is  no  longer  pos- 


sible. This  is  especially  true  of  those  with  night 
pain.  These  cases  should  have  the  benefit  of 
arthroplastic  procedures.  Need  for  such  help  is 
greater  when  there  is  bilateral  hip  involvement. 

indications  for  mould  and  prosthetic  arthroplasty 

1.  Prosthesis  is  indicated  in  the  elderly  patient 
with  an  acute  fracture  of  the  femoral  neck  and 
particularly  for  the  fracture  in  which  the  posterior 
part  of  the  head  and  neck  have  been  crushed 
like  an  eggshell  where  nailing  is  very  likely  to 
fail,  Fig.  3. 

2.  Old,  ununited  femoral  neck  fractures  neces- 
sarily need  a prosthesis  rather  than  a mould.  The 
most  gratifying  results  are  frequently  obtained  in 
these  cases. 

3.  In  this  modern  age  with  high  speed  auto- 
mobiles, and  proportionate  increase  in  traffic 
accidents,  we  see  more  and  more  cases  in  which 
the  hip  has  been  dislocated  posteriorly  and  a 
large  fragment  of  bone  has  been  knocked  out 
of  the  head.  Fig.  4.  A hip  such  as  this  must  be 
ankylosed  or  a prosthesis  used.  Obviously  it 
would  not  be  feasible  to  use  a mould.  A prosthe- 
sis is  more  acceptable  to  the  patient  than  hip 
fusion. 

4.  In  rheumatoid  arthritis  either  a mould  or 
prosthesis  may  be  used.  Fig.  5,  A,B.  If  the  femoral 
head  is  good,  a mould  is  preferred  for  the  younger 
patient. 

5.  In  the  malum  coxae  senilis  cases,  there  gen- 
erally is  so  much  disintegration  of  the  femoral 
head  that  prostheses  have  to  be  used.  Fig.  5,  C,D. 

6.  Congenital  luxation  or  dysplasia  of  a hip 
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Fig.  6.  A — Congenital  hip  dysplasia.  Previous  mould  ar- 
throplasty by  another  surgeon.  Mould  not  deeply  seated. 
Hip  was  painful  and  unstable.  Motion  was  limited. 
B — Acetabulum  was  deepened  and  prosthesis  installed. 
There  is  good  motion  and  good  stability  but  slight  pain. 
The  patient  walks  well  with  a cane.  The  other  hip  will  be 
done  later.  C — Severe  intrapelvic  protrusio.  The  condi- 
tion was  bilateral.  Prostheses  were  used,  four  months  in- 
tervening between  operations.  D — About  two  years  after 
the  second  operation.  The  patient  walks  with  a cane. 
There  is  slight  pain  in  the  left  hip,  done  most  recently. 
There  is  excellent  stability  and  about  normal  range  of 
motion. 

in  the  early  years  of  life  may  not  give  symptoms 
or  trouble  but  as  the  patient  gets  older  and 
heavier,  the  weight-bearing  stresses  beeome  too 
great  and  disintegration  of  the  femoral  head  and 
acetabulum  ensues.  These  cases  can  be  treated 
successfully  with  a mould  but  great  care  has  to  be 
exercised  to  get  the  proper  acetabular  depth  for 
the  mould  and  it  must  be  in  correct  relationship 
with  the  head  and  acetabulum.  However,  in 
many,  so  much  disintegration  has  occurred  that 
a prosthesis  has  to  be  used.  Fig.  6,  A,B. 

7.  Then  there  is  the  rather  rare  case  of  arth- 
rokatadysis  of  the  hip,  generally  bilateral,  so- 
called  intrapelvic  protrusio.  As  a rule,  these  start 
in  childhood  or  in  young  adulthood.  As  the  years 
go  on,  these  hips  become  more  and  more  limited 
in  motion  as  the  head  sinks  deeper  into  the  pelvis. 
Marked  degenerative  changes  occur.  Ambulation 
with  crutches  finally  becomes  too  painful  and 
even  wheelchair  existence  is  hardly  possible. 
These  cases  have  always  been  a challenge  and 
can  best  be  handled  by  leaving  the  femoral  head 
in  the  acetabulum,  fixing  it  in  the  neutral  posi- 
tion by  driving  bone  pegs  through  both  acetab- 
ular walls  and  the  femoral  head.  The  head  is 
cut  off  flush  with  the  outer  rim  of  the  acetabu- 
lum. Then  the  head  is  drilled  out  until  proper 
depth  is  obtained  and  there  is  a suction  fit  for 
the  prothesis.  The  outer  shell  of  the  head,  in  due 
time,  will  incorporate  itself  in  the  acetabular  wall 


and  further  intrapelvic  protrusio  will  not  occur. 
Fig.  6,  C,D. 

operation 

The  patient  is  placed  on  the  well  side  with  a 
thick  roll  in  front  and  back.  The  rolls  are  bound 
together  underneath  the  patient  so  as  to  main- 
tain a good  stable  lateral  position.  The  affected 
hip  can  be  manipulated  freely  as  desired.  This 
posterolateral  approach  is  also  preferred  because 
it  is  quite  bloodless.  If  a wider  view  of  the  whole 
hip  joint  is  necessary,  such  as  for  complete  cap- 
sulectomy  in  those  cases  of  long  standing  disease, 
this  can  readily  be  obtained  by  cutting  off  the 
greater  troehanter  with  a Gigli  saw  but  leaving 
the  adductors  attached  to  the  trochanter.  After 
completion  of  the  operation,  the  trochanter  is 
reattached  in  the  desired  position  with  two  wood 
screws. 

It  is  important  to  place  the  prosthesis  in  as 
normal  a position  as  is  possible.  The  femoral 
neck,  either  before  or  after  dislocation  of  the 
head,  is  cut  off  with  a Gigli  saw.  The  saw  is  start- 
ed about  three-fourths  inch  proximal  to  the  lesser 
trochanter  and  comes  out  at  the  base  of  the  great- 
er trochanter.  The  posterior  part  of  the  femoral 
neck  is  left  a little  higher  than  the  anterior  part 
so  as  to  give  some  anteversion  to  the  prosthetic 
head  and  neek.  The  slot  for  the  prosthesis  should 
have  the  base  seated  just  a little  posterior  to  the 
anterior  margin  of  the  greater  trochanter.  The 
medial  part  of  the  prosthesis  collar  should  rest 
on  the  femoral  calear  well  anterior  to  the  lesser 
trochanter.  Fig.  7 illustrates  these  points. 

In  eases  in  which  it  is  desirable  to  get  rid  of  a 
good  deal  of  compressive  force  in  the  acetabu- 
lum, the  lesser  trochanter,  into  which  the  iliopsoas 
muscle  is  inserted  can  readily  be  osteotomized 
and  allowed  to  displace  up.  In  old  pathologic 
hips  the  adductors  are  usually  severely  contract- 
ed. These  are  tenotomized  subcutaneously  tmd 
the  puncture  holes  made  by  the  tenotome  sealed 
with  cotton  and  collodion  dressings. 

In  cases  in  which  a capsulectomy  has  been 
done,  it  is  best  to  put  on  a short  plaster  boot  with 
a cross  bar  at  the  malleolar  level  to  keep  the  hip 
from  rotating  to  prevent  it  from  disloeating.  In 
those  in  which  a strictly  posterior  approach  is 
made,  there  is  no  danger  of  dislocation  except 
if  the  hip  be  severely  internally  rotated.  In  these 
cases  5 or  6 pounds  of  traction  to  the  leg  and 
some  long  sandbags  along  the  leg  for  a few  days 
are  sufficient  for  immobilization  and  eomfort. 
In  three  to  four  days,  the  limb  is  plaeed  on  an 
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arthroplasty  splint  and  exercises  with  pulleys  and 
weights  are  started.  As  a rule  ambulation  with 
crutches  is  started  in  seven  to  ten  days.  In  cases 
with  fresh  femoral  neck  fractures  in  which  pros- 
theses  have  been  used,  and  especially  in  the  eld- 
erly patients,  it  is  best  to  get  them  in  the  wheel- 
chair within  a few  days  and  start  weight-bearing 
in  a walker  a few  days  later. 

complications 

One  of  the  serious  complications  is  dislocation 
of  the  mould  or  the  prosthesis.  This  can  occur 
more  readily  in  cases  where  the  Smith-Petersen 
approach  is  used  and  if  a capsulectomy  has  also 
been  done,  ^\dth  a high  degree  of  external  rota- 
tion, dislocation  of  the  prosthetic  head  or  of  the 
mould  may  occur.  It  also  may  happen  if  the 
greater  trochanter  has  been  replaced  with  wood 
screws  and  for  some  reason  they  pull  out.  The 
head  will  then  readily  dislocate.  I have  seen  this 
occasionally  in  patients  who  become  mentally 
confused. 

Infection,  of  course,  is  always  with  us,  but  with 
speed  in  the  operation,  attention  to  asepsis  and 
avoidance  of  hematomas,  the  percentage  of  in- 
fections is  minimal.  If  it  does  occur,  drain  down 
to  the  prosthesis  or  mould  but  do  not  remove  it. 
Get  a culture  immediately  and  use  the  appropri- 
ate antibiotic  in  heavy  dosage.  Most  of  these 
cases  will  come  out  all  right. 

Intrapelvic  protrusion  of  the  mould  or  prosthe- 
sis is  a factor  which  may  lead  to  pain.  However, 
since  using  the  technique  of  making  a hanging 
hip  by  removing  the  compressive  forces  exerted 
by  the  iliopsoas  muscle  and  the  adductor  muscles, 
we  have  seen  less  of  this  complication. 

Postoperative  calcification  about  the  hip  joint 
has  not  been  a factor  in  compromising  the  end 
result.  Liberal  use  of  oxycel  gauze  prevents  it. 

There  are  some  patients  with  excellent  fit  of 
the  mould  or  prosthesis,  who  have  good  passive 
and  active  motion  who  still  complain  of  pain. 
These  cases  defy  explanation. 

summary 

Fascial  arthroplasties  have  been  abandoned  be- 
cause superior  results  have  been  obtained,  during 
the  past  20  years,  with  mould  and  prosthesis 


Fig.  7.  Plaster  model  demonstration.  A — Posterior,  show- 
ing line  of  osteotomy.  B — Position  of  the  slot  created  for 
reception  of  the  prosthesis.  C — Anterior,  prosthesis  in 
place  but  not  driven  home.  When  this  is  done  the  collar 
rests  firmly  on  femoral  calcar.  D — Same,  posterior  view. 

arthroplasties.  Use  of  prostheses  has  increased 
since  1949,  eliminating  femoral  head  absorption 
and  limitation  of  motion  from  calcium  deposits. 
Fpr  cases  in  which  mould  arthroplasty  is  indicat- 
ed, the  deposits  may  be  prevented  by  use  of  oxi- 
dized cellulose  gauze.  Various  prostheses  have 
been  developed  but  the  intramedullary  type  now 
gives  best  results. 

Excessive  stress  in  some  cases  may  be  relieved 
by  dividing  tendons  of  the  adductors  and  the 
iliopsoas.  Stress  is  increased  by  abnormal  place- 
ment of  the  reconstructed  or  replaced  head  and 
may  be  followed  by  absorption  or  dislocation. 
Anatomic  relationships  should  be  followed  as 
closely  as  possible.  Statistical  analysis  has  not 
been  included  in  this  paper.  ■ 

1011  Summit  Ave.  (4) 
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Psychiatry-Specialty  or  Special  Way? 

H.  A.  D I C K E L,  M.D.,  Portland,  Oregon 


Recently,  general  physicans  have  become 
accustomed  to  thinking  and  working  in  the 
field  known  as  psychiatry'.  This  has  been  a 
radical  change  over  the  past  few  years,  quite 
distinctly  different  than  one  might  have  believed 
to  be  a possibility  were  one  to  have  looked  ahead 
25  years  ago  when  I entered  the  practice  of 
medicine  in  Portland. 

A number  of  factors  have  brought  about  the 
changes  in  attitude  that  general  medicine  now 
has  toward  things  psychiatric.  That  medicine 
as  a whole,  that  men  in  general  practice  in 
particular,  have  too  long  neglected  the  field  is 
ob\  ious  if  one  looks  at  the  whole  field  of  mental 
health  and  illness  at  the  present  time.  It  has 
always  seemed  significant  to  many  of  us  that  of 
all  the  various  illnesses  known  to  ancient  and 
modem  man,  none  surpassed  in  magnitude  that 
of  mental  disease.  Yet  of  all  these  ills,  none 
seemed  to  absorb  less  interest,  less  attention 
towards  treatment,  and  certainly  less  concern 
about  prevention,  than  mental  illness,  and  by 
mental  illness  I refer  to  any  emotional,  mental  or 
psychiatric  disorder. 

Consider,  if  you  will,  these  facts  as  obvious 
reasons  why  mental  illness  should  be  of  real 
concern  to  the  man  in  general  practice: 

(1)  Annually,  it  takes  in  e.xcess  of  1.5  billion 
dollars  to  care  for  over  16,000,000  mentally  ill 
people  in  this  country.^ 

(2)  Oregon  itself  spends  beUveen  45  to  50 
million  dollars  each  biennium. 

(3)  People  demand  that  something  be  done 
about  these  problems,  and  turn  to  all  sorts  of 
non-medically  oriented  people,  or  even  quacks, 
for  help  when  they  are  neglected  by  physicians. 

(4)  Current  research  in  the  fields  of  neuro- 
physiology, clinical  psychology,  and  neuro- 
psychiatry, indicates  that  the  physieian  is  in 
the  ver\'  best  position  to  treat  emotional  and 
mental  illness  along  with  physieal  illness. 

( 5 ) Only  the  physician  is  truly  trained  to 
treat,  and  in  most  instances  only  the  physician 
is  legally  qualified  to  treat,  a fact  that  the 
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majority  of  people  have  overlooked  or  dis- 
regarded. 

(6)  If  one  considers  it  extensively,  there  is 
not  a vast  difference  between  what  used  to  be 
called  the  art  of  medicine  and  what  is  now 
sometimes  referred  to  as  psychotherapeutic 
medicine. - 

But  presently,  with  the  tranquilizers,  the  anti- 
depressants, and  the  other  therapeutic  adjunctive 
tools  to  use  and  make  him  feel  he’s  doing 
psychiatry',  the  average  physician  is  still  not 
obtaining  exactly  that  which  would  be  of  greatest 
benefit  and  service  to  the  emotionally  and  men- 
tally ill  people.  He  is  still  not  utilizing  the  most 
valuable  possessions  he  has,  his  training,  his 
compassion,  and  his  ability  to  deal  with  people 
on  a therapeutic  basis. ^ 

contribution  of  pioneer  physicians 

It  is  obvious,  therefore,  that  many  of  us  in 
the  field  of  psychiatry  might  ask  of  ourselves 
occasionally  “Should  psychiatry'  really  be  a spe- 
cialty', or  might  it  not  be  considered  a special 
way  of  dealing  with  people  by  those  in  clinical 
medicine?” 

At  first  this  may  seem  a somewhat  odd  ques- 
tion, for  there  are  some  7000  or  more  physicians 
who  are  diplomates  of  the  American  Board  of 
Neurology'  and  Psy'chiatry',  and  there  are  always 
more  seeking  recognition.  ^^Ty  ask  the  question? 

I think  an  answer,  easy  to  understand,  might 
lie  in  the  consideration  that  the  practicing 
psychiatrist  today  is  not  doing  too  many  things 
that  are  radically  different  from  what  the  real 
family  phy'sician  did  for  his  patients  85  to  100 
years  ago— and  his  was  a real  contribution, 
considered  a significant  one  in  the  history'  of 
medicine  and  doctor-patient  relationships. 

The  family  and  country  physician,  serving  at 
a time  when  a vast  country  w’as  developing, 
and  when  people  on  the  frontier  of  this  develop- 
ment needed  the  most,  took  not  just  good 
physical  care  of  his  patients,  but  entered  into 
the  family  problems,  handled  the  personal  in- 
securities that  people  developed,  helped  the 
people  adjust  to  new  communities,  and  aided  in 
the  first  big  breaks  that  came  in  the  industrial- 
ization of  America.  Employment  problems  were 
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considered,  drinking  problems  were  understood, 
tlie  sexual  problems  of  a Victorian  age  were 
thought  through  and  dealt  with.  There  were 
many  problems  that  the  family  physician  took 
into  account,  and  handled,  beeause  it  was  part 
of  his  business.  For  years  the  physician,  in 
general  practice,  in  a eity  or  in  the  country, 
thought  nothing  of  handling  his  patients  in  this 
way.  What  did  he  have,  besides  his  small 
assortment  of  drugs,  a few  instruments,  and  a 
dozen  or  so  proeedures?  We  might  list  these: 

(1)  E.xeellent  knowledge  of  each  family  he 
served. 

( 2 ) A broad  aequaintanee  with  the  individual 
patient’s  home,  his  background,  his  job  relation- 
ships, and  his  activities  in  the  neighborhood 
and  eommunity. 

(3)  A thorough  understanding  of  that  indi- 
vidual’s physical  condition  and  health. 

(4)  And  from  knowing  him  as  a neighbor, 
or  as  a friend,  a complete  awareness  of  the 
individual’s  emotional  and  personality  reaetions 
under  a variety  of  eircumstanees. 

In  other  words  the  physician  then  had  the 
elements  of  what  makes  up  the  modern  psychi- 
atrist’s basic  study  in  any  individual,  namely,  the 
physical,  intellectual,  emotional,  and  environ- 
mental factors,  all  of  which  are  the  ingredients 
studied  carefully  in  appraising  the  modern 
psyehiatrie  patient,  and  are  the  factors  which 
are  used  in  formulating  and  working  through  a 
treatment  program.* 

skill  of  the  family  physician 

Equipped  with  this  information  at  all  times, 
it  was  relatively  easy  for  the  family  physician  to 
treat  any  of  the  disorders  brought  to  him, 
regardless  of  the  eomplaint,  be  it  of  a physical 
nature  involving  trauma  or  infection,  or  simpler 
problem  carrying  with  it  many  emotionally- 
laden  factors,  such  as  an  anticipated  death  in 
the  family,  a deformed  child,  a philandering 
husband  or  son,  or  a loss  of  some  function  or 
part  of  the  body.  He  developed  great  skill  in 
helping  people  meet  all  those  problems  that  are 
difficult  for  many  of  us  at  certain  times  in  their 
life.  Each  of  these,  the  family  physieian  handled 
daily,  hourly  for  that  matter,  because  he  enjoyed— 

( 1 ) A good  solid  rapport  with  the  patient  and 
the  family. 

(2)  The  advantage  of  having  people  talk 
easily  to  him,  for  they  knew  him  and  were  used 
to  communieating  with  him. 


(3)  The  trust  and  confidence  these  relation- 
ships bring  about. 

(4)  The  added  advantage  of  being  able  to 
encourage,  just  letting  time  itself  help  work 
things  out.  (The  physician  today  feels  public 
pressure  to  hurry). 

If  you  have  had  an  opportunity  to  look  at  the 
roots  of  what  is  called  psychiatric  treatment, 
you  will  have  noted  a variety  of  elaborate 
and  often  time-consuming  procedures.  But  if 
you  were  to  study  carefully,  you  would  observe 
that  the  initial  steps,  at  least,  can  be  listed 
according  to  Batten  as: 

( 1 ) Establishing  rapport,  noting  particularly 
how  the  complaints  are  made. 

(2)  Encouraging  ventilation,  winning  confi- 
dence rather  than  working  for  immediate 
results.” 

Comparing  these  two  last  lists,  gives  you 
some  ideas  as  to  why  many  of  us  look  at  modern 
psychiatry  not  so  much  as  a specialty  within 
the  wide  field  of  medicine,  but  rather  as  a way 
of  praetiee  that  could,  in  many  respects,  be 
adopted  by  the  person  in  general  medicine  at  the 
present  time.  It  could  be  a way  of  looking  at, 
evaluating,  diagnosing,  and  then  treating  people 
who  are  patients,  in  a manner  signifieantly  remi- 
niscent of  that  of  the  old  family  physieian. 

psychiatry's  opportunity 

The  age  of  specialization  did  away  with  the 
old  family  doctor.  Perhaps  this  explains  why 
modern  psyehiatry  came  into  its  present  role, 
increasing  from  several  hundred  psyehiatrists 
in  1910  to  some  10,000  in  1962.  Perhaps  it  came 
into  being  because  the  specialist  was  ignoring  the 
family  point  of  view  in  his  patients.  Perhaps  it 
came  into  being  because  these  patients  were 
demanding  from  someone  in  medicine  the  under- 
standing, the  compassion  and  the  mutual  confi- 
denee  they  had  enjoyed  with  their  family  doctor 
before  the  pressures  of  scientific  advancement 
and  the  austerity  of  the  modern  scientist  made 
medicine  what  it  has  been  for  the  past  40  years." 

But  I am  quiek  to  point  out  that  there  is 
inherent  in  medicine  and  the  basic  doctor-patient 
relationship  the  foundation  for  real  assistance  in 
preventing  or  ameliorating  physical,  emotional 
and  mental  illness.  In  emotional  and  mental 
illness,  just  as  in  physical  illness,  this  basic 
patient-doctor  relationship  must  be  encouraged 
and  improved  on.  It  must  be  made  a more 
intimate  part  of  every  physician’s  care  of  each 
of  the  patients  with  whom  he  deals.’ 
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Truly  it  can  be  said  that  today  we  do  not 
know  exactly  what  causes  any  psychiatric  dis- 
order. Oh  yes,  indeed,  we  know  some  reasons 
why  people  drink,  but  we  don’t  really  know 
what  makes  an  alcoholic,  ^^'e  know  that  schizo- 
phrenia has  disturbed  psychological  patterns  and 
some  biochemical  changes,  but  we  cannot  e.xplain 
schizophrenia  etiologically  at  the  present,  ^^’e 
know  psychoneuroses  somehow  come  from  dis- 
turbances in  childhood  but  \\"hich  disturbances 
make  psychoneurotics  and  which  spur  people 
on  to  real  success? 

If  we  do  not  know  the  exact  etiology  of  dis- 
order, we  must  continue  in  psychiatn,',  as  in  all 
branches  of  medicine,  treating  many  disorders 
empirically.  This  does  not  mean  a slip-shod 
method  by  any  means,  but  rather  we  recognize 
that  we  must  bring  about  remissions,  reversals, 
and  benefit  in  many  conditions  by  approaching 
each  individual  case  in  an  individual  way, 
applying  the  total  knowledge  of  medicine  sci- 
entifically, but  in  a humane  and  compassionate 
way. 

the  physician's  attitude 

In  professional  relationships  many  physicians 
have  acquired  (in  some  instances,  perhaps, 
inherited)  unusual  adeptness  at  handling  people 
who  are  ill  and  are  patients.  Some  physicians 
find  they  can  do  this  after  some  guidance  and 
training  in  the  field.  But  there  are  still  many 
physicians  who  will  ne\'er  help  patients  who 
have  any  emotional  or  mental  problems,  even 
though  such  patients  may  constitute  a half  to 
three-fourths  of  their  practiee.  These  are  the 
physicians  whose  own  emotional  or  mental  life 
is  not  in  itself  healthy— who  have  prejudices, 
misconceptions,  doubts,  and  even  fears  of  any- 
thing having  to  do  with  the  mental  or  emotional 
aspect  of  their  fellow  human  beings.  These  are 
the  physicians  who  often  are  actually  afraid  that 
a patient  in  some  crisis  of  life  will  become 
temporarily  dependent  on  them,  or  who  are 
overly  cautious  in  relating  to  a patient  because 
of  the  emotions  that  might  come  forth.  Usually 
these  are  the  same  doctors  who  are  always 
dubious  of  the  warmth  and  affection  that  most 
patients  can  have  for  their  physician. 

'A’e  recognize  that  one  physician’s  concept  of 
psychiatry-  will  differ  greatly  from  another’s. 
To  some,  psychiatry  will  always  be  the  branch 
of  medicine  that  isolates  itself  to  those  communi- 
ties run  by  the  State  for  the  seriously  mentally 
ill.  But  to  other  physicians,  who  are  broad 


minded,  more  forward  thinking,  and  thoughtful 
of  their  fellow  humans,  psychiatry-  may  be  a 
way  of  approaching  people,  of  dealing  with 
people,  and  of  treating  patients,  regardless  of 
what  their  illness  may-  be.“ 

Therefore  it  seems  appropriate  to  point  out 
that  how  a phy-sician  does  things  is  more  im- 
portant than  what  he  does.  No  matter  what 
area  may^  be  your  field  of  medicine  most  of  you, 
in  y-our  rounds,  are  probably  utilizing  presently 
a psychiatric  approach  whether  y-ou  realize  it  or 
not,  and  whether  or  not  you  are  dealing  witli 
emotionally^  or  phy-sically-  ill  people.  A number  of 
years  ago,  Frank  DuBois  pointed  out  that  all 
psy-chiatrie  work  is  re-educative— that  it  uses 
understanding,  retraining  and  reconditioning.® 
All  phy-sicians  use  these  in  some  illnesses,  but 
this  approach  can  be  e.xpanded  and  used  for 
any  person  who  is  ha\'ing  any  type  of  medical 
difficulty-.  Just  listen  to  these  points  that  DuBois 
drew  up  as  simple  procedures  that  constitute  the 
heart  of  psy-chotherapeutic  medicine,  and  as  they 
are  read  through,  think  how  they-  actually  could 
constitute  the  core  of  general  practice; 

( 1 ) Assisting  the  patient  organize  his  daily 
routine  so  that  it  affords  good  balance  in  work, 
rest,  exereise,  and  play-. 

(2)  Allowing  the  patient  to  get  certain  tilings 
off  his  chest  in  y-our  presence  so  that  he  knows 
that  here  is  one  person  to  whom  he  can  com- 
municate certain  personal  things. 

(3)  By  using  or  advising  medieation,  rest, 
vacation  and  other  adjunctive  procedures,  assist- 
ing the  patient  in  temporarily-  relieving  stress 
and  strain. 

(4)  Assisting  the  patient  to  learn  and  under- 
stand why-  he  has  sy-mptoms  when  he  is  tense, 
an.xious,  angry-,  or  emotionally  disturbed,  by 
telling  him  in  plain,  simple  language  what 
modem  medicine  knows  about  the  biochemistry-, 
the  physiology-,  or  the  psychology-  of  the  nervous 
sy-stem,  of  the  emotions  and  their  reactions.  At 
least  making  it  clear  to  the  patient  that  these 
sy-mptoms  are  real,  that  they-  are  tangible  and 
that  they-  can  be  dealt  with  when  they  are  under- 
stood and  properly-  eoped  with. 

(5)  Taking  time  and  making  the  effort  to 
point  out  to  the  patient  where  he  needs  to 
improve,  and  then  teaching  him  how  this  can 
be  done  so  that  the  habits  which  are  injuring 
or  harming  him  can  be  changed. 

(6)  Assisting  the  patient  in  assessing,  not 
only  his  phy-sical,  but  also  his  emotional  and 
mental  health,  and  then  pointing  out  how  certain 


188 

Xorthwest  Medicine,  March  1963 


factors  can  be  improved  if  necessary. 

(7)  Making  sure  that  you  get  across  to  the 
patient  the  value  of  new  interests  at  various  ages 
in  life,  interests  which  are  themselves  tonics  that 
don’t  necessarily  come  in  bottles. 

(8)  All  through  this  making  helpful  sugges- 
tions, giving  praise  and  encouragement  as  the 
patient  shows  improvement  or  gains. 

(9)  It  has  been  said,  “By  the  e.xamples  of  his 
own  attitudes  and  actions,  the  physician  demon- 
strates that  a person  can  get  well,  can  he  well 
adjusted  and  can  he  a stable  person”.  We  believe 
a part  of  every  physician’s  strength  is  being  able 
to  transmit  to  his  patients  his  own  basic  strength. 
Wdth  this  goes  the  desire  and  courage  for  the  pa- 
tient himself  to  improve. 

(10)  Never  to  he  forgotten  as  a valuable  adj- 
unctive to  every  physician’s  program,  is  the  help 
he  can  give  the  patient  in  defining  or  redefining 
the  spiritual  values  he  needs  to  develop.  The  phy- 
sician need  not  be  a seriously  religious  person 
himself,  but  he  must  recognize  the  part  religion 
plays  in  the  individual  patient’s  life. 

It  is  our  belief  that  were  these  simple  things 
done  by  each  physician  for  every  patient,  there 
would  be  far  less  emotional  disorder.  There  would 
be  real  improvements  in  the  field  of  mental  di- 
sease, and  the  community  of  that  physician  would 
enjoy  the  beginnings  of  good  mental  health. 

I once  said  to  a group  of  physicians  that  I was 
sure  they  got  tired  of  listening  to  some  of  us  give 
our  “spiels”  on  mental  health,  but  that  I felt  if  I 
personally  changed  the  thinking  of  just  two  doc- 
tors each  year,  and  those  two  doctors  helped  50 
different  emotionally  ill  patients  in  the  next  two 
years,  this  alone  would  be  a greater  saving  in  dis- 
ability than  we  see  in  polio  in  our  whole  country 
each  year. 

As  I commented  above,  nobody  knows  the  real 
cause  of  mental  illness,  and  nobody  knows  the 
real  measures  that  will  prevent  it.  If  as  a nation, 
if  as  a culture,  we  are  ever  to  even  try  to  elimi- 
nate mental  illness  and  emotional  disorders, 
everyone  must  help.  But  not  until  medicine  itself 
grows  sincerely  interested  and  takes  the  initiative 
in  this  whole  program,  will  any  real  headway 
ever  be  made.  Isn’t  it  significant  that  only  this 
fall  the  first  A.M.A.  Congress  on  Mental  Illness 
took  place? 

a special  way 

Twenty-five  years  ago,  psychiatry  might  have 


been  an  isolated  specialty,  fifteen  years  ago  it 
looked  attractive  to  others.  Today  psychiatry  is 
rapidly  becoming  an  understood,  a utilized,  and 
a beneficial  part  of  every  physician’s  approach  to 
his  patients.  ” Utilized  a bit  farther,  use  of  it  in 
a sensible  sort  of  way,  so  that  the  l)asic  elements 
are  properly  handled,  psychiatry  could  fade  from 
being  a prominent  specialty,  to  being  a very 
special  way,  an  understandable  way,  for  a phy- 
sician in  practice  to  handle  his  patients. 

1 am  not  here  to  sell  you  “psychiatry”— the  drug 
companies  have  done  well  with  this.  Nor  would 
I ask  you  to  believe  that  psychiatry  is  actually  as 
simple  as  I may  have  implied.  But  I am  here  to 
convince  you  of  a point  of  view,  one  basically 
important  for  all  of  medicine. 

We  obviously  cannot  turn  the  clock  back  one 
hundred  years  and  restore  the  old  family  phy- 
sician’s unusual  but  beneficial  manner  of  dealing 
with  his  patients.  But  we  can  bring  into  medicine 
the  essence  of  the  family  physician’s  doctor- 
patient  relationships.  We  can  utilize  them  in  a 
modern  setting  so  that  as  physicians  we  are  giving 
the  guidance,  the  warm  attention,  the  treatment 
the  patient  justly  deserves.  This  can  and  must 
be  done  with  all  the  humaneness,  the  compassion 
and  the  attention  to  people’s  feelings  that  we 
in  medicine  can  muster.  This  and  only  this  M'ill 
restore  the  confidence  and  the  belief  in  the 
medical  profession  that  our  patients  once  had  for 
us.  Unless  we  do  this  sincerely  and  soon,  we  may 
never  have  the  same  opportunity.  Of  this  I am 
firmly  convinced. 

511  S.W.  10th  Avenue  (5) 
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Pulmonary  Physiology  in  Clinical  Practice 

III.  Ventilation-Perfusion  Ratios,  Diffusion  Impairment,  and  A-V  Shunts 

WILLIAM  R.  PACE,  JR.,  M.D.  / C.  J.  MARTI  N,M.D.  Seattle,  Washington 


There  are  four  potential  causes  of  interference 
with  the  movement  of  gases  between  the  atmos- 
phere and  the  arterial  blood.  As  outlined  in  pre- 
vious articles,  these  include  abnormalities  of:  (1) 
ventilation,  (2)  ventilation -perfusion  ratios,  (3) 
membrane  permeability  (diffusion),  and  (4)  ar- 
terio-venous shunting.  Those  diseases  which  ag- 
gravate any  of  these  causes  may  produce  hypo.xia 
and,  in  the  case  of  two  of  the  four  mentioned, 
hypercarbia. 

The  first  of  this  group,  ventilatory  abnormality, 
was  the  subject  of  the  preceding  article  of  this 
series.  The  remaining  three  include  the  distri- 
bution of  gas  and  bloodflow  to  the  lungs,  impair- 
ment of  the  permeability  of  the  alveolar-capillary 
membrane,  and  shunting  between  pulmonary 
arterial  and  venous  systems.  These  will  be  con- 
sidered in  the  following  paragraphs. 


From  The  Institute  of  Respiratory  Physiology.  Firland 
Sanatorium,  and  the  Cardio-Pulmonary  Laboratory.  Provi- 
dence Hospital  Heart  Center,  Seattle. 


ventilation-perfusion  variations 

The  efficiency  of  gas  exchange  is  greatly 
affected  by  the  relationship  of  alveolar  ventila- 
tion to  bloodflow  in  different  regions  of  the 
lung.  As  was  stated  in  the  introductory'  article, 
high  ventilation  to  bloodflow  ratios  produce  high 
Oo  and  low  COo  concentrations  in  the  alveoli 
where  this  relationship  is  present,  and  in  the 
blood  flowing  by  them.  These  units  contribute 
high  partial  pressures  of  O2  and  low  partial  pres- 
sures of  COo  to  the  mixed  alveolar  gas  and  the 
mixed  arterial  blood.  Conversely,  alveoli  with  low 
ventilation  to  bloodflow  ratios  contribute  low  O2 
and  high  CO2  partial  pressures  to  the  mixed 
alveolar  gas  and  the  mixed  arterial  blood. *■- 

Because  of  the  shape  of  the  oxygen  dissocia- 
tion curve  for  hemoglobin  (Fig.  1),  alveoli  with 
high  ratios  of  ventilation  to  bloodflow  do  not 
compensate  for  those  which  are  hypoventilating 
in  relation  to  their  bloodflow.  For  example,  an 
alveolus  that  is  able  to  maintain  an  oxygen  par- 
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Fig.  1.  Oxygen  dissociation  curve  for  hemoglobin.  With 
increase  of  oxygen  tension  from  80  to  140  millimeters  of 
mercury  there  is  only  a 5 per  cent  rise  in  oxygen  satura- 
tion, which  is  clinically  of  minimal  importance.  As  oxygen 
tension  drops  from  80  to  40  mm,  however,  there  occurs  a 
rapid  and  clinically  significant  fall  in  oxygen  saturation 
of  the  arterial  blood. 

tial  pressure  (Poo)  of  130  mm.  Hg  does  not 
compensate  for  the  alveolus  able  to  maintain 
a P02  of  only  50  mm.  Hg.  As  blood  cannot  be 
hypersaturated,  the  blood  in  the  capillaries  flow- 
ing past  the  high  P02  area  cannot  take  up  sig- 
nificantly more  O2  than  it  would  be  able  to  get 
from  an  area  having  a normal  Oo  partial  pressure. 
Therefore  the  mixed  arterial  blood  coming  from 
a mixture  of  alveoli,  half  having  a P02  of  50  mm. 
Hg,  and  the  other  half  with  a P02  of  130  mm. 
Hg,  will  be  made  up  of  two  equal  portions  of 
blood,  one  of  which  is  completely  saturated  with 


Fig.  2.  Inability  of  high  ventilation-perfusion  ratio  units  to 
compensate  for  units  with  low  ratios  in  the  transfer  of 
oxygen.  If  the  total  amount  of  oxygen  carried  away  from 
an  alveolar-capillary  unit  were  directly  proportional  to 
the  oxygen  tension  (or  partial  pressure)  present,  it  will  be 
seen  that  the  mixture  of  blood  from  the  two  units  illus- 
trated would  contain  that  amount  of  oxygen  which  could 
be  carried  by  hemoglobin  at  an  O2  tension  of  90  mm 
Hg  (which  would  make  this  blood  more  than  95  per  cent 
saturated  with  oxygen).  Because  the  O2  dissociation  curve 
is  not  linear,  however,  this  is  not  the  case.  Thus  the  blood 
in  the  capillaries  from  those  units  with  high  O2  tension 
can  only  carry  that  amount  of  oxygen  required  for  100 
per  cent  saturation,  and  the  resulting  mixture  of  this  blood 
with  that  from  the  low  units  results  in  hypoxia. 


o.xygen,  the  other  only  partly  saturatt'd.  The 
resulting  mixture  will  of  course  be  iinsaturated, 
(Fig.  2). 

Since  the  dissociation  curve  for  carbon  dioxide 
is  more  nearly  a straight  line,  the  hyperventilat- 
ing alveolus  will  blow  off  carbon  dioxide  and 
bring  the  PCO2  (piite  low  in  the  blood  contributed 
from  this  unit.  This  blood  mixed  with  that  from 
an  alveolus  with  a low  ventilation-perfusion 
ratio  will  therefore  have  a normal  PCO2,  (Fig.  3). 

effect  of  progressive  disease 

Progressive  involvement  of  more  and  more  of 
the  lung  by  the  disease  process  results  in  a pro- 
portionately increased  number  of  alveolar-capil- 
lary units  with  loiv  ventilation-perfusion  ratios. 
^^dlen  these  units  become  so  numerous  that  other 


Fig.  3.  Compensation  by  high  ventilation-perfusion  ratio 
units  for  low  ratio  units  in  carbon  dioxide  exchange.  In 
the  above  illustration,  capillaries  from  the  poorly  venti- 
lated alveolus  will  carry  blood  with  CO2  partial  pressure  of 
50  mm  Hg,  while  blood  from  the  well  ventilated  unit  will 
have  a CO2  partial  pressure  of  30  mm.  Since  the  amount 
of  CO2  in  the  blood  is  almost  directly  proportional  to  the 
partial  pressure,  the  resulting  mixed  blood  will  have  a 
CO2  partial  pressure  of  40  mm  Hg. 

poi'tions  of  the  lung  with  normal  and  high  venti- 
lation-perfusion ratios  cannot  compensate  for  the 
CO2  retention,  hypercarbia  ensues.  Therefore 
those  diseases  characterized  by  ventilation-per- 
fusion abnormalities  demonstrate  a progression 
of  respiratory  insufficiency  through  hypoxia 
(which  occurs  first)  to  hypercarbia  (which  de- 
velops later).  No  patient  breathing  air  at  sea 
level  will  have  hypercarbia  without  hypoxia. 

Ventilation-perfusion  abnormalities  are  the 
commonest  cause  of  hypoxia  and  CO2  retention 
in  clinical  medicine.  They  are  particularly  pre- 
valent in  obstructive  airway  disease.  They  also 
occur  in  pulmonary  fibrosis,  pneumonitis,  pul- 
monary edema,  and  in  postoperative  patients 
who  have  some  obstruction  of  the  air  passages 
from  secretions  or  bronchial  inflammation.  In 
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addition,  the)’  ha\e  been  recent!)'  reported  in 
collagen  disorders  accompanied  by  pulmonan’ 
patholog)'.* 

\’entilation-perfusion  variations  occur  in  norm- 
al mim.  Upright  man  ventilates  the  apices  of  the 
lung  well,  but  when  standing  quietly  he  probably 
has  no  blood  flow  through  the  extreme  apex  of 
his  lung.*  This  is  due  to  the  low  pressure  in  the 
pulmonar)'  arterial  system  being  insufficient  to 
elevate  the  blood  to  the  apex  of  the  lung  when 
it  is  in  the  upright  position."  On  the  other  hand, 
bloodflow  is  relatively  greater  than  ventilation 
in  that  part  of  the  lung  near  the  diaphragm. 
Ordinarily,  these  \ entilation-perfusion  \ ariations 
are  not  sufficient!)’  marked  to  cause  hypoxia  in 
normal  people. 

differentiation  and  localization 

Significant  \entilation-perfusion  abnormalities 
can  be  suspected  from  findings  on  arterial  blood 
gas  studies.  When  we  find  his  arterial  blood  has 
both  decreased  O2  saturation  and  increased  COo, 
we  can  be  sure  that  a patient  is  suffering  from 
either  hypoventilation  or  ventilation  - perfusion 
abnormalities,  and  he  may  have  both.  Hypo- 
ventilation can  be  ruled  out  by  measuring  al\  e- 
oliu  ventilation.  If  hypoxia  alone  is  present  in 
disorders  associated  with  \’entilation-perfusion 
abnormalities  the  blood  ma)’  become  saturated 
during  h)per\entilation  or  exercise.  Disease 
states  commonly  known  to  be  associated  with 
ventilation-perfusion  abnormalities  should  have 
blood  gases  measured  to  reveal  the  existence  and 
e.xtent  of  pulmonary  insufficiency. 

Relati\  e anatomical  localization  of  ventilation- 
perfusion  \ ariations  ma)'  be  made  b)'  broncho- 
spirometr)',  lobar  spirometry,''  or  small  catheter 
studies  of  gas  samples  taken  from  segmental  and 
subsegmental  bronchi.'  The  extent  of  the  \enti- 
lation-perfusion  defect  can  be  measured  at  mouth 
level  by  several  techniques,’*  ' most  of  which  are 
limited  to  the  research  laboratory  by  the  com- 
ple.xit)’  of  methods  and  equipment  required. 

In  the  preceding  article  the  nitrogen  washout 
and  nitrogen  index  were  described  as  methods 
which  may  be  used  clinically  to  detect  uneven 
distribution  of  air  to  alveoli.  Unfortunately, 
there  is  no  comparable  method  available  for  de- 
termining the  e.xtent  of  uneven  bloodflow 
through  the  various  pulmonar)’  capillaries  asso- 
ciated with  these  alveoli.  There  are  some  clinical 
conditions,  however,  in  which  evidence  of  normal 
alveolar  gas  distribution,  as  determined  by  nitro- 
gen washout,  is  associated  with  findings  of  a 


ventilation-perfusion  abnormality  on  blood  gas 
studies,  allo\\’ing  us  to  conclude  by  inference  that 
the  non-uniform  distribution  is  primarily  on  the 
bloodflow  side.*® 


diffusion  impairment 

Impaired  membrane  permeance  ( or  diffusion ) 
results  from  a reduction  in  total  area  of  the 
alveolar-capillar)’  membrane  or  from  abnormally 
thick  or  non-porous  membranes.  Measurement  of 
membrane  permeabilit)’  depends  upon  the  as- 
sumption that  there  is  normal  \entilation  and 
bloodflow  to  the  abeoli.  It  v ill  be  e\ident  from 
the  preceding  paragraphs  that  such  is  not  always 
the  case.  Thus  measurement  of  membrane 
permeabilit)'  has  always  been  plagued  by  venti- 
lation-perfusion abnormalities. 


A 


B 

EXPIRED  SAS 


Fig.  4.  Determination  of  permeance  (diffusion)  using 
carbon  monoxide.  A.  Subject  breathes  gas  containing 
known  concentration  of  carbon  monoxide.  Expired  gas 
is  collected  in  large  Tissot  spirometer.  B.  Total  volume 
of  expired  gas  is  measured,  and  carbon  monoxide  content 
is  determined  by  passing  sample  through  infra  red  CO 
analyzer.  Dead  space  is  determined  by  single  breath  nitro- 
gen method  (previously  described),  or  may  be  determined 
by  combining  a known  concentration  of  an  inert  gas  such 
as  helium  with  the  carbon  monoxide-containing  gas 
breathed  during  the  test,  and  applying  the  Bohr  equation. 
From  this  information  one  may  calculate  the  volume  of 
carbon  monoxide  taken  up  per  minute  per  unit  of  pres- 
sure difference  across  the  alveolar-capillary  membrane. 


Onl)’  two  gases,  o.xygen  and  carbon  monoxide, 
lia\e  sufficient  affinit)'  for  hemoglobin  to  be 
suitable  for  measuring  membrane  permeabilit)’. 
Measurement  with  Oo  is  lahorious,  involving  a 
mathematical  calculation  of  the  mean  capillary 
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Po:-  to  describe  tlie  pressure  drop  across  the 
membrane.’'  Carbon  monoxide  is  more  frequent- 
ly used  because  it  is  assumed  that  with  a very 
low  concentration  of  inspired  carbon  monoxide 
there  will  be  essentially  no  partial  pressure  of 
carbon  monoxide  in  the  capillary  blood.’-  Both 
Oo  and  CO  methods  use  tlie  same  basic  formula. 
Membrane  permeance  is  that  volume  of  gas 
(O2  or  CO)  taken  up  per  minute,  divided  by 
the  difference  in  partial  pressure  for  that  gas 
across  the  alveolar  membrane,  (Fig.  4). 

Abnormal  membrane  permeability  may  cause 
hypoxia  at  rest.  It  is  typically  revealed  at  sig- 
nificant levels  by  a precipitous  drop  in  arterial 
O2  saturation  on  exercise.  ( It  will  be  noted  that 
this  is  in  contrast  to  the  hypoxia  occurring  in 
N'entilation-perfusion  abnormalities,  which  may 
actually  be  improved  by  hyperventilation  or  ex- 
ercise, as  stated  above. ) Membrane  permeability 
defects  do  not  cause  COo  retention  because  of 
the  high  solubility  coefficient  of  carbon  dioxide. 
In  a disease  suspected  of  having  this  abnormality, 
determining  the  change  in  arterial  saturation 
with  exercise  may  be  the  simplest  test  to  per- 
form, although  early  changes  in  the  membrane 
may  escape  detection  by  this  means. 

Membrane  permeability  abnormalities  may  be 
present  in  diseases  which  reduce  the  area  of 
alveolar-capillary  membrane,  such  as  far  ad- 
vanced tuberculosis,  and  pneumoconiosis,  or  it 
may  occur  following  extensive  surgical  resection. 
It  may  be  the  primary  functional  abnormality  in 
progressive  systemic  sclerosis,”’  berylliosis,  sar- 
coidosis, sulphur  dioxide  poisoning,  bronchiolo- 
alveolar cell  carcinoma,  interstitial  fibrosing 
pneumonitis,  and  Hainan-Rich  Syndrome. 

A-V  shunt 

In  the  pulmonary  physiology  literature,  very 
low  ventilation  to  perfusion  ratios  have  been 
termed  “venous  admixture”  or  “shunting  effect.” 
Normal  man  has  a very  small  true  shunt  in  his 
lungs,  and  has  some  very  low  ventilation-perfu- 
sion areas.”  True  A-V  shunts  are  direct  com- 
munications between  pulmonary  artery  and  vein, 
or  between  the  right  and  left  chambers  of  the 
heart.  When  sufficiently  large,  these  result  in 
arterial  hypoxia.  The  lung  with  a normal  alve- 
olar-capillary bed  for  gas  exchange  can  blow  off 
the  CO2  adequately,  and  CO2  retention  does  not 
occur.  This  type  of  defect  is  best  determined  by 
arterial  blood  gas  studies  which  demonstrate 
hypoxia,  while  breathing  air,  that  is  not  relieved 
on  breathing  40  per  cent  O2.  It  can  be  anatom- 
ically localized  by  such  techniques  as  x-ray, 


angiography,  or  cardiac  catheterization. 

summary 

Pulmonary  insufficiency  can  occur  in  any  dis- 
ease which  attacks  the  physiology  of  respiration 
at  one  or  more  of  the  four  levels  we  have  de- 
scribed in  this  article  and  the  one  preceding  it. 
Hypoventilation  and  ventilation-perfusion  abnor- 
malities may  result  in  hypoxia  and  in  hyper- 
carbia,  if  severe  enough.  Permeability  defects 
and  A-V  shunts  lead  to  hypoxia  only. 

The  first  three  articles  of  this  series  have  re- 
viewed those  basic  principles  of  theory  and  con- 
cept which  are  useful  in  understanding  the  physi- 
ologic approach  to  respiratory  disease.  The  next 
article  will  describe  instrumentation  and  methods 
practical  for  use  by  the  clinician  in  private  prac- 
tice for  the  diagnosis  and  treatment  of  his  own 
patients.  ■ 

951  Mcdical-Dental  Building  (1)  (Dr.  Pace) 
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Use  of  Sfanazolol  in  Severe  Debility 

ELDON  W.  SNOW,  M.D.  Portland,  Oregon 


The  need  for  a drug  that  will  increase  the 
appetite,  produce  a positive  nitrogen  balance 
and  weight  gain  in  severely  debilitated  patients, 
has  long  been  recognized.  Testosterone  was  ac- 
cepted years  ago  as  such  an  agent  but  its  use 
has  been  greatly  limited  by  its  androgenicit\'  and 
sodium  retention.  Many  modifications  of  the 
chemical  structure  of  this  steroid  have  been 
developed  to  increase  its  oral  effectiveness  and 
to  reduce  the  side  effects,  but  still  maintain  the 
desirable  anabolic  effects. 

The  newest  of  the  anabolic  steroids  is  stan- 
azolol.  It  is  said  to  cause  its  optimum  nitrogen 
retention  at  a dose  of  6 mg  per  day  orally.  It  is 
a \ ery  weak  androgen,  produces  \'irtually  no  salt 
retention,  and  no  liver  damage  has  been  reported 
during  extensive  clinical  trials. 

This  case  report  demonstrates  the  rather  dra- 
matic effectiveness  of  stanazolol’s  anabolic  prop- 
erties. 

CASE  REPORT 

A 22-year-old  college  student,  who  had  been 
in  good  health,  received  a severe  head  injury  during 
a college  baseball  game.  May  31,  1960.  He  had  a 
large  subdural  hematoma  that  caused  several  weeks 
of  unconsciousness  in  spite  of  adequate  neurosurgical 
care.  During  this  time  a tracheotomy  was  done  and 
it  was  necessary  to  use  a catheter  in  his  bladder. 

After  he  regained  consciousness,  he  was  unable 
to  say  more  than  one  or  two  words  at  a time  and  has 
never  since  been  able  to  walk.  He  is  now,  however, 
able  to  understand  quite  a bit  of  what  is  spoken  to 
him,  and  can  answer  yes  and  no  to  questions. 

During  his  long  period  of  convalescence  he  de- 
veloped urinary  tract  infections  and  formed  and 
passed  several  kidney  stones.  He  also  developed 
hydrocephalus  which  necessitated  surgical  drainage 
of  the  ventricle  to  relieve  intracranial  pressure.  In 
January,  1961,  he  had  a urinary  calcium  output  of 
430  mg  in  24  hours;  in  September,  1961  it  was  450 


mg  in  24  hours.  By  November  his  weight  had  de- 
creased from  160  pounds  to  99  pounds.  He  would 
not  eat  and  seemed  to  have  lost  all  interest  in  his 
surroundings.  He  was  having  episodes  of  severe  pain 
once  or  twice  weekly,  due  to  passage  of  renal 
stones.  On  November  24,  1961,  blood  studies  showed 
total  proteins  6.38,  albumin  3.97,  globulin  2.41, 
A 'G  ratio  1.64,  Hb  12.48  and  hematocrit  39. 

On  November  25  he  was  started  on  two  mg 
stanazoloD  t.i.d.  On  December  26  his  weight  was 
116  pounds  and  blood  studies  showed  total  protein 
7.29,  albumin  5.47,  globulin  1.82,  A/G  ratio  3.01. 
The  urinary  calcium  output  had  dropped  to  177  mg 
in  24  hours. 

By  January  25,  1962  his  weight  was  up  to  120 
pounds  and  his  appetite  was  greatly  improved.  The 
24-hour  urinary  calcium  output  was  182  mg,  Hb 
14.97,  hematocrit  45.  By  April  25  his  weight  was 
136  pounds  in  spite  of  several  episodes  of  nausea 
and  vomiting  brought  on  by  passing  of  further 
kidney  stones. 

Following  this  improvement,  the  catheter  for 
ventricular  drainage  ceased  to  function  and  he  had 
two  or  three  epileptiform  convulsions  due  to  in- 
creased intracranial  pressure.  It  was  necessary  to 
return  him  to  surgery  to  re-establish  drainage  and 
relieve  the  intracranial  pressure.  In  spite  of  these 
complications  he  continued  to  gain  weight  and  by 
the  end  of  May,  1962,  he  was  up  to  140  pounds.  He 
was  up  daily  in  a wheelchair  and  enjoyed  watching 
television.  He  continued  to  eat  well,  maintained  his 
weight,  and  had  less  trouble  with  renal  calculi.  He 
was  kept  on  2 mg  of  stanazolol  t.i.d.  during  this 
six-month  period. 

summary 

It  would  appear  from  this  case  report  that 
stanazolol  was  of  considerable  benefit  in  halting 
the  do\^Tlhill  course  of  this  severely  debilitated 
patient.  It  may  be  a valuable  tool  in  the  man- 
agement of  patients  who  have  become  debilitated 
from  prolonged  illness.  ■ 

4351  S.  E.  Hawthorne  Blvd.  (15) 


•Available  as  Winstrol  from  Winthrop  Laboratories. 
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Chemical  Treatment  of  Metastatic 
Malignant  Teratoma  of  the  Testicle 


E N B 


Fig.  1.  A — April  5,  1962,  Films  taken  in  February  and  March 
1962.  C— May  18,  1962.  D— September  6,  1962. 

The  report  by  Li  et  al.  on  treatment  of  36 
patients  with  advanced  cancer  of  the  testicle  is 
worthy  of  consideration.^  Their  patients  were 
treated  by  various  combinations  of  anti-cancer 
chemicals.  Many  showed  improvement  and  tern- 


ATT,  M.D.  Portland,  Oregon 


were  almost  identical.  B — April  30, 

porary  remissions.  At  least  three  of  the  cases 
showed  resolution  of  pulmonary  metastases  and 
have  remained  well  for  nine  to  eighteen  months. 
A further  and  larger  series  to  be  reported  by 
Whitmore  is  said  to  maintain  about  a ten  per 
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cent  “permanent”  value  from  such  combination 
treatment. 

Having  a case  with  pulmonary  metastases,  I 
was  stimulated  to  tiA'  four  different  drugs  on  my 
patient,  but  thus  far  have  withheld  the  fourth 
( aetinomyein  D ) because  of  his  progress  with 
the  other  three. 

CASE  REPORT 

A 26-year  old  white  male  reported  on  February 
20,  1962,  with  history  of  pain  and  enlargement  of 
the  right  testicle  for  at  least  six  months  and  possibly 
one  year.  I had  transplanted  this  testicle  in  1948, 
using  a modified  Bevan  procedure,  after  conserva- 
tive methods  had  failed  to  cure  the  non-descent. 
On  February  28,  1962,  the  enlarged,  painful 

testicle  was  removed.  \Mren  examined,  the  tumor 
proved  to  be  malignant,  with  elements  of  embryonal 
carcinoma  showing  invasion  of  the  epididymis, 
spermatic  cord  and  pampiniform  plexus.  X-ray  of 
the  lungs  showed  metastatic  carcinoma  of  the  left 
base. 

On  March  9 the  patient  was  started  on  a regi- 
men of  a 1 mg  tablet  of  chlorambucil  t.i.d.  for  one 
week  to  a total  of  30  mg.  X-ray  on  March  19 
showed  no  change,  and  on  that  date  0..5  gm  of 
furacin  t.i.d.  for  one  week  for  total  of  14  gm  was 
prescribed.  An  X-ray  on  April  o showed  no  change. 
On  April  6 he  began  taking  2. .5  methotrexate  t.i.d. 
for  eight  days  to  60  mg.  The  same  dose  was  then 
given  on  alternate  days  until  a total  of  120  mg.  had 
been  reached. 

An  x-ray  on  April  30  showed  evidence  of  decrease 
in  size  of  part  of  the  metastatic  lesions.  On  May  8 
1 started  nitroturazone,  0..5  gm  t.i.d.  and  gave  to 
total  dose  of  12  gm.  X-ray  on  May  18  showed  almost 
complete  disappearance  of  tumor  metastases  from 
the  lung.  Beginning  May  22,  2.5  mg  of  metho- 
trexate was  again  given  t.i.d.  on  alternate  days  for 
a total  of  60  mg. 

On  June  19  and  JuK’  11,  chest  films  showed  two 
residual  lesions.  One,  a centimeter  in  diameter,  was 
at  the  left  base  laterally.  The  other,  seen  in  the 
lateral  view  but  not  in  AP  projection,  was  at  the 
level  of  D 8,  and  was  within  the  shadow  of  the  left 
ventricle.  September,  October,  and  November  films 
indicated  complete  resolution.  The  patient  was  clinic- 
ally well,  at  least  for  the  time  being. 

WTite  cell  counts  were  run  every  two  weeks  and 
never  were  depressed.  The  only  adverse  symptom 
experienced  was  some  hypersensitivity  of  both  feet 
while  on  the  second  course  of  nitrofurazone. 


discussion 

As  far  as  can  be  ascertained  from  timing  as 
interpreted  from  x-rays,  the  improvement  did 
not  occur  until  the  third  drug,  methotrexate,  was 
administered.  Experience  of  others  with  this 
drug  alone  has  not  included  anything  as  dra- 
matic as  the  improvement  seen  in  this  case. 

The  combination  of  an  alkylating  agent,  an 
antimetabolite,  a radiomimetic  drug  and  an  anti- 
tumor antibiotic,  or  various  combinations  of 
these  drugs,  may  be  of  more  value  than  any 
single  one  because  of  the  diversity  of  action  of 
these  agents  on  the  cell. 

I report  this  case  realizing  well  that  the  im- 
provement showm  by  this  patient  may  be  tem- 
porary. It  may,  however,  encourage  others  to 
try  similar  or  different  combinations  of  anti-can- 
cer chemieals  in  this  and  other  malignancies  that 
have  widespread  metastases.  I urge  their  use 
in  doses  well  below^  possible  host  toleration 
so  the  likelihood  of  harm  will  be  decreased.  The 
good  effect  of  the  drugs,  as  evidenced  by  the 
result  in  this  case  is  not  necessarily  dependent 
on  the  maximum  dose  tolerated  by  the  patient. 

summary 

A case  of  malignant  teratoma  of  the  testicle, 
with  pulmonary  metastases,  show'ed  complete 
disappearance  of  visible  metastases  with  the 
combined  use  of  chlorambucil  nitrofurazone  and 
methotrexate  in  the  minimal  recommended  doses 
of  all  three  drugs.  The  drugs  were  used  after  re- 
moval of  the  primary  tumor.  ■ 

1110  S.W.  Salmon  Street  (5) 

Chemical  Nomenclature 

trade  names 
Leukeran 
Furacin 
Methotrexate 
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generic  names 
chlorambucil 
nitrofurazone 
methotrexate 
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Saving  Time  with  Hypnosis 

LAUREN  E.  TROMBLEY,  M.D.  Eugene,  Oregon 


I often  hear  the  remark,  “Hypnosis  may  be 
great,  but  I don’t  have  time  for  it.”  For  physi- 
cians who  have  no  time  to  communicate  with 
their  patients,  the  remark  is  true. 

Any  technique  in  therapy  which  depends 
largely  on  the  projection  of  ideas  and  instruc- 
tions from  one  individual  to  another  requires 
communication  on  several  levels  of  awareness. 
The  development  of  these  techniques  of  com- 
munication requires  didactic  and  practical  in- 
struction as  well  as  experience.  Time  needs 
judicious  investment  if  it  is  to  be  saved.  Most 
physicians,  at  first,  find  themselves  spending 
more  time  than  really  necessary  in  inducing  the 
hypnotic  state,  and  eliciting  various  trance  phe- 
nomena. However,  after  the  initial  novelty  has 
wom  off,  increasing  skill  will  permit  employment 
of  hypnosis  in  a confident,  rapid  and  relaxed 
manner.  For  the  experienced  therapist,  hypnosis 
becomes  a way  of  relating  to  patients  and  en- 
hancing other  forms  of  therapy;  it  becomes 
integrated  into  the  physician  s way  of  dealing 
ivith  all  disease  states. 

helping  the  tense  patient 

A few  examples  will  illustrate  what  1 mean. 
Remember  the  last  time  you  tried  to  do  an 
adequate  pelvic  exam  on  a tense  patient?  You 
got  it  done,  but  you  probably  weren’t  satisfied 
that  you  palpated  as  much  as  you  might  have, 
and  your  patient  was  unlikely  to  be  feeling  her 
freshest  at  conclusion  of  the  ordeal.  Hypnosis 
can  be  impressively  helpful  here.  Not  every 
patient  can  achieve  spectacular  relaxation  similar 
to  that  under  anesthesia,  although  Fve  noticed 
this  a few  times,  but  at  least  the  patient  becomes 
relaxed  and  cooperative. 

I might  observe  here  that  many  physicians  get 
very  good  relaxation  with  their  patients,  and 
they  may  disclaim  using  hypnosis.  If  they  com- 
pare the  way  they  handle  the  patient  with  tech- 
niques used  in  hypnosis,  I am  sure  they  will  be 
astonished  at  the  similarities. 

I have  found  that  an  extra  two  or  three  minutes 
spent  with  the  patient  before  the  pelvic  exam 
more  than  make  up  for  lost  time  and  energy  in 
trying  to  palpate  through  a rigid  abdominal  wall. 
An  actual  hypnotic  induction  is  seldom  necessary; 


relaxation  is  the  important  factor,  and  a light, 
hypnoidal  state  will  do  this  nicely. 

1 usually  say  something  like  this  to  the  patient: 
“Whether  or  not  you  have  had  previous  pelvic 
examinations,  I would  like  to  spend  a minute  to 
be  sure  you  can  relax  your  abdomen  completely, 
because  that  will  make  the  examination  comfort- 
able and  speedy.  In  order  to  feel  the  pelvic- 
structures  easily  and  without  any  discomfort  to 
you,  these  muscles,”  (and  here  I palpate  the 
lower  abdomen ) “must  be  very  loose  and  floppy. 
Now  take  a few  easy,  deep  breaths  through  your 
mouth,  and  let  everything  go  limp.  Fine.” 

the  patient  may  lead 

Very  often  the  patient  will  now  close  her  eyes 
without  any  specific  suggestion  for  doing  so,  and 
the  abdominal  musculature  can  be  felt  to  yield 
to  the  gently  palpating  hand.  Most  patients  are 
willing  to  cooperate,  and  will  sometimes  lead 
you  in  the  induction  of  hypnosis.  If  this  is  recog- 
nized, you  can  take  the  advantage  and  reinforce 
what  the  patient  is  already  doing  for  herself. 

I continue,  “You’re  doing  very  well.  If  I pick 
up  your  wrist  now  and  let  it  drop,  it  should  fall 
to  the  table  like  a wet  rag.  Good.  Now  continue 
to  relax  deeper  with  every  breath.  What  you’ve 
done  will  make  the  examination  very  easy  for 
me,  and  it  will  be  a better  one  because  of  your 
cooperation.  I’m  going  to  step  out  of  the  room 
for  a moment  while  my  aide  prepares  you  for 
the  examination.  Lie  there  comfortably  and 
move  only  as  much  as  is  needed  to  be  positioned 
properly.  Leave  your  eyes  closed  if  you  like,  but 
even  if  you  open  them  that  shouldn’t  disturb 
your  relaxation.” 

That  last  statement  is  really  debatable,  because 
a hypnoidal  state  is  usualh’  terminated  when  the 
eyes  are  opened.  However,  the  patient  is  given 
a choice,  and  is  likely  to  leave  her  eyes  closed. 

After  I return  to  do  the  examination,  I let 
the  patient  know  what  I’m  about  to  do  before  I 
do  it,  and  I give  occasional  reminders  about 
abdominal  relaxation.  Incidentally,  a warmed 
speculum  should  be  a common  courtesy,  not  a 
special  favor. 

Rarely,  a resistant  patient  remains  tense,  has 
her  knees  together,  and  her  hands  gripping  the 
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table.  A great  deal  of  patience  is  requisite  here, 
because  it  would  be  tempting  to  be  a little  curt, 
adopting  a “stop  this  childishness  and  let’s  get 
this  over  with”  attitude.  Such  an  approach  effec- 
tively converts  a ner\'ous  patient  into  a petrified 
one. 

Tr\'  coining  around  to  the  side  of  the  table 
before  you  touch  the  patient  at  all.  Say  some- 
thing that  indicates  you  understand  her  appre- 
hension and  place  your  hand  on  the  outside  of 
her  draped  knee  and  ask  her  to  push  against  you. 
In  her  attempt  to  defeat  the  e.xamination,  she 
will  usually  respond  to  a request  to  do  something 
against  you,  and  she  will  move  her  knee  outward, 
which  is  precisely  where  you  want  it.  This  kind 
of  manipulation  of  resistances  is  easier  to  describe 
on  paper  than  it  is  to  do  in  practice,  and  requires 
some  trial  and  error,  as  well  as  the  cultivation 
of  empathy  with  patients  who  are  irritating. 

other  procedures 

A couple  of  other  procedures  deserve  mention 
without  elaboration  because  of  the  similarity  in 
technique  to  pelvic  examination.  These  are  sig- 
moidoscopy and  indirect  laryngoscopy.  Both  re- 
quire complete  cooperation  and  understanding 
from  the  patient.  The  physician  can  induce  pala- 
tal and  lingual  relaxation  and  ablate  gagging  by’ 
creating  a hypnoidal  state  in  the  patient.  ( Deep 
hypnosis  is  almost  never  required  in  these  routine 
office  procedures. ) In  any  proctologic  examina- 
tion, tact  and  gentleness  are  necessary  to  get  any- 
thing done,  but  the  added  benefits  of  hypnosis 
are  patient  comfort  and  ease  of  e.xamination. 

In  therapeutic,  as  well  as  in  diagnostic  pro- 
cedures, hypnosis  often  saves  time  for  doctor  and 
patient.  E.xcepting  very  small  children,  with 
whom  you  cannot  communicate  effectively, 
myringotomies  can  be  performed  in  the  office 
with  hypnoanesthesia.  This  can  be  a real  time 
saver,  even  for  the  brave  souls  who  give  general 
anesthesia  in  their  offices.  Not  every  patient  will 
achieve  complete  anesthesia  of  the  tympanic 
membrane,  but  the  threshold  is  raised  and  total 
response  to  pain  is  diminished  to  where  it  is 
tolerable  and  quickly  forgotten. 

Another  example  is  the  use  of  the  nasogastric- 
tube.  Man)'  patients  take  the  tube  very  well, 
with  the  help  of  explanation  and  reassurance,  but 
with  the  few  who  are  very  apprehensive  it  can 
be  a mess.  If  the  patient  looks  rather  jumpy,  a 
few  minutes  to  induce  a medium  trance  are  well 
spent.  Menopausal  patients  respond  well  to  be- 
ing taught  techniques  to  overcome  their  symp- 


toms, in  conjunction  with  hormone  therapy.  An 
ideal  place  to  introduce  this  is  during  the  relaxa- 
tion induced  with  the  initial  pelvic  examination 
and  Pap  smears. 

Hypnosis  is  suited  to  many  orthopedic  proce- 
dures as  an  aid  to  easier  reduction  of  fractures 
or  dislocations,  and  the  relief  of  pain  accompany- 
ing bone  or  ligamentous  injuries.  The  benefit  of 
muscle  relaxation  is  obvious  here.  Pain  and  sym- 
pathetic neurovascular  changes  have  been  re- 
lieved by  hypnosis,  and  of  course  not  only  time, 
but  the  function  of  an  extremity  is  saved  in  cases 
like  this. 

emotional  problems 

Many  emotional  problems  are  amenable  to 
office  psychotherapy  employing  hypnosis,  and 
are  within  the  potential  of  many  specialists  who 
have  taken  the  trouble  to  acquire  appropriate 
training.  There  is  now,  in  its  earliest  stages,  a 
renaissance  of  psychiatry  in  all  the  disciplines 
of  medicine.  Soon,  postgraduate  courses  will  be 
available,  particularly  in  psychosomatics,  in 
centers  all  over  the  country.  The  acquistion  of 
knowledge  takes  time,  but  it  is  paid  baek  with 
interest. 

Hysterical  patients— those  with  milder  conver- 
sion reaction— traditionally  respond  rapidly  to 
hypnosis,  but  I personally  believe  they  should 
not  be  relieved  of  their  symptom  and  diseharged. 
It  is  wiser  to  allow  the  patient  some  latitude  in 
getting  rid  of  his  difficuly,  and  he  should  be 
followed  at  intervals  in  the  office.  Some  conver- 
sion reactions  are  long  standing,  and  may  be 
impossible  to  treat  satisfactorily,  even  by  ex- 
perieneed  psychotherapists. 

conclusions 

Even  the  most  elementary  office  psychothera- 
py, such  as  ventilation  and  reassurance,  is  still 
too  time-consuming  in  the  estimation  of  many 
practitioners,  but  I feel  we  shirk  our  responsi- 
bility as  complete  physicians,  regardless  of  spe- 
cialty, if  the  patient  looks  to  us  with  trust  and 
confidenee,  and  we  reject  his  plea,  whether 
verbal  or  not,  for  emotional  help. 

It  is  not  hypnosis  itself  which  is  important  to 
the  sound  practice  of  medicine,  but  many  of  the 
applications  of  psychiatry,  of  which  hypnosis  is 
one,  which  are  long  overdue  in  our  daily  con- 
tacts with  patients.  In  this  kind  of  psychosomatic 
climate,  we’ll  be  saving  much  more  than  time 
for  our  patients  and  ourselves.  ■ 

1027  River  Road 
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Benign  Gastric  Ulcer 

Prognosis  Jollowiug  Non-Operalive  Treatment 

G.  E.  T O L S T E D T,  M.D.  / J.  W.  BELL,  M.D,  Seattle,  Washington 


Benign  gastric  ulcer  is  now  recognized  as  a disease 
separate  and  distinct  from  duodenal  ulcer.^  The 
result  of  this  distinction  has  been  more  critical  evalu- 
ation of  indications  for  surgical  treatment  of  gastric 
ulcer.  In  addition  to  the  classic  indications  of  hemor- 
rhage, obstruction  and  perforation,  Dworken  et  al- 
list  six  significant  factors  to  be  considered  when 
selecting  the  method  of  treatment  of  a benign 
gastric  ulcer:  history  of  previous  hospitalization  for 
ulcer,  back  pain  associated  with  epigastric  pain,  con- 
tinuous symptoms  for  one  year  or  more  prior  to 
admission,  gastric  acidity  over  60  units  after  hista- 
mine, failure  of  symptoms  to  disappear  completely 
during  the  first  week  of  therapy  and  history  of 
perforation.  It  is  clear  that  the  indications  for  surgery 
of  gastric  ulcer  have  been  extended  beyond  those  of 
duodenal  ulcer. 

The  careful  study  of  Larson  et  ab  documents  the 
high  recurrence  rate  following  medical  management 
of  the  small  gastric  ulcer.  In  spite  of  this  discouraging 
outlook  following  medical  therapy,  there  remain  in 
most  series*  groups  of  20  to  30  per  cent  of  patients 
who  heal  their  gastric  ulcers  promptly  and  remain  in 
good  health,  apparently  cured.  Can  these  patients 
be  predicted  early  in  therapy?  Careful  analysis  of 
a series  of  medically  treated,  gastric  ulcer  patients  is 
presented  here  with  emphasis  on  that  group  of 
patients  apparently  cured.  The  purpose  of  this  study 
is  to  document  those  factors  which  will  enable  the 
physician  to  predict  a successful  outcome  following 
non-operative  therapy  of  gastric  ulcer. 

clinical  material 

The  medical  records  of  all  patients  treated  for 
gastric  ulcer  at  the  Seattle  Veterans  Administration 
Hospital  during  the  years  1951  through  1959  were 
reviewed.  One  hundred  and  forty-four  cases  were 
found.  Of  these,  74  had  been  treated  only  by  medical 
means  during  the  initial  hospitalization  and  the 
remaining  70  had  been  treated  surgically  on  the 
initial  hospital  admission.  Those  74  patients  who  had 
responded  to  medical  therapy  and  improved  suf- 
ficiently to  be  discharged  from  the  hospital  without 
surgery  were  selected  for  follow-up  evaluation. 

From  the  Surgical  Service,  Veterans  Administration  Hos- 
pital and  the  Department  of  Surgery,  University  of  Wash- 
ington School  of  Medicine,  Seattle,  Washington. 

Dr.  Tolstedt  is  Assistant  Chief,  Surgical  Service,  Veterans 
Administration  Hospital;  Assistant  Professor  of  Surgery, 
University  of  Washington  School  of  Medicine,  Seattle, 
Washington. 

Dr.  Bell  is  Chief,  Surgical  Service,  Veterans  Administra- 
tion Hospital;  Associate  Professor  of  Surgery,  University 
of  Washington  School  of  Medicine,  Seattle,  Washington. 


Information  was  obtained  on  all  but  one  patient. 
This  one  case  was  followed  for  ten  months  only. 
All  other  living  patients  had  two  and  one-half  to  ten 
years  of  follow-up.  Twenty-seven  per  cent  of  the 
patients  were  followed  by  questionnaire.  Information 
was  obtained  from  death  certificates  on  7 per  cent 
of  the  patients.  The  remaining  patients  were  fol- 
lowed by  personal  interviews  or  by  study  of  hospital 
records  following  readmission. 

hospital  routine 

Benign  gastric  ulcer  is  treated  with  hourly  antacids, 
anticholinergics,  bland  diet  and  hospitalization  until 
the  ulcer  is  healed  as  shown  by  x-ray.  Following 
this,  careful  recommendations  are  made  to  the 
patient  for  his  continued  treatment  and  he  is  referred 
to  a private  physician.  Less  than  one-third  of  these 
patients  subsequently  seek  private  medical  care  and 
the  self-treatment  practiced  by  the  remaining  patients 
without  the  benefit  of  close  supervision  is  probably 
less  than  ideal  or  non-existent.  In  spite  of  this  inade- 
quate post-hospitalization  care,  the  initial  treatment 
of  this  group  of  patients  was  ideal  and  recommenda- 
tions for  further  treatment  were  carefully  given. 

Determining  the  presence  of  malignancy  in  a 
gastric  ulcer  is  always  a diagnostic  problem;  how- 
ever, in  this  hospital  combined  evaluation  with  upper 
gastrointestinal  x-rays  following  a trial  of  medical 
therapy,  gastrie  cytology,  and  gastroscopy  has  been 
very  successful.  Gastric  cytology  is  a highly  devel- 
oped technique  at  this  institution.  There  has  been 
only  one  false  negative  case.  This  patient  was  dis- 
eharged  with  a diagnosis  of  benign  gastric  ulcer 
and  subsequently  was  proven  to  have  gastric  carci- 
noma. Carcinoma  of  the  stomach  is  excluded  from 
this  study. 

results 

Operated  Group.  Twenty-three  (31  per  cent)  of 
the  74  patients  were  treated  by  partial  gastrectomy, 
at  some  time  subsequent  to  their  discharge  after 
responding  to  medical  treatment.  Emergency  dic- 
tated operation  in  11.  Three  were  obstructed,  seven 
operations  were  necessary  because  of  hemorrhage 
and  one  patient  returned  with  perforation.  Of  the  12 
elective  cases,  11  were  treated  surgically  for  pain 
and  chronicity,  and  one  was  thought  to  be  carinom- 
atous. 

Death  followed  surgery  in  two  cases.  Surgery  was 
emergent  in  both,  one  because  of  hemorrhage  and 
the  other  for  obstruction.  The  surgical  mortality  was 


199 

Northwest  Medicine,  March  1963 


9 per  cent  for  all  cases  and  18  per  cent  for  emergency 
operations. 

Deaths.  Twenty-two  of  the  74  patients  are  now 
dead.  Death  was  directh'  related  to  the  gastric  ulcer 
in  two  of  the  51  non-surgical  cases;  thus,  the  medical 
mortalit)’  was  4 per  cent.  Eight  additional  patients 
had  active  chronic  ulcers  found  at  post  mortem 
e.xamination.  Thus  12,  or  more  than  one-half  of 
the  death  cases  had  recurrent  disease.  Evaluation 
of  the  remaining  10  death  cases  reveals  that  autopsy 
was  performed  on  only  one.  One  patient  who  had 
had  symptoms  repeatedly  did  not  have  an  ulcer  at 
post  mortem. 

the  living,  unoperated  group 

Unimproved  Group.  There  were  ten  patients  alive 
who  were  unimproved  or  had  had  recurrence.  In 
this  group  are  included  definite  recurrences  not 
subsequently  treated  surgically,  and  patients  with 
continuing  ulcer  pain  not  relieved  by  therapy.  In- 
cluded is  one  patient  whose  asthma  was  so  severe 
as  to  be  a contraindication  to  surgery.  This  patient  has 
been  followed  for  five  years.  Operation  has  not  been 
done  in  this  group  because  of  patient  opposition  and, 
in  one  case,  physician  opposition. 

Improved  Group.  Ten  patients  are  alive  and 
improved.  In  this  group  are  those  patients  who  have 
had  intermittent  symptoms  relieved  b\-  antacids  but 
who  have  not  had  a proved  ulcer  recurrence  or  a 
complication  of  gastric  ulcer. 

Cured  Group.  In  the  group  of  11  patients  entirely 
relieved  of  gastric  ulcer  symptoms,  eight  patients 
had  small  or  shallow  ulcers  on  x-ray.  Two  patients 
had  a diagnosis  of  gastric  ulcer  made  on  the  basis 
of  gastroscopy  only.  Repeated  x-ray  examination 
failed  to  show  the  gastric  ulcer  described  by  the 
gastroscopist  as  small  in  one  case  and  shallow  in 
another.  In  only  one  of  these  11  cases  was  the 
initial  ulcer  described  as  a deeply  penetrating  ulcer. 
Rapid  healing  was  tvpical  of  the  cured  group.  The 
only  case  not  completely  healed  after  three  weeks 
of  hospital  treatment  was  that  ulcer  deseribed  as 
deeply  penetrating  b\-  the  radiologist.  Rapid  heal- 
ing was  less  frequent  in  the  improved  and  operated 
group. 

Duodenal  ulcer  was  found  in  association  with 
gastric  ulcer  in  three  of  the  cured  group,  four  of 
the  improved  and  14  of  the  operated  group.  This 
high  percentage  of  associated  duodenal  ulcer  in  the 
operated  group  is  not  significant  since  active  and 
healed  duodenal  ulcers  found  at  surgery  are  included 
as  well  as  active  duodenal  ulcers  shown  by  x-ray. 

Corticosteroids  were  used  in  both  cured  and  im- 
proved groups.  There  were  four  patients  whose 
gastric  ulcer  was  related  by  cortisone  therapy.  The 
only  conclusion  that  may  be  drawn  from  this  small 
group  is  that  surgery  is  not  indieated  for  cortisone- 
induced  ulcer  of  the  stomach  unless  bleeding,  per- 
foration or  obstruction  is  present.  If  the  ulcer  is 


small  it  may  heal  promptly  after  withdrawal  of 
cortisone.  Surgery  is,  therefore,  not  recommended. 

An  ulcer  was  found  high  on  the  lesser  curvature 
in  three  of  the  cured  group  and  one  of  the  improved 
group.  This  indicates  that  the  high  lesser  curvature 
ulcer  may  heal  well  and  is  not  in  itself  an  indication 
for  surgery. 

A total  of  30  patients  (40  per  cent)  have  benefited 
from  medieal  theapy  of  gastric  ulcer.  If,  however,  one 
is  critical  and  excludes  patients  who  died  and  no  post 
mortem  examination  was  performed,  then  there  are 
only  22  patients  (32  per  cent)  who  benefited  from 
medical  treatment. 

discussion 

Should  all  patients  with  benign  gastric  ulceration 
be  treated  surgically?  Because  of  the  success  of 
gastric  resection  for  gastric  ulcer"’  as  well  as  the  low 
mortality  in  elective  cases,  it  seems  that  this  question 
can  be  answered  in  the  negative  only  if  we  can 
predict  with  some  accuracy  which  patients  are  most 
likeh'  to  be  cured  by  antacid  and  diet  therapy.  This 
study  suggests  that  small  or  shallow  gastric  ulcers 
which  heal  rapidly  on  medical  therapy  may  be  cured; 
other  patients  should  be  considered  for  surgical  re- 
section. Those  patients  with  a small  or  shallow 
gastric  ulcer,  as  defined  by  the  radiologist  and  gastro- 
scopist, should  be  treated  intensively  with  hourly 
antacids  and  diet  for  three  weeks  and  re-examined. 
If  there  is  complete  healing  of  the  ulcer  at  this  time 
the  chances  of  recurrence  are  redueed. 

This  would  seem  to  be  a definite  method  of 
selecting  patients  for  medical  treatment;  however, 
this  plaees  much  of  the  decision  for  type  of  therapy 
in  the  hands  of  the  radiologist.  Because  of  this,  close 
liaison  between  the  clinician  and  the  radiologist 
should  be  maintained.  Small,  shallow  gastric  ulcers, 
as  seen  by  x-ray,  should  be  visualized  by  gastroscopy 
when  possible.  All  six  factors  listed  above,  as  defined 
by  Dworken,  must  be  absent  before  a decision  for 
prolonged  medical  therapy  is  made. 

summary 

1.  Seventy-four  cases  of  benign  gastric  ulcer  which 
responded  to  medical  treatment  sufficiently  to  be  dis- 
charged from  the  hospital  were  studied. 

2.  Twenty-three  of  these  patients  have  subse- 
quently been  treated  surgically. 

3.  Twenty-two  patients  are  now  dead,  four  of 
complications  of  gastric  ulcer. 

4.  Eleven  patients  appear  to  be  cured,  ten  patients 
are  improved  and  ten  unimproved  following  medical 
therapy  for  benign  gastric  ulcer. 

5.  Small,  shallow  gastric  ulcers  which  healed 
promptly,  were  characteristic  of  those  ulcers  cured 
by  medical  therapy.  ■ 

4435  Beacon  Ave.  (8) 

Reference  lisi  may  be  obtained  from  the  editorial 
office.  Ed. 
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The  first  taste  of  its  tangy,  real  tomato 
flavor  makes  your  mouth  water  and 
gives  you  a pleasant  feeling  of  wai'mth. 

For  this  reason,  Tomato  Soup  or  any 
of  Campbell’s  other  soups,  for  that  mat- 
ter, are  one  of  the  best  ways  possible 
for  you  or  your  patients  to  start  a meal.  They’re  also  one  of 
the  best  ways  you  can  find  to  get  a patient  to  follow  a diet. 
Tomato  Soup  and  Tomato  Rice  Soup,  for  instance,  are 
temptations  most  patients  can’t  resist.  And,  as  you  know, 
if  you  can  help  to  stimulate  a patient’s  appetite  and  have 
him  enjoy  what  he  should  eat,  he’ll  be  more  likely  to  stick 
to  the  diet  prescribed. 

In  planning  diets,  you’ll  find  Campbell’s  soups  suitable 
for  almost  every  one  of  your  special-diet  patients  — high 
protein,  low  residue,  high  or  low  calorie.  In  low-fat  diets, 
for  example,  you  can  choose  between  Tomato  Soup  (with 


approximately  1.6  gm.  fat  per  7 oz.  serving).  Tomato 
Rice  (1.9  gm.  fat),  or  Chicken  Gumbo  (1.0  gm.  fat).  All 
these  soups  contain  generous  amounts  of  Campbell’s 
tomatoes  like  those  you  see  in  our  picture. 

All  the  ingredients  in  our  soups  are  of  fine  quality, 
and  all  are  carefully  processed,  carefully  blended.  This 
is  why  Campbell’s  soups  are  naturally  good. 

What’s  even  more  important,  you  or  your  patients  get  a 
variety  of  essential  nutrients  from  Campbell’s  soups.  If 
you’d  be  interested  to  learn  how  good  they  are  nutrition- 
ally, write  us  today  for  your  copy  of  the  new 
series  of  analyses  of  our  products— Campbell 
Soup  Company,  Dept.  67,  Camden,  N.  J. 

Recommend  Campbell’s  soups  to  your  pa- 
tients . . . and,  of  course,  enjoy  them  yourself. 

There’s  a soup  for  almost  every  patient  and 
diet,  for  every  meal. 
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1963  Annual  Session  Program  in  Final  Developmental  Stage 


OREGON 


The  Oregon  State  Medical  Society  and  the  Oregon 
Academy  of  General  Practice  are  combining  to  hold 
their  1963  annual  meetings  in  Portland  September 
25-26-27  in  conjunction  with  the  37th  Sommer 
Memorial  Lecture  Series.  This  tri-partite  session 
should  be  the  Pacific  Northwest’s  most  outstanding 
postgraduate  session  of  the  year.  All  activities  of 
the  meeting  will  be  held  in  Portland’s  Memorial 
Coliseum  beginning  with  the  opening  session  of  the 
Society’s  House  of  Delegates  at  dinner  on  Tuesday, 
September  24th. 

The  guest  speakers  to  be  presented  by  the  Sommer 
Memorial  Lecture  Foundation  will  include  Sir  Arthur 
Porritt,  distinguished  London  (England)  surgeon; 
Francis  C.  Wood,  Professor  of  Medicine,  University 
of  Pennsylvania  School  of  Medicine;  and  Preston  A. 
W'ade,  Clinical  Professor  of  Surgery,  Cornell  Uni- 
versity Medical  College.  The  joint  meeting  will  also 
present  Walter  C.  Lobitz,  Jr.,  Professor  of  Derma- 
tology at  the  University  of  Oregon  Medical  School, 
who  will  develop  a scientific  sectional  program  on 
cutaneous  medicine.  George  Saslaw,  Professor  of 
Psychiatry  af  the  University  of  Oregon  Medical 
School  will  develop  a half-day  symposium  on  psy- 
chiatry and  mental  health. 

The  scientific  program  will  also  include  scientific 
sectional  programs  in  the  fields  of  internal  medicine, 
general  surgery,  and  trauma.  To  supplement  the 
presentations  by  the  guest  lecturers,  Eniest  T.  Liv- 
ingstone, chairman  of  the  Committee  on  Annual 
Session,  has  extended  an  invitation  to  all  members 
of  the  Society  to  submit  papers  for  the  Committee’s 
consideration  in  completing  the  program.  Members 
will  be  asked  to  submit  titles  which  can  be  used  in 
each  of  the  scientific  sections.  The  session  will  again 
include  the  usual  exhibits  technical,  scientific  and 


art.  With  the  availability  of  the  Memorial  Coliseum 
exhibit  hall  these  three  activities  have  expanded 
greatly.  At  the  1962  session  of  the  Oregon  State 
Medical  Society,  more  than  35  scientific  exhibits 
were  presented  by  members  of  the  Society  and  were 
of  unusual  quality.  The  art  exhibit  included  partici- 
pation of  70  members  of  the  Society,  the  Woman’s 
Auxiliary  and  members  of  the  immediate  families 
of  members.  The  most  recent  addition  to  the  exhibit 
“family”  at  the  Society’s  session,  the  Physicians’  Art 
Exhibit  sponsored  by  the  Oregon  Physicians’  Art 
Association  has  become  unusually  popular  for  both 
participants  and  visitors. 

The  Congress  of  Delegates  of  the  Oregon  Academy 
of  General  Practice  will  hold  two  sessions.  The  first 
at  dinner  on  September  25  with  its  closing  session 
at  dinner  on  Friday,  September  27th.  The  Society’s 
House  of  Delegates  will  hold  its  second  session  at 
breakfast  on  September  25th  and  its  closing  session 
at  breakfast  on  September  27th.  The  meetings  of 
both  policy-forming  bodies  will  be  held  at  the  Me- 
morial Coliseum. 

The  social  highlight  of  the  meeting  will  be  a joint 
annual  banquet  of  the  Society  and  the  Academy  on 
Thursday  evening,  September  26th.  On  this  occasion 
officers  will  be  installed,  awards  presented  with  the 
inaugural  ball  to  follow.  The  Society  and  the 
Academy  will  combine  again  on  Saturday  morning 
of  September  28th  for  their  respective  annual  golf 
tournaments. 

Midyear  meeting  of  House  of  Delegates 

Glenn  M.  Gordon  of  Eugene,  Speaker,  has  an- 
nounced that  the  1963  Midyear  Meeting  of  the 
Society’s  House  of  Delegates  will  be  held  Friday 
and  Saturday,  April  26-27,  at  the  Hotel  Multnomah 
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in  Portland.  As  is  customary,  the  meeting  is  sched- 
uled to  follow  the  1963  annual  meeting  of  the  Uni- 
versity of  Oregon  Medical  School  Alumni  Associa- 
tion and  the  36th  Sommer  Memorial  Lectures  to  be 
held  at  the  Medical  School  April  24-25-26.  The 
meeting  will  open  with  dinner  on  Friday,  April  26th 
and  close  with  a luncheon  meeting  on  Saturday,  April 
27th.  Reference  Committees  will  hold  their  meetings 
on  Saturday  beginning  at  9:00  A.M. 

Public  health  officers  needed 

Richard  H.  Wilcox,  State  Health  Officer,  has 
announced  that  in  Oregon  there  are  seven  budgeted, 
full-time  vacancies  in  the  field  of  public  health  for 
physicians.  Three  such  positions  are  open  on  the 
medical  staff  of  the  State  Board  of  Health  itself  and 
four  positions  are  vacant  in  local  county  or  district 
health  departments.  Physicians  who  are  interested 
should  contact  Dr.  Wilcox  by  writing  to  him  at  the 
State  Board  of  Health  office,  P.O.  Box  231,  Portland 
7,  Oregon.  The  telephone  number  is  266-2161.  Dr. 
Wilcox  also  reports  that  there  are  opportunities  for 
“first”  and  “second”  year  residencies  in  the  field  of 
public  health  in  Oregon.  He  emphasizes  that  sub- 
stantial stipends  are  paid  for  physicians  who  enter 
this  field  of  training.  More  complete  information 
regarding  the  public  health  residency  programs  may 
be  obtained  by  writing  to  Dr.  Wilcox. 


Thirty  Licensed  by  Board  of  Medical  Examiners 

Jon  Straumfjord,  M.D.,  Secretary-Treasurer, 
Board  of  Medical  Examiners  of  the  State  of  Oregon, 
announced  that  during  a recent  meeting  of  the  Board, 
30  doctors  were  licensed  to  practice  medicine  and 
surgery  in  Oregon; 

John  Charles  Bigelow;  Clifford  Edward  BreMiller; 
William  Yeats  Duncan,  111;  John  Harold  Ellison; 
David  Cowing;  Vincent  Chris  Hinck;  Harry  Arbaugh 
Lee;  Richard  Lee  Mercer;  Gerald  Robert  Nowlis; 
Bruce  Alfred  Peters;  Donald  Wood  Sutherland;  Philip 
Richard  Trautman;  Graham  Marshall  Watkins; 
Michael  Frank  White,  all  of  Portland. 

Hans  Friedrich  Fink,  Wilsonville;  Edward  Light 
Goldblatt,  Eugene;  Donald  Henry  Heithecker,  Mil- 
waukie;  Amir  Houshang  Hemmat,  Wilsonville;  Leon- 
ard Lancaster  Heston,  Oregon  Gity;  Kuoyeng  Ngeh 
Hsieh,  Pendleton;  James  Glair  Newman,  Salem; 
Thomas  Leon  Thornton,  Eugene;  Gharles  Bernard 
Voekler,  Salem;  Leon  Donald  Wanek,  Medford. 

David  Elmer  Billings,  U.S.  Navy;  George  Heyden 
Gaspar,  U.S.  Navy;  William  Robert  Gonte,  Olympia, 
Washington;  Frederick  Lawrence  Goodwin,  Cali- 
fornia; Winston  Applewhite  Mitchell,  California; 
Charles  Bruce  Taylor,  Illinois. 

The  next  regular  meeting  of  the  State  Board  of 
Medical  Examiners  is  set  for  April  25-27,  1963. 


Board  of  Trustees 


In  addition  to  the  state  legislative  proposals  already 
acted  upon,  the  Board  of  Trustees  of  the  Oregon 
State  Medical  Society,  at  its  meeting  on  Saturday, 
February  2,  1963,  considered  and  established  policy 
on  twenty  bills  already  introduced  or  the  introduction 
of  which  was  contemplated  during  the  1963  Oregon 
State  Legislative  Session.  Given  major  consideration 
also  were  the  policies  and  practices  of  the  State  Public 
Welfare  Commission  relative  to  administration  of  its 
Medical  Aid  programs. 

State  legislation 

Regarding  legislation  before  or  to  be  before  the 
1963  Oregon  State  Legislature,  the  Board  of  Trustees 
adopted  the  following  recommendations  of  the  Com- 
mittee on  Public  Policy  as  presented  by  its  Chairman, 
Clinton  S.  McGill: 

1.  That  the  Society  declare  itself  to  favor  the 
enactment  of  a competitive  workman’s  com- 
pensation act. 

2.  That  the  Society  support  the  legislation 
proposed  by  the  Oregon  Psychological  Associa- 
tion to  certify  clinical  psychologists,  provided 
the  bill  is  amended  to  provide  that  when  a psy- 
chologist engages  in  psychotherapy  he  shall  do 
so  under  the  sunervision  and  control,  in  each 
instance,  of  a physician  and  surgeon  licensed 


to  practice  medicine  and  surgery  by  the  Ore- 
gon State  Board  of  Medical  Examiners. 

3.  That  the  Society  support  a legislative 
proposal  being  sponsored  by  the  Portland 
Psychiatrists  in  private  practice  which  pro- 
vides for  the  establishment  of  a psychiatric 
expert  witness  panel  to  be  utilized  in  criminal 
cases  where  the  question  of  the  defendant’s 
sanity  is  raised. 

4.  That  the  Society  approve  and  actively 
support  a bill  to  be  sponsored  by  the  Oregon 
Society  of  Ophthalmic  Dispensers  for  the  regi- 
stration of  dispensing  opticians. 

5.  That  the  Society  approve  the  following 
legislative  proposals  being  sponsored  by  the 
Oregon  State  Board  of  Health: 

a.  Amendments  to  the  Medical  Investigators 
Act  providing  that  one  or  more  assistant  medi- 
cal investigators  may  be  appointed  in  any 
county. 

b.  A bill  relating  to  the  filing  of  death  and 
fetal  death  certificates  and  the  issuance  of 
burial  and  transit  permits  when  the  place  of 
death  or  fetal  death  is  unknown,  occurs  in  a 
moving  conveyance  or  the  dead  body  or  fetus 
is  moved  from  the  place  of  death  into  the  juris- 
diction of  a different  registration  district. 

c.  A bill  amending  the  Farm  Labor  Camp 
Act  providing  that  the  State  Health  Officer  or 
his  authorized  representative  may  perform  the 
duties  required  of  a local  health  officer  when 
such  health  officer  is  unable  to  act  or  the 
office  is  vacant. 

continued  on  page  206 
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ill  cerebrovascular  disorders 
well  tolerated 
in  long-term  therapy 


WZ^@(Q)[d)DCLZ^[K] 


To  relieve  symptoms -renew  patient  outlook' 

Because  VasodIlan  “...appears  to  act  directly  to  relax  smooth 
muscle,  with  some  selectivity  for  the  smooth  muscle  of  the  blood 
vessels... ”2  it  is  concluded  that  spasm  of  the  human  cerebral 
vascular  sj^stem  may  be  prevented  by  this  “myo-vascular”  agent.® 

In  patients  with  cerebrovascular  disease,  therapy  with 
VasodIlan  I'educes  the  number  of  ischemic  attacks.®  “Definite 
improvement  in  attitude,  eating  habits,  personal  appearance, 
alertness... was  observed.  Improvement  in  the  accompanying 
vertigo  and  paralysis  as  well  as  a decreased  incidence  of  head- 
ache was  also  noted.  VasodIlan  is  well  tolerated  with  no 
troublesome  side  effects  observed  at  recommended  oral  doses. i-* 
It  is  compatible  with  other  medications  such  as  antispasmodics,^ 
hormones,^  and  insulin.® 

Dosage  and  administration : Oral  — 10  to  20  mg.  (1  to  2 tablets)  t.i.d.  or  q.i.d.;  I.M. 
— 5 to  10  mg.  b.i.d.  or  t.i.d.  Contraindications : There  are  no  known  contraindications 
to  oral  administration  of  Vasodil.4N  in  recommended  doses.  Cautions ; VasodIlan 
should  not  be  given  immediately  postpartum  or  in  the  presence  of  arterial  bleeding. 
Parenteral  administration  is  not  recommended  in  the  presence  of  hypotension  or 
tachycardia.  Intravenous  administration  is  not  recommended  because  of  the  in- 
creased likelihood  of  side  effects.  Side  effects:  Few  side  effects  occur  when  given  in 
recommended  oral  doses.  Occasional  palpitation  and  dizziness  can  usually  be  con- 
trolled by  dosage  adjustment.  Single  intramuscular  doses  of  10  mg.  or  more  may 
result  in  hypotension  or  tachycardia.  Supplied:  10  mg.  tablets  in  bottles  of  100  and 
1,000;  in  2 cc.  ampuls  containing  10  mg.  (5  mg./cc.)  for  intramuscular  use,  boxes  of 
6.  For  complete  details  on  indications,  dosage,  administration,  and  clinical  back- 
ground of  VASODILAN,  see  the  brochure  of  this  product  available  on  request  from 
Mead  Johnson  Laboratories.  Evansville  21,  Indiana.  References : (1)  Clarkson,  I.  S., 
and  Le  Pere.  D.  M.:  Angiology  11:190-192  (June)  1960.  (2)  Kaindl,  E;  Samuels, 
S.  S.;  Selman,  D.,  and  Shaftel,  H.:  .Vngiology  10:18.5-192  (Aug.)  1959.  (3)  Dhrymi- 
otis,  A.  D.,  and  Whittier,  J.  R.:  Current  fherap.  Res.  4:124-129  (April)  1962. 
(4)  Billiottet,  J.,  and  Ferrand.  J. : Semaine  med.  SJ, : 635-637  (May  20)  195k  (5)  Sam- 
uels, S.  S.,  and  Shaftel,  H.  E.:  J.  Indiana  M.  .4..  54  :1021-1023  (July)  1961. 

® >963  MEAD  JOHNSON  a COMPANY  EVANSVILLC  21.  INDIANA  07763/V-143 


Mead  Johnson 
Laboratories 


As  Natasha  posed  for  her  portrait.  . . 


vertigo  posed  a problem. 


The  artist  solved  his  with  paint.  . . 


and  a doctor  solved  hers  with  Antivert. 


MODERATE  TO  COMPLETE  RELIEF  OF 
SYMPTOMS  IN  9 OUT  OF  10  PATIENTS* 

Antivert  combines  meclizine  HCI,  an 
outstanding  drug  for  treatment  of 
vestibular  dysfunction,  with  nicotinic 
acid,  a drug  of  choice  for  prompt 
vasodilation.  Side  reactions,  usually 
only  flushing  and  tingling,  are  short- 
lived and  considered  coincidental  to 
vasodilation  produced  by  nicotinic  acid. 
As  with  all  vasodilators.  Antivert  is 
contraindicated  in  severe  hypotension 
and  hemorrhage.  For  complete  pre- 
scription information,  consult  product 
brochure.  Prescribe  Antivert  for 
your  patients  with  vertigo,  Meniere’s 
syndrome  and  allied  disorders. 

*Scal,  J.  C.:  Eye  Ear  Nose  & Throat  Month. 
38:738  (Sept.)  1959. 

Antivert’ 
stops  vertigo 

...and  for  your  geriatric  patients: 

NEOBON® 

See  Physicians’  Desk  Reference 
for  prescription  information. 

New  York  17,  N.  Y. 

Division,  Chas.  Pfizer  & Co.,  Inc. 

Science  for  the  World’s  Well-Being® 


Antivert  stopped  the  vertigo; 
but  it  couldn't  stop  the  artist. 
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continued  from  page  203 

d.  A bill  requiring  the  installation  of  safety 
seat  belts  in  the  front  seats  and  safety  seat  belt 
attachments  in  the  rear  seats  of  all  1964  model 
automobiles  and  requiring  further  that  any 
seat  belt  or  safety  harness  so  installed  shall 
meet  the  standards  of  the  Society  of  Automo- 
tive Engineers.  The  bill  would  apply  to  all 
motor  vehicles  which  are  bought,  sold,  leased, 
traded  or  transferred  from  or  to  Oregon  resi- 
dents at  retail. 

e.  A bill  providing  that  the  State  Health  Of- 
ficer or  his  representative  shall  inspect  homes 
for  the  aged  and  infirm  at  least  once  each  year 
instead  of  four  times  each  year  as  the  law  now 
requires. 

f.  A bill  amending  the  Day  Nurseries  Act 
which  would  change  the  definition  of  a “day 
nursery”  as  being  an  institution  or  establish- 
ment offering  custodial  care  for  children  under 
six  years  of  age.  (The  present  definition  in  the 
Act  specifies  fourteen  years  of  age.) 

g.  An  amendment  to  the  Restaurant  Sanita- 
tion Law  giving  the  State  Board  of  Health 
authority  to  promulgate  and  enforce  rules  and 
regulations  relating  to  the  dispensing  of  food 
and  beverages  through  vending  machines  and 
mobile  units,  and  the  “commissaries”  which 
service  them. 

h.  A bill  relating  to  municipal  plumbing 
regulations  providing  that  a county  may  enact 
and  enforce  ordinances  relating  to  plumbing 
and  cesspool  installations. 

i.  A bill  providing  that  privately  owned 
camping  vehicle  parks  shall  be  required  to  pro- 
vide the  same  sanitary  facilities  now  required 
of  tourist  parks,  trailer  parks  and  similar  fa- 
cilities. 

j.  A bill  amending  the  Furniture  and  Bed- 
ding Act  strengthening  the  provision  prohibit- 
ing the  sale  of  upholstered  furniture  or  article 
of  bedding  which  is  unclean,  filthy,  soiled,  of- 
fensive or  otherwise  hazardous  or  which  has 
been  manufactured,  repaired  or  renovated  with 
materials  of  like  unsafe  qualities  and  prohibit- 
ing the  sale  of  materials  of  such  quality.  The 
Furniture  and  Bedding  Act  is  further  amend- 
ed to  increase  the  annual  registration  fees  of 
businesses  engaged  in  the  manufacture,  sale, 
renovation  and  sterilization  of  furniture  and 
bedding  and  also  of  supply  dealers,  supply 
denots  and  auctioneers. 

6.  That  the  Society  not  take  action  on  a bill 
being  sponsored  by  the  Oregon  State  Board  of 
Health  relating  to  plumbers  which  removes 
from  the  Oregon  Plumbers  Act  a provision 
that  any  person  may  repair  or  install  plumbing 
in  communities  of  250  or  less  population. 

7.  That  the  Society  support  the  request  of 
the  Superintendent  of  the  Oregon  Fairview 
Home  to  the  1963  Oregon  State  Legislature  for 
funds  to  construct  an  intensive  treatment  unit 
to  house  its  deformities  control  program. 

8.  That,  in  an  emergency,  the  Committee 
be  authorized  to  act  in  accordance  with  cur- 
rent Society  policy  and,  in  absence  of  such 
policy,  to  confer  with  the  Executive  Commit- 
tee of  the  Board  of  Trustees. 

Professional  corporations  or  associations 

Upon  recommendation  of  the  Executive  Commit- 
tee, the  Board  of  Trustees  voted  that  the  Society 
sponsor  state  legislation  permitting  the  establish- 
ment of  professional  corporations  or  associations. 
This  legislative  proposal  was  laid  on  the  table  by 
the  House  of  Delegates  at  its  1962  Annual  Meeting, 
pending  the  action  of  Congress  on  H.R.  10.  Inas- 


much as  this  federal  legislation  did  not  appear  to 
offer  the  advantages  to  physicians  and  persons  in 
other  professions,  great  interest  was  stimulated 
among  the  Society  membership  to  consider  permit- 
ting the  establishment  of  professional  corporations 
or  associations  in  Oregon.  This  interest  culminated 
in  a strong  presentation  before  both  the  Executive 
Committee  and  the  Board  on  February  2nd. 

Aid  to  local  health  departments 

Edgar  M.  Rector,  Chairman,  presented  to  the 
Board  of  Trustees  a recommendation  of  the  Com- 
mittee on  Public  Health  that  the  Society  reaffiim  its 
support  of  State  financial  aid  to  local  health  depart- 
ments and  endorse  a bill  for  this  purpose  being  spon- 
sored by  the  Oregon  Public  Health  Association.  This 
proposed  legislation  would  appropriate  approxim- 
ately $900,000  annually  to  be  used  in  support  of  local 
public  health  activities.  It  includes  a “T)onus”  allow- 
ance for  those  counties  which  combine  to  form  a 
district  health  department. 

The  Board  of  Trustees  voted  to  refer  these  recom- 
mendations to  the  Committee  on  Public  Policy. 

Employment  of  the  handicapped 

The  question  of  the  Society’s  support  of  programs 
designed  to  encourage  the  employment  of  the  handi- 
capped was  brought  to  the  attention  of  the  Board  by 
the  Committee  on  State  Industrial  Affairs.  The  Com- 
mittee recommended  that  the  Society  declare  itself 
as  favoring  legislation  for  modifying  the  Workmen’s 
Compensation  Act  to  encourage  such  employment. 
In  this  connection,  the  Committee  expressed  the 
opinion  that  legislation  might  be  introduced  at  the 
1963  Legislative  Session  amending  the  adminisha- 
tion  of  the  “2nd  Injury  Reserve  Fund”  in  the  Work- 
men’s Compensation  Act  which  woidd  give  gi'eater 
relief  to  the  employer  when  a handicapped  employee 
was  injured. 

Welfare  medical  aid  program 

The  following  recommendations  presented  by 
Stanley  A.  Boyd,  Chairman  of  the  Committee  on 
Charitable  Medical  Care,  were  adopted  by  the 
Board: 

Relative  to  the  medical  aid  program  of  the 
State  Public  Welfare  Commission  and  the  reso- 
lution introduced  at  the  January  5,  1963  meet- 
ing of  the  Board  of  Trustees  by  James  H. 
Seacat: 

1.  That  the  practice  of  prorating  reimburse- 
ments to  physicians  for  services  rendered  to 
public  assistance  recipients  should  not  be  con- 
tinued. 

2.  That  physicians  should  be  paid  in  full  for 
services  rendered  to  public  welfare  recipients 
just  as  anv  other  purveyor  of  services  and  that 
an  adequate  schedule  for  reimbursing  physi- 
cians should  be  adopted. 

3.  That  physicians  in  Oregon  reaffirm  the 
traditional  principle  that  they  will  continue  to 
care  for  patients  eligible  for  public  welfare 
benefits  when  sufficient  welfare  funds  are 
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lacking  but  will  not  undertake  the  administra- 
tive functions  required  by  the  Welfare  Com- 
mission. 

4.  That  the  State  Public  Welfare  Commis- 
sion should  request  adequate  funds  from  the 
State  Legislature  to  support  its  medical  aid 
programs  and  that  the  Society  assist  the  Com- 
mission in  presenting  such  requests  at  legis- 
lative committee  hearings. 

5.  That  the  Society  appoint  a committee  to 
confer  with  the  Subcommittee  on  Budget  and 
Finance  of  the  State  Public  Welfare  Commis- 
sion. 

6.  That  the  Society  cooperate  with  the  State 
Public  Welfare  Commission  in  developing 
methods  for  the  proper  utilization  of  physi- 
cians’ services. 

7.  That  Oregon  Physicians’  Service  be  in- 
structed to  offer  its  services  and  submit  a “bid” 
to  the  State  Public  Welfare  Commission  for 
the  administration  of  the  “medical  and  surgical 
benefits”  section  being  presented  to  the  Oregon 
State  Legislature  as  a part  of  the  revised 
“Medical  Assistance  for  the  Aged”  program  in 
Oregon. 

AMA  policy  on  health  of  aged 

Max  H.  Parrott,  Delegate  to  the  American  Medi- 
cal Association  and  a member  of  the  Association’s 
Council  on  Legislative  Activities,  reported  to  the 
Board  the  current  policies  of  the  American  Medical 
Association  related  to  health  care  of  the  aged  which 
were  adopted  by  the  House  of  Delegates  at  the  1962 
Clinical  meeting  in  Los  Angeles.  Dr.  Parrott  recom- 
mended that  this  statement  of  policy  be  incorporated 
in  the  proceedings  of  the  meeting  and  mailed  to  each 
member  of  the  Society.  These  policies  which  were 
presented  to  the  AMA  House  of  Delegates  by  the 
Board  of  Trustees  are: 

1.  Kerr-Mills  Law 

(a)  Removal  of  the  requirement  that  both  Old 
Age  Assistance  (OAA)  and  Medical  Assistance 


for  the  Aged  (MAA)  programs  be  administered 
by  the  same  agency. 

(b)  Provide  flexibility  in  the  administration 
of  the  income  limitations  proposed  under  state 
law  so  that  a person  who  experiences  a major 
illness  may  qualify  for  benefits  if  the  expense 
of  that  illness,  in  effect,  reduces  his  money 
income  below  the  maximum  provided. 

(c)  Include  a provision  in  the  law  requiring 
state  administering  agencies  to  seek  expert 
advice  from  physicians  or  medical  societies 
through  medical  advisory  committees. 

(d)  Provide  for  “free  choice”  of  hospital  and 
doctor  under  state  programs. 

2.  Internal  Revenue  Code 

(a)  Tax  deductions  for  medical  expenses  of 
dependents  over  age  65. 

(b)  Removal  of  the  1 per  cent  drug  limita- 
tation  and  the  inclusion  of  drugs  as  medical 

expenses. 

(c)  To  permit  taxpayers  over  age  65  to  re- 
ceive full  tax  benefit  for  medical  expenses 
by  use  of  the  carry-forward  and  carry-back 
principle. 

(d)  Provide  a tax  credit  for  medical  ex- 
penses paid  by  the  over  age  65  taxpayer,  pro- 
portionate to  the  relation  of  the  taxpayer’s 
medical  expense  to  his  taxable  income. 

Miscellaneous  actions 

Among  other  important  actions  at  its  February 
meeting  the  Board  of  Trustees: 

1.  Approved  the  application  of  H.  R.  Shields  of 
Portland  for  life  membership. 

2.  Voted  that  the  Board  of  Medical  Examiners 
be  requested  to  take  appropriate  action  against 
optometrists  who  may  appear  to  be  engaged  in 
activities  which  are  the  practice  of  medicine. 

3.  Voted  that  the  Board  of  Medical  Examiners  be 
requested  to  explore  all  areas  in  which  there  may  be 
violations  of  the  Medical  Practice  Act  by  others  as 
well  as  all  other  circumstances  under  which  such 
violations  may  appear  to  occur. 


UOMS  Alumni  Annual  Meeting  and  Sommer  Lectures 


Annual  meeting  of  the  University  of  Oregon 
Medical  School  Alumni  Association  combined  with 
the  Sommer  Memorial  Lectures  will  be  held  at  the 
Medical  School  Auditorium,  Portland,  April  24-26. 
Sommer  lecturers  are  Lord  Russell  Brain,  Bart., 
F.  R.  C.  P.,  London,  England;  C.  A.  Hallenback, 
M.  D.,  Rochester,  Minnesota;  and  Robert  W.  Wil- 
kins, M.  D.,  Boston,  Massachusetts.  Class  reunions 
and  annual  dance  will  be  at  the  Benson  Hotel, 
Thursday  evening,  April  25. 

PROGRAM 

WEDNESDAY,  APRIL  24 

9:45  Headache  Lord  Russell  Brain,  Bart., 

F.R.C.P.,  London 
Sommer  Memorial  Lecture 
10:35  Coffee  Break 

10:55  Changing  Aspects  of  Hirschsprung’s  Disease 
C.  A.  Hallenhack,  M.D.,  Rochester 
Sommer  Memorial  Lecture 


1:30  Pathogenesis  of  Essential  Hypertension 

Robert  W.  Wilkins,  M.D.,  Boston 
Sommer  Memorial  Lecture 
2:20  Hysterosalpingography  as  Treatment  for 

Infertility  Allan  Palmer,  M.D.  ’34, 

San  Francisco 

3:00  Coffee  Break 

3:20  Newer  Narcotic  and  Non-Narcotic  Analgesic 
Drugs  Norman  A.  David,  M.D.,  Portland 
4:00  Pediatric  Syndromes  Associated  with  Oral- 
Facial  Defects  Richard  W.  Olrnstead,  M.D., 

Portland 

THURSDAY,  APRIL  25 

9:00  The  Pathogenesis  of  Peptic  Ulceration 

C.  A.  Hallenhack,  M.D.,  Rochester 
Sommer  Memorial  Lecture 
9:50  The  Physiology  of  Peripheral  Arterial  Circu- 
lation Robert  W.  Wilkins,  M.D.,  Boston 
Sommer  Memorial  Lecture 
10:40  Coffee  Break 
11:00  The  Environment  and  the  Skin 

Raymond  R.  Suskind,  M.D.,  Portland 
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11:40  Annual  Business  Meeting 
1:30  Neurological  Complication  of  Neoplasm 

Lord  Russell  Brain,  Barf.,  F.R.C.P.,  London 
Sommer  Memorial  Lecture 
2:20  The  Ramifications  of  the  Heritable  Con- 
nective Tissue  Disorders  through  the  \ arious 
Disciplines  of  Medicine 

Sture  Johnson,  M.D.,  ’38,  Madison 
3:00  Coffee  Break 

3:20  The  Challenge  of  the  Massive  Burn 

Clare  Peterson,  3/.D.,  ’43,  Portland 
4:00  Tour  of  Research  Building 

EVENING 

Class  Reunions,  Annual  Dinner  Dance,  Benson  Hotel 
FRIDAY,  APRIL  26 

9:00  The  Physiology  of  Venous  Circulation 

Robert  W.  Wilkins,  M.D.,  Boston 
Somn^er  Memorial  Lecture 
9:50  Role  of  Active  Transport  in  Cell  Function 
John  T.  Van  Bruggen,  Ph.D.,  Portland 


10:20  Coffee  Break 

10:40  Prevention  of  Thrombo  Embolic  Disease 

Arthur  Seaman,  M.D.,  Portland 
11:10  Neurology  of  the  Cervical  Spine 

Lord  Russell  Brain,  Bart,  F.R.C.P.,  London 
Sommer  Memorial  Lecture 
1:30  Islet-cell  Tumors  of  the  Pancreas 

C.  A.  Hallenhack,  M.D.,  Rochester 
Sommer  Memorial  Lecture 
2:20  Colons  and  Semi-colons 

John  A.  Benson,  Jr.,  M.D.,  Portland 
3 : 00  Coffee  Break 
3:20  Symposium  on  Hypertension 

Howard  P.  Lewis,  M.D.,  ’30,  Portland, 

Moderator 

Lord  Russell  Brain,  Bart.,  F.R.'^.P. 

C.  A.  Hallenhack,  M.D. 
Robert  AV.  Wilkins,  M.D. 
Clarence  V.  Hodges,  M.D. 


Oregon  State  Medical  Society 

1963 


JUDICIAL  COMMISSION 

EXECUTIVE  COMMITTEE  OF  THE  BOARD  OF 
TRUSTEES 

Melvin  W.  Breese,  Chairman,  Portland 
Blair  J.  Henningsgaard,  Astoria 
Daniel  K.  Billmeyer,  Oregon  City 
Ernest  T.  Livingstone,  Portland  5 
James  H.  Seacat,  Salem 
Glenn  M.  Gordon,  Eugene 
Paul  A\’.  Sharp,  Klamath  Falls 

COMMITTEE  ON  ETHICS 

Glenn  M.  Gordon,  Chairman,  Eugene 
Melvin  W.  Breese,  Portland 
Daniel  K.  Billmeyer,  Oregon  City 
Blair  J.  Henningsgaard,  Astoria 

COMMITTEE  ON  NATIONAL  POLICY 

Max  H.  Parrott,  Clhairman,  Portland 
Blair  J.  Henningsgaard,  Astoria 
Ra\mond  M.  McKeown,  Coos  Bay 
R.  L.  Strickland,  Oregon  City 
Herman  A.  Dickel,  Portland 
Melvin  M’.  Breese,  Portland 

COMMITTEE  ON  PATIENT  PHYSICIAN 
RELATIONS 

Edward  A.  Lebold,  Chairman,  Salem 

Robert  W.  Patton,  \4ce-Chairman,  Portland 

Julius  H.  Hessel,  Eugene 

Earl  L.  Lawson,  Medford 

A\’.  R.  Weissert,  Pendleton 

Roger  D.  Stack,  Redmond 

John  M.  Campbell,  The  Dalles 

COMMITTEE  ON  PROFESSIONAL  CONSULTATION 

Or\ille  N.  Jones,  Chairman,  Portland 
P'.  J.  Kabeiseman,  Hillsboro 
George  B.  Long,  Portland 
J.  Oppie  McCall,  Jr.,  Portland 
Matthew  McKirdie,  Portland 
Theodore  M.  Bischoff,  Portland 
Robert  H.  Tinker,  Portland 


COMMITTEE  ON  PROFESSIONAL  WELFARE 

A\’.  W ells  Baum,  Chairman,  Salem 
Werner  E.  Zeller,  \’ice-Chairman,  Portland 
C.  Palmer  McKim,  Baker 
James  F.  Stupfel,  Portland 
Charles  D.  Wood,  Salem 

COMMITTEE  ON  PUBLIC  POLICY 

Clinton  S.  McGill,  Chairman,  Portland 
E.  E.  Rosenbaum,  \’iee-Chairman,  Portland 
Carl  R.  Kostol,  Baker 
Robert  B.  Litin,  Eugene 
Gerhard  W.  Tank,  Grants  Pass 
Neil  F.  Black,  Klamath  Falls 
John  T.  W’eisel,  Medford 
Roy  A.  Payne,  Milwaukie 
HeniA  H.  Dixon,  Jr.,  Portland 
Homer  H.  Harris,  Portland 
J.  Richard  Raines,  Portland 
T.  Glenn  Ten  Eyek,  Portland 
J.  Arch  Colbrunn,  Jr.,  Roseburg 
G.  Donald  Beardsley,  Salem 
Alfred  J.  Kreft,  Portland 
COMMITTEE  ON  REVISION  OF  BYLAWS 
W’illis  J.  Irvine,  Chairman,  Portland 
George  K.  Hemphill,  Eugene 
Weldon  T.  Ross,  McMinnville 

EDUCATION  COMMISSION 

COMMITTEE  ON  ANNUAL  SESSION 

Ernest  T.  Livingstone,  Ghairman,  Portland 
G.  Alan  Fisher,  Gresham 
Howard  P.  Lewis,  Portland 
Peter  DeW’itt,  Portland 
J.  Englebert  Dunphy,  Portland 
W’illis  J.  Irvine,  Portland 
Arthur  L.  Rogers,  Portland 
COMMITTEE  ON  MEDICAL  EDUCATION 
Herman  A.  Dickel,  Chairman,  Portland 
Harold  P.  O’Neill,  Albany 
Donald  M.  Brinton,  Eugene 
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Leonard  B.  Hanson,  McMinnville 
LeRoy  O.  Carlson,  Portland 
J.  Scott  Gardner,  Portland 
Huldrick  Kammer,  Portland 
Alvin  O.  Uhle,  Portland 
Ernest  P.  Greenwood,  Salem 
Merle  Pennington,  Sherwood 
COMMITTEE  ON  PUBLICATION 

Jon  V.  Straumfjord,  Chairman,  Astoria 
R.  Wayne  Esperson,  Klamath  Falls 
Franklin  J.  Underwood,  Portland 

PARAMEDICAL  COMMISSION 

COMMITTEE  ON  EMERGENCY  MEDICAL  SERVICE 

John  E.  Tysell,  Chairman,  Eugene 
Woodson  Bennett,  Vice-Chairman,  Salem 
Craig  B.  Leman,  Corvallis 
W.  H.  Lohr,  Lebanon 
John  M.  Hoffman,  McMinnville 
David  C.  Boals,  Medford 
Rodrick  L.  Johnson,  Portland 
Harold  D.  Paxton,  Portland 
COMMITTEE  ON  FEDERAL  MEDICAL  SERVICE 
G.  Prentiss  Lee,  Chairman,  Portland 
Russell  H.  Kaufman,  Vice-Chairman,  Portland 
Edwin  R.  Mack,  Albany 
Ralph  E.  Hibbs,  Medford 
Robert  A.  Driver,  Roseburg 
COMMITTEE  ON  HOSPITALS  AND  RELATED 
INSTITUTIONS 

John  O.  Branford,  Chairman,  Portland 
George  McGeary,  Bend 
William  I.  Holcomb,  Eugene 
G.  Alan  Fisher,  Gresham 
Louis  J.  Feves,  Pendleton 
Robert  M.  Heilman,  Portland 
Fred  C.  Shipps,  Portland 
Stuart  M.  Lancefield,  Salem 
JOINT  MEDICAL-LEGAL  COMMITTEE  TO  OREGON 
STATE  BAR  AND  OREGON  STATE  MEDICAL 
SOCIETY 

Ambrose  B.  Shields,  Chairman,  Portland 
N.  D.  Smith,  Beaverton 
James  C.  Luce,  Medford 

G.  B.  Haugen,  Portland 
A.  T.  King,  Salem 

LIAISON  COMMITTEE  TO  INSURANCE  INDUSTRY 

N.  D.  Wilson,  Chairman,  Portland 
J.  Allan  Henderson,  Hood  River 

H.  Lee  Harris,  Junction  City 
Norris  J.  Wilson,  Medford 
Rudolph  V.  Stevens,  Oregon  City 
Hugh  A.  Dowd,  Salem 

LIAISON  COMMITTEE  TO  OREGON  CHAPTER 
STUDENT  AMERICAN  MEDICAL  ASSOCIATION 

A.  O.  Pitman,  Sr.,  Chairman,  Hillsboro 
Dale  C.  Reynolds,  Portland 
Clifford  L.  Fearl,  Portland 
Scott  H.  Goodnight,  Portland 
Norman  A.  David,  Portland 
LIAISON  COMMITTEE  TO  OREGON  NURSES 
ASSOCIATION 

Ivan  I.  Langley,  Chairman,  Portland 
Leroy  Steinmann,  Astoria 
Donald  M.  Brinton,  Eugene 
Donald  Bauer,  Klamath  Falls 
Ralph  E.  Hibbs,  Medford 
Charles  H.  Sparks,  Portland 


LIAISON  COMMITTEE  TO  OREGON  STATE 
DENTAL  ASSOCIATION 

James  V.  Woodworth,  Chairman,  Portland 
J.  Richard  Raines,  Portland 
Harvey  W.  Baker,  Portland 
Byron  L.  Fortsch,  Portland 

COMMITTEE  ON  MILITARY  AFFAIRS 

Noel  B.  Rawls,  Chairman,  Astoria 
Douglass  S.  Johnson,  Coos  Bay 
John  E.  Stanwood,  Lebanon 
John  B.  Easton,  Pendleton 
John  S.  Giffin,  Philomath 
Melvin  M.  Reeves,  Portland 
Daniel  E.  Dilacoui,  Salem 

COMMITTEE  ON  PHARMACY  AND  DRUGS 

Norman  A.  David,  Chairman,  Portland 

R.  E.  Lahti,  Cottage  Grove 

Ernest  A.  Yeck,  Newport 

P.  Carlyle  Green,  Portland 

Leon  F.  Ray,  Portland 

Marvin  Schwartz,  Portland 

COMMITTEE  ON  PREPAID  MEDICINE 

Alfred  C.  Hutchinson,  Chairman,  Portland 

E.  Lew  Hurd,  Albany 

Merle  M.  Kurtz,  Portland 

William  D.  Holst,  Roseburg 

Richard  P.  Embick,  Salem 

COMMITTEE  ON  RURAL  HEALTH 

Joseph  D.  Van  Eaton,  Chairman,  Salem 

Oscar  K.  Williams,  Albany 

Herbert  E.  Mason,  Beaverton 

Charles  L.  Schroff,  Corvallis 

M.  T.  Merrill,  John  Day 

Jack  Moye,  D.V.M.,  Junction  City 

E.  R.  Gurney,  Myrtle  Point 

Sam  Pobanz,  Ontario 

Samuel  F.  Toevs,  Redmond 

Howard  Kaliher,  Tillamook 

COMMITTEE  ON  STATE  INDUSTRIAL  AFFAIRS 

Edward  K.  Kloos,  Chairman,  Portland 
Menzie  McKim,  Jr.,  Baker 
John  H.  Weare,  Burns 
Gene  T.  McCallum,  Corvallis 
George  C.  McCallum,  Eugene 
Arthur  M.  Compton,  Klamath  Falls 
Donald  D.  Smith,  Pendleton 
Lester  H.  Eisendorf,  Portland 
John  D.  Welch,  Portland 
William  E.  Snell,  Portland 
John  W.  Loomis,  Portland 
Richard  J.  Hopkins,  Portland 

MEDICAL  ADVISORY  COMMITTEE  TO  THE  STATE 
INDUSTRIAL  ACCIDENT  COMMISSION 

Richard  H.  Upjohn,  Chairman,  Salem 

Ralph  M.  Wade,  Albany 

Don  Fox,  Eugene 

Bruce  N.  Kveruland,  Portland 

Lawrence  R.  Langston,  Portland 

ADVISORY  COMMITTEE  TO  WOMAN'S 
AUXILIARY 

Melvin  W.  Breese,  Chairman,  Portland 
Blair  J.  Henningsgaard,  Astoria 
Daniel  K.  Billmeyer,  Oregon  City 
Ernest  T.  Livingstone,  Portland 
James  H.  Seacat,  Salem 
Glenn  M.  Gordon,  Eugene 
Paul  W.  Sharp,  Klamath  Falls 
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REPRESENTATIVE  ON  THE  ADVISORY 
COMMITTEE  TO  THE  OREGON  NURSING  HOME 
ACCREDITATION  PROGRAM 

G.  Alan  Fisher,  Gresham 

PUBLIC  HEALTH  COMMISSION 

COMMITTEE  ON  AGING 

Edward  E.  Rosenbaum,  Chairman,  Portland 

Kurt  W.  Aumann,  \’ice-Chairman,  Corvallis 

Ralph  Christenson,  Eugene 

Louis  J.  Feves,  Pendleton 

Gordon  C.  Edwards,  Portland 

Arthur  C.  Jones,  Portland 

\\’arren  E.  Nielsen,  Portland 

COMMITTEE  ON  CANCER 

Haiwey  W.  Baker,  Chainnan,  Portland 
W'illiam  J.  Pyrch,  Oregon  Cit>- 
Mitchell  Heinemann,  Portland 
Ernest  H.  Price,  Portland 
Don  E.  Woodard,  Salem 

COMMITTEE  ON  CENTRAL  BLOOD  BANKS 

Bernard  Pirofsky,  Chairman,  Portland 
Frank  L.  \ rtiska,  Corvallis 
Keith  D.  McMilan,  Eugene 
George  R.  Nicholson,  Klamath  Falls 
Thomas  Rutter,  Medford 
David  K.  Taylor,  Portland 
Marsh  O.  Perkins,  Salem 

COMMITTEE  ON  CHARITABLE  MEDICAL  CARE 

Stanley  A.  Boyd,  Chairman,  Portland 
C.  J.  Rademacher,  Bend 
R.  K.  Hoover,  Eugene 
Calvin  Hunt,  Klamath  Falls 
Alfred  C.  Hutchinson,  Portland 
Clinton  S.  McGill,  Portland 
Edward  E.  Rosenbaum,  Portland 
Louis  F.  Michalek,  Roseburg 
\'em  W.  Miller,  Salem 
James  H.  Stewart,  Hillsboro 

COMMITTEE  ON  CHILD  HEALTH 

Edgar  M.  Rector,  Chairman,  Portland 

Henry  H.  Dixon,  Jr.,  Vice-Chairman,  Portland 

E.  A.  Moody,  Bend 

Milton  J.  Johnson,  Hermiston 

John  F.  Abele,  Portland 

Carl  G.  Ashley,  Portland 

\y.  Robert  Day,  Portland 

Maynard  C.  Shiffer,  Salem 

Richard  E.  Turner,  Springfield 

COMMITTEE  ON  CONSERVATION  OF  HEARING 

Paul  B.  Myers,  Chairman,  Portland 

Harvey  \\’.  Kring,  Vice-Chairman,  Roseburg 

Jack  S.  Ingram,  Xledford 

George  E.  Chamberlain,  Portland 

David  D.  DeWeese,  Portland 

Douglas  Q.  Thompson,  Salem 

COMMITTEE  ON  CONSERVATION  OF  VISION 

Richard  E.  Markley,  Chairman,  Portland 
Donald  W.  McDaniel,  \^ice-Chairman, 

The  Dalles 

Robert  Pollock,  Baker 
Robert  E.  Cowger,  Beaverton 
John  W.  Unruh,  Roseburg 
Paul  R.  Thornfeldt,  Portland 
Thomas  E.  Talbot,  Portland 
Sidney  C.  Stenerodden,  Salem 


COMMITTEE  ON  CRIPPLING  DISEASES  AND 
DEFECTS 

H.  Lenox  H.  Dick,  Chairman,  Portland 
Bert  J.  Hoeflich,  \'ice-Chairman,  Eugene 
M’ilbur  L.  E.  Larson,  Portland 
London  H.  Smith,  Portland 

COMMITTEE  ON  DIABETES 

Robert  L.  Hare,  Chairman,  Portland 
William  M.  Burget,  Astoria 
Charles  E.  Cottel,  Coos  Bay 
William  Richey  Miller,  Eugene 
Warren  B.  Thompson,  Hood  River 
Oscar  T.  Heyerman,  Medford 
John  \y.  Partridge,  Portland 
Robert  \^^  Schneider,  Salem 

COMMITTEE  ON  HEART  DISEASE 

Earl  D.  DuBoise,  Chairman,  Portland 
Thomas  A.  McKenzie,  \'ice-Chairman,  Eugene 
Thomas  E.  Morris,  Jr.,  Bend 

F.  A.  Bower,  Florence 
Martin  L.  \'orheis,  Medford 
Jules  F.  Bittner,  Pendleton 
John  W.  Bussman,  Portland 
Charles  W.  Coffen,  Portland 
Herbert  E.  Griswold,  Portland 
Roger  H.  Keane,  Portland 

COMMITTEE  ON  INDUSTRIAL  HEALTH 

John  D.  Welch,  Chairman,  Portland 
Roger  M.  Flanagan,  Coos  Bay 
W.  J.  McHolick,  Eugene 
Mark  S.  Kochevar,  Klamath  Falls 
Elliott  L.  Harlow,  Medford 
Roy  E.  Cochran,  Oregon  City 
Allen  L.  Mundal,  Portland 
W.  J.  Sittner,  Portland 
Ralph  R.  Sullivan,  Portland 
Irvin  G.  \^oth,  Portland 
Douglas  Q.  Thompson,  Salem 
N.  D.  Smith,  Beaverton 

COMMITTEE  ON  MATERNAL  WELFARE 

David  W.  Moore,  Chairman,  Portland 

G.  DeW'oody  Massey,  \’ice-Chairman, 

Klamath  Falls 

Emmett  E.  Woodward,  Eugene 
J.  R.  Watson,  Medford 
Gordon  W.  McGowan,  Pendleton 
Carl  G.  Ashley,  Portland 
Ralph  C.  Benson,  Portland 
James  H.  Harris,  Roseburg 

COMMITTEE  ON  TRAFFIC  SAFETY 

Allyn  M.  Price,  Chairman,  Estacada 
W'illiam  D.  Guyer,  Bend 
David  A.  Morris,  Cottage  Grove 
D.  Frank  Benson,  Eugene 
Norman  A.  Janzer,  Portland 
Henry  J.  Kellogg,  Portland 
Rudolph  M.  Crommelin,  Portland 
Lewis  W.  Jordan,  Portland 
Ralph  R.  Sullivan,  Portland 

COMMITTEE  ON  TUBERCULOSIS 

Donald  E.  Olson,  Chairman,  Portland 

John  R.  Christopher,  \'ice-Chairman,  Salem 

R.  F.  Meincke,  North  Bend 

L.  A.  White,  Eugene 

Robert  L.  Hawley,  Grants  Pass 

Earl  L.  Lawson,  Medford 

J.  Karl  Poppe,  Portland 
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COMMITTEE  ON  VENEREAL  DISEASE 

Gerald  W.  Schweibinger,  Chairman,  Portland 
George  R.  Hoffman,  Vice-Chairman,  Salem 
F.  A.  J.  Kingery,  Portland 
John  Donnelly,  Portland 
William  R.  Post,  Springfield 
, ADVISORY  COMMITTEE  ON  LABORATORY 
: STANDARDS  TO  THE  OREGON  STATE  BOARD  OF 

I HEALTH 

H.  H.  Foskett,  Chairman,  Portland 
M.  M.  Patton,  Eugene 
Mrs.  Florence  P.  Bolton,  Medford 
Fred  R.  Otten,  La  Grande  (deceased) 

REPRESENTATIVE  ON  ADVISORY  COUNCIL  TO 
STATE  JOINT  STAFF  COMMITTEE  OF  OREGON 
STATE  BOARD  OF  HEALTH,  OREGON  STATE 
DEPARTMENT  OF  EDUCATION  AND  OREGON 
STATE  SYSTEM  OF  HIGHER  EDUCATION 
John  F.  Abele,  Portland 
REPRESENTATIVE  OF  BOARD  OF  TRUSTEES  OF 
OREGON  TUBERCULOSIS  AND  HEALTH 
ASSOCIATION 

J.  Karl  Poppe,  Portland 

REPRESENTATIVE  ON  GOVERNOR'S  ADVISORY 
COMMITTEE  TO  OREGON  MENTAL  HEALTH 
AUTHORITY 

Herman  A.  Dickel,  Portland 

REPRESENTATIVE  ON  GOVERNOR'S  COMMITTEE 
ON  CHILDREN  AND  YOUTH 

Maynard  C.  Shiffer,  Salem 

REPRESENTATIVE  ON  GOVERNOR'S  COMMITTEE 
ON  HOME  SAFETY 

H.  F.  Fitch,  Portland 


PUBLIC  RELATIONS  COMMISSION 

COMMITTEE  ON  OREGON  MEDICAL  HISTORY 

E.  G.  Chuinard,  Chairman,  Portland 
Richard  C.  Robinson,  Bend 
A.  O.  Pitman,  Sr.,  Hillsboro 
George  A.  Massey,  Klamath  Falls 
John  T.  Brandenberg,  Medford 
Edward  H.  McLean,  Oregon  City 
Harry  C.  Blair,  Portland 
Jessie  Laird  Brodie,  New  York 
Olof  Larsell,  Ph.D.,  Portland 
Lyle  B.  Kingery,  Portland 
Franz  R.  Stenzel,  Portland 
Ivan  M.  Woolley,  Portland 
Thomas  E.  Griffith,  The  Dalles 

COMMITTEE  ON  PUBLIC  RELATIONS 

Verner  V.  Lindgren,  Chairman,  Portland 

A.  J.  Kerbel,  Astoria 

Lee  Thompson,  Beaverton 

Charles  B.  Hinds,  Jr.,  Bend 

Charles  L.  Schroff,  Corvallis 

John  R.  Boe,  Grants  Pass 

J.  Allan  Henderson,  Hood  River 

Mark  S.  Kochevar,  Klamath  Falls 

Robert  W.  Bruechert,  Oregon  City 

Carl  W.  Calhoun,  Pendleton 

Donald  M.  Jeppesen,  Roseburg 

J.  I.  Moreland,  Salem 

Richard  E.  Turner,  Springfield 

Dorin  S.  Daniels,  Vale 


THE 

lovejoy  RehaBilitation  hospital 

(Physician  Referrals  Only) 


The  latest  rehabilitation  hospital 
in  the  Northwest  for  complete 
physical,  occupational  and 
speech  therapy 

REGISTERED  BY 

AMERICAN  HOSPITAL  ASSOCIATION 

MEMBER  OF  NATIONAL  REHABILITATION 
ASSOCIATION 

52  Beds 

Complete  In  and  Out-Patient  Service 


933  N.W.  25th  Ave.  Portland  10,  Ore.  CA  6-4946 

BROCHURE  ON  REQUEST 


Leona  Mendelson,  R.N. 
Mr.  Albert  A.  Mendelson 
Owners 


ULTRA  SOUND  and 
RADIANT  HEAT  TREATMENT 


PARALLEL  BARS 


SHOULDER 

WHEEL 


REHABILITATION  ROOM 

PROFESSIONAL  THERAPY 
FOR  CERVICAL  TRACTION 

PARAFFINE  BATH 
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WASHINGTON 


Washington  State  Medical  Association — 1309  seventh  avenue,  Seattle  i, Washington 

PRESIDENT  Dean  K.  Crystal,  M.D.,  Seattle 

SECRETARY  WUbut  E.  Watson,  M.D.,  Seattle 

EXECUTIVE  SECRETARY  Mr.  R.  W.  Neill,  Seattle 
annual  meeting  September  15-18,  1963,  Seattle 


North  Pacific  Society  of  Neurology  and  Psychiatry 

A psychologist,  James  W McConnell,  Ph.D.,  has 
been  invited  as  one  of  the  guest  speakers  at  meeting 
of  North  Pacifie  Society  of  Neurology  and  Psychiatry, 
at  the  Benjamin  Franklin  Hotel,  Seattle,  April  4-6. 
He  is  from  the  Planaria  Research  Group,  Department 
of  Psycholog}',  Universit}-  of  Michigan.  Also  to  give 
addresses  at  the  meeting  will  be  Stephen  Fleek,  As- 
soeiate  Professor,  Department  of  Psychiatry,  Yale 
University,  and  K.A.C.  Elliott,  Ph.D.,  of  the  Montreal 
Neurological  Institute. 

PROGRAM 

THURSDAY,  APRIL  4 
Joint  session 

1:00  Cannibalism  and  chemicals;  memory  transfer 
agents  in  flat  worms.— James  \k  McConnell, 
Ph.D. 

Psychiatric  session 

2:00  Familv  Dvnamics  in  Schizophrenia— S.  Fleck, 
M.D.’ 

2:30  Transactional  Analysis— R.  L.  Goulding,  M.D. 

3:00  Parents  whose  Children  have  Repeatedly  In- 
gested Poison— R.  Sobel,  M.D.  and  J.  A.  Mar- 
golis,  M.D. 

3:20  Responses  to  Head  Pain  and  Suggestion  of 
Head  Pain— D.  L.  Dudlev,  B.S.,  T.  H.  Holmes, 
M.D.,  M.  Masuda,  Ph.D.,  C.  J.  Martin,  M.D., 
and  H.  S.  Ripley,  M.D. 

3:40  Analysis  of  a Post-hospital  Therapy  Group— 
M.  Scher,  M.D.,  and  M.  H.  Johnson,  M.D. 

4:00  Peptic  LTcers  in  Children— T.  P.  Millar,  M.D. 

4:20  Maternity  Syndrome;  Review  of  the  Litera- 
ture 

Etiologv  and  Treatment— J.  M'.  Boudwin, 
M.D. 

Current  Research  Foci— L.  Larsen, 
M.D. 

Neurology-Neurosurgery  Section 

2:00  The  Re-operated  Back— M'.  Klemperer,  M.D. 
and  J.  Stewart,  M.D. 


2:30  Twist  Drill  Diagnosis  of  Acute  Epidural  Hem- 
atoma—B.  O.  Rand,  M.D. 

3:30  Waking  EEG  Pattern  in  Unresponsive  Decere- 
brate State  Following  Brainstem  Infarct— G. 
I.  Chatrian,  M.D.,  L.  E.  White,  M.D.,  and 
Cheng-Mei  Shaw,  M.D. 

4:00  Palliative  Treatment  of  Inoperable  Intracran- 
ial Neoplasms  with  Steroids— G.  A.  Ojemann, 
M.D. 

4:30  Unusual  Incidence  of  Arhinencephaly— L.  E. 
White,  M.D.,  E.  C.  Alvord,  M.D.,  G.  M. 
Shaw,  M.D.,  and  R.  N.  Hayden,  M.D. 

FRIDAY,  APRIL  5 
Psychiatric  Section 

8:40  Psvchologv  of  Drivers  in  Traffic  Accidents— 
S.'E.  Harris,  M.D. 

9:00  Diagnosis  of  Males  with  Klinefelter’s  S\n- 
drome— H.  C.  Thuline,  M.D. 

9:20  Psvchiatric  Implications  with  \’asectomy— 
W.  E.  Puddy,  M.D. 

N eurology-N eurosurgery  Section 
9:00  Christmas  Disease— M.  Malden,  M.D. 

Joint  Session 

10:00  A Tape  Recorder  Theory  of  Learning— J. 
McConnell,  Ph.D. 

11:00  Biochemical  Background  of  Convulsions, 
Coma,  and  Some  Neurologie  Disorders— K. 
A.  C.  Elliott,  Ph.D. 

SATURDAY,  APRIL  6 
Psychiatric  Section 

8:40  Selection  and  Training  of  Psychiatric  Aides— 
R.  L.  Honk  and  N.  F.  Thomas,  M.A. 

9:00  Relationship  between  Loss  of  Love  Objects 
and  Suicide  Reactions— T.  L.  Dorpat,  M.D. 
9:20  Advances  in  Psychoanalytic  Therapy— G. 
Heilbrunn,  M.D. 

N eurology-N  eurosurgery  Section 
9:00  Brain  Scanning  with  Radioactive  Mercury— G. 
LaZerte,  M.D. 

9:30  Selection  of  Surgerv  for  Cervical  Disc  Disease 
-W.  Kelly,  M.D.  ' 

Joint  Session 

10:1.5  Genetic  Factors  Affecting  Behavior  in  Neuro- 
psychiatric Disease— A.  Motulsky,  M.D. 

11:00  Modes  of  Action  of  Drugs  that  Affect  Nervous 
Activity— K.  A.  C.  Elliott,  Ph.D. 
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Spokane  Surgicial  Society 

Annual  meeting  of  the  Spokane  Surgical  Society 
will  be  held  at  the  Davenport  Hotel,  Spokane,  Sat- 
urday, April  6.  Guest  speakers  will  be  Egbert  H.  Fell, 
Professor  of  Surgery,  University  of  Chicago  School  of 
Medicine;  G.  Leslie  Willox,  Clinical  Professor  of 
Surgery,  University  of  Alberta  Faculty  of  Medicine; 
James  R.  Cantrell,  Professor  of  Surgery,  University 
of  Washington  School  of  Medicine;  and  Matthew  W. 
McKirdie,  Clinical  Associate  Professor  of  Surgery, 
University  of  Oregon  Medical  School. 

PROGRAM 

7;30  Breakfast.  Panel  discussion.  Intestinal  obstruc- 
tion. 

Moderator,  Carl  P.  Schlicke,  M.D. 
Participants,  Egbert  H.  Fell,  M.U., 
Matthew  McKirdie,  M.D.,  James  R.  Can- 
trell, M.D.,  Milton  W.  Durham,  M.D. 
9:. 50  Pedicle  Flap  for  Recurrent,  Combined  in- 
ginnal-femoral  Hernia.— Richard  E.  Orr,  M.D. 
10:10  Carotid  Body  Resection  for  A.sthma.— Gilbert 
Schneider,  M.D. 

10:30  Acute  Arterial  Injuries.— Richard  E.  Ahlqnist, 
Jr.,  M.D. 

10:50  Panel  discussion.  Jaundice. 

Moderator,  Everett  B.  Coulter,  M.D. 
Participants,  G.  Leslie  Willox,  M.D., 
James  R.  Cantrell,  M.D.,  Robert  P. 
Parker,  M.D. 

12:00  Luncheon.  Surgical  Care  of  Acquired  Heart 
Disease.— Egbert  H.  Fell,  M.D. 

1:45  Panel  Discussion,  Retrospectroscope— If  1 Had 
a Second  Chance. 

Moderator,  Robert  F.  Welty,  M.D. 
Participants,  G.  Leslie  Willox,  M.D., 
Matthew  McKirdie,  M.D.,  and  others. 
3:00  Injuries  to  the  Eye.— Charles  I.  Gates,  M.D. 
3:20  Anterior  Spinal  Fusion.— Robert  P.  Shanewise, 
M.D. 

3:40  Experimental  Studies  on  Surgical  Masks.— 
Peter  Grabicki,  M.D. 

4:00  Pelvic  Masquerading  Disease-Endometriosis. 

— W.  Harvey  Frazier,  M.D. 

4:20  Coronary  Artery  Abnormalities.— Egbert  H. 
Fell,  A4.D. 

7:30  Dinner.  A Surgeon’s  Experience  in  Russia.— 
G.  Leslie  Willox,  M.D. 

Pediatric  electrocardiography  course  at  UW 

A two  day  course  in  pediatric  electrocardiography 
will  be  given  in  room  NN  203,  University  Hospital, 
University  of  Washington  School  of  Medicine,  Seat- 
tle, April  24-25.  Guest  speaker  will  be  Madison  S. 
Spach,  Division  of  Pediatric  Cardiology,  Duke  Uni- 
versity School  of  Medicine.  Faculty  members  from 
the  University  of  Washington  will  be  W.  G.  Gunther- 


oth,  David  Baum,  W.  E.  Merritt,  B.  C.  Morgan, 
and  Allen  Scher  (Ph.D.). 

The  course  will  approach  the  conventional  12 
lead  electriccardiogram  by  vector  analysis  rather 
than  b\-  pattern  memorization.  Actual  vector  loojis 
will  be  used  to  demonstrate  the  method,  but  ('inpha- 
sis  will  be  on  the  conventional  scalar  leads  in  normal 
children  and  with  heart  diseases. 

Southwest  Washington  AGP 

The  Southwest  Washington  Academy  of  General 
Practice  held  its  regular  quarterly  dinner  meeting  on 
Tuesday  evening,  January  22nd  at  the  Longview 
Country  Chib. 

Following  dinner  and  social  hour  those  present 
listened  to  Edward  Davis,  neurosurgeon  of  Portland, 
discuss  Head  Injuries. 

Attendance  at  the  meeting  was  the  largest  in  a 
number  of  years,  as  forty-four  members  and  guests 
were  present  for  the  evening’s  meeting. 

Two  leave  UW  faculty 

Recognition  has  been  given  two  members  of  the 
faculty  of  the  University  of  Washington  School  of 
Medicine,  in  appointments  to  responsible  positions 
elsewhere. 

Fred  Plum,  professor  of  neurology  at  UWSM  since 
19.53,  goes  to  Cornell  University  Medical  College, 
New  York,  where  he  will  assume  the  chair  vacated 
by  death  of  Harold  G.  Wolff.  He  will  be  the  Anne 
Parish  Titzell  Professor  of  Neurology  in  Medicine, 
and  Neurologist-in-Chief  of  the  New  York  Hospital. 
Dr.  Plum  returns  to  his  medical  alma  mater  and  to  the 
hospital  where  he  received  much  of  his  early  training. 
He  leaves  Seattle  at  conclusion  of  the  current  school 
year. 

Robert  Aldrich,  chairman  of  the  Department  of 
Pediatrics,  has  resigned  this  position  but  retains  pro- 
fessorship on  leave  status  to  become  director  of  a 
newly  created  expansion  of  the  U.  S.  Public  Health 
Service.  He  will  head  the  National  Institute  of  Child 
Health  and  Human  Development,  devoted  to  re- 
search in  health  status,  needs  and  problems  of  people 
in  various  stages  of  development.  Dr.  Aldrich,  who 
came  to  Seattle  from  the  University  of  Oregon  in 
19.56,  assumed  his  new  duties  March  1. 

Radiologist  reports  from  Algeria 

Richard  Kegel,  radiologist  of  Aberdeen,  Washing- 
ton, wrote  from  Algiers,  “The  work  is  fascinating.  I 
am  quite  content  with  what  we  are  doing  even 
though  it  be  a spoonful  in  a sea  of  misery.” 

Dr.  Kegel  was  a member  of  a team  of  American 
physicians  who  flew  to  Algeria,  January  28,  for  one 
month  to  operate  clinics,  attend  patients,  and  teach 
medical  students.  Algiers,  a city  of  400,000,  has  been 
without  physicians  since  Algerian  independence  was 
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won  in  1961.  American  physicians  have  been  serving 
voluntary  monthly  stints  there  since  July,  1962. 

Of  the  hospital  at  which  he  ser\ed,  Dr.  Kegel 
wTote,  “We’re  freezing  cold  . . . stone  walls  allo\\'  for 
little  heat  . . . we  work  in  sweaters  and  overcoats. 
Puny  radiators  give  off  a little  heat  when  sat  on. 
Patients  have  no  gowns  or  sheets,  just  a blanket  and 
mattress  cover.” 

Major  health  problems  in  Algeria  are  tuberculosis 
and  pediatric  conditions.  Nine  hundred  of  the  1300 
beds  in  the  Algerian  hospital  are  for  tuberculosis  pa- 
tients. Many  of  the  children  in  the  hospital.  Dr.  Kegel 


reports,  were  abandoned  during  the  war. 

Arrangements  for  the  medical  teams  are  made  by 
MEDICO,  a branch  of  CARE,  and  funds  are  provid- 
ed by  the  U.S.  State  Department  as  part  of  the  for- 
eign aid  program  for  .\lgeria.  The  physicians  serve 
without  compensation  other  than  their  travel  fare 
and  a modest  expense  allowance.  Thousands  of  dol- 
lars worth  of  drugs  and  medical  supplies  for  the  work 
are  contributed  by  American  pharmaceutical  firms. 

Dr.  Kegel  returned  to  his  duties  at  St.  Joseph  and 
Grays  Harbor  Communitx-  Hospitals  in  .\berdeen 
early  in  March. 


baby  the 
infant's  skin 
with 


P A N T H O D E R IVI  CREAM 


relieves  itch  and  pain  • promotes  healing  • 
guards  against  irritation  and  chafing 


in  2 oz.  and  1 lb. 
1 02.  tubes. 


IN 

DIAPER  RASH 
EXCORIATED  BUTTOCKS 
CHAFING.  HEAT  RASH 
INTERTRIGO 
ITCHING 


Remarkably  effective  . . . 
often  when  other  therapy  fails  . . . 
Panthoderm  Cream  treats  the  infant’s 
with  "tender,  loving  care." 

[nically  it  has  shown  evidence  of 
lizing  stimulation  ...  an 
antipruritic  effect ...  an  antibacterial 
effect  ...  in  a variety  of  dermatoses" 
such  as  external  ulcers,  burns, 
wounds,  pruritus  vulvae,  a variety  of 
dermatoses.  Minimum  risk  of 
sensitization. 

Dainty  as  a fine  cosmetic,  Panthoderm 
Cream  is  clean,  snow-white, 
non-staining,  water-miscible. 


U.S. vitamin  corporation  ° pharmaceuticals 

Arlington-Funk  Laboratories,  division  • 250  East  43rd  Street.  New  York  17.  N.  Y. 
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Last  night,  patients  all  over  America 
had  a good  night’s  sleep  with  Doriden 


Since  1955,  nearly  one  billion  Doriden 
tablets  have  been  used  in  the  United  States 


From  this  vast  clinical  experience,  two  facts  about  Doriden  have  emerged:  (1)  Almost  all 
patients  get  a good  night’s  sleep  with  Doriden;  (2)  Doriden  can  be  prescribed  with  a high 
degree  of  safety  for  many  types  of  patients. 

Doriden  also  has  these  specific  advantages  over  the  barbiturates:  Doriden  rarely  causes 
pre-excitation;  onset  of  action  is  rapid,  smooth.  Doriden  is  metabolized  quickly,  thus  rarely 
produces  morning  “hangover.”  Doriden  is  not  contraindicated  in  the  presence  of  liver  and 
kidney  disorders.  Doriden  is  well  tolerated  by  elderly  patients  and  those  debilitated  by  ill- 
ness. Doriden  rarely,  if  ever,  causes  respiratory  depression. 


SUPPLIED:  Tablets,  0.5  Gm.  (white,  scored),  0.25  Gm.  (white,  scored)  and  0.125  Gm.  (white). 
Capsules,  0.5  Gm.  (blue  and  white). 

As  with  any  sedative,  care  should  be  taken  to  avoid  excessive  dosage.  For  complete  information 
about  Doriden  (including  dosage,  cautions,  and  side  effects),  see  current  Physicians’  Desk  Refer- 
ence or  write  CIBA,  Summit,  New  Jersey.  2/3056MB*l 


CIBA 


Doricden' 

(glutethimids  CIBA) 
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Investors  who  believe:  PEOPLE  are  the  real  competitive  difference  in  the 
investment  securities  business  / CONFIDENCE  in  the  man  who  consults  with  you  must  be 
justified  by  his  ability,  training  and  complete  identification  with  your  best  interests 
/ A TEAM  OF  EXPERTS  in  stock  exchange  transactions,  underwriting,  portfolio  analysis, 
trading,  municipal  bonds,  and  mutual  funds  should  back  up  the  man  who  serves  you. 
/ THE  BEST  SERVICE  a securities  firm  can  provide  is  its  readiness  to  make  a substantial 
investment  in  research  to  guide  its  thinking  / THOROUGH  ANALYSIS,  experienced 
judgment  and  alertness— not  "tips”  "hot  stocks”  or  wild  speculations— are  the  only  valid 
criteria  in  the  selection  of  securities  / INVESTMENT  OPPORTUNITIES  in  new  issues 

I 

should  be  offered  only  after  careful  checking  of  company  finances,  management  and 
future  prospects.  And  this  job  demands  an  experienced  underwriter  of  securities 
/ THERE’S  NO  TIME  LIKE  THE  PRESENT  TO  INVEST!  A look  at  the  market’s  record 
over  the  past  65  years  underscores  the  rewards  of  following  a systematic  investing 
program,  regardless  of  when  you  start.  Have  you  started  yours? 

Dean  Witter  Sc  Co. 

Members  New  York  Stock  Exchange  • Pacific  Coast  Stock  Exchange 

1603  Hewitt,  Everett— AL  9-3156 
440  Washington  Building,  Seattle— MA  4-6800 
944  Pacific  Ave.,  Tacoma— FU  3-4535 
220  Equitable  Bldg.,  Portland— CA  6-6571 
935  Lloyd  Center,  Portland— AT  2-7211 

50  OFFICES  SERVING  INVESTORS 
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the  best  of  everything  most 
coughers  need... 

^Dimetane  Expectorant 
DiihetaneExpectorant-DC 

Each  5 cc.  teaspoonful  contains:  An  excellent  antihistamine,  Dimetane®  (bromphen- 
iramine maleate),  2.0  mg.;  one  of  the  most  efficient  expectorants,  Glyceryl  Guaiaco- 
late,  100.0  mg.;  two  outstanding  decongestants.  Phenylephrine  HCl,  5.0  mg./Phenyl- 
propanolamine  HCl,  5.0  mg.  And  when  additional  cough  suppressant  action  is 
needed,  Dimetane  Expectorant-DC  provides  Codeine  Phosphate,  10  mg. 

A.  H.  ROBINS  COMPANY,  INC.,  RICHMOND,  VIRGINIA 


IDAHO 


Idaho  State  Medical  Association — 364  sonna  building,  Boise,  Idaho 

PRESIDENT  Manley  Shaw,  M.D.,  Boise 

SECRETARY  A.  Cuftis  Jones,  M D.,  Boise 

EXECUTIVE  SECRETARY  Mr.  A.  L.  Bird,  Boise 

annual  meeting  June  26-29,  1963,  Sun  'Valley 


Robins  returns 


C.  A.  Robins,  Lewiston,  is  again  conducting  the 
Legislative  Dispensary  sponsored  as  a public  relations 
project  for  members  of  the  37th  Idaho  Legislature 
by  the  Idaho  State  Medical  Association. 

For  the  third  consecutive  session.  Dr.  Robins, 
formerly  of  St.  Maries,  who  served  in  the  Idaho 
Legislature  as  Benewah  County  Senator  from  1938 
to  1944,  and  Governor  of  Idaho  from  1946-52,  has 
the  interesting  job  of  keeping  44  Senators,  63  mem- 
bers of  the  House  of  Representatives,  and  100  at- 
taches “on  the  job”  in  the  Statehouse  during  the 
60-day  session. 

Statistics  revealed  that  so  far  Dr.  Robins  has  had 
140  office  calls,  treating  80  persons  representing  40  of 
the  state’s  44  counties. 

Officers  and  Councilors  meet 

The  first  meeting  of  the  Association  Officers  and 
Councilors  for  this  year  was  held  in  offices  of  the 
Association  in  Boise  on  February'  1-2,  with  Presi- 
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Meeting  Dates 

1963  71st  Annual  Meeting  June  26-29  Sun  Valley 

1964  72nd  Annual  Meeting  June  17-20  Sun  Valley 

196.5  73rd  Annual  Meeting  June  23-26  Sun  \^illey 

1966  74th  Annual  Meeting  July  6-  9 Sun  Valley 

1967  7.5th  Annual  Meeting  June  28-July  1 

Sun  Valley 

1968  76th  Annual  Meeting  June  26-29  Sun  Valley 

1969  77th  Annual  Meeting  June  25-28  Sun  V^alley 

1970  78th  Annual  Meeting  July  1-  4 Sun  Valley- 


dent  Manley  B.  Shaw,  Boise,  presiding.  Attending 
the  session  were  President-Elect  Paul  B.  Heuston, 
Twin  Falls;  Secretary-Treasurer  A.  Curtis  Jones, 
Boise;  Councilor  Wallace  H.  Pierce,  Lewiston;  M’il- 
liam  B.  Jewell,  Emmett;  James  R.  Kircher,  Burley; 
Corwin  E.  Groom,  Pocatello;  A.M.A.  Alternate 
Delegate  Donald  K.  W’orden,  Lewiston.  Unable  to 
attend  were  Immediate  Past-President  Robert  E. 
Staley,  Kellogg,  and  A.M.A.  Delegate  Alexander 
Bai'clay,  Coeur  d’Alene. 

Many  important  matters  were  considered  during 
the  two-day  session,  including  a review  of  the  pro- 
posed legislation;  the  membership  survey;  a report 
concerning  Idahoans  for  Good  Government;  the 
scientific  program  for  the  1963  annual  meeting  of 
the  association;  a progress  report  on  the  South  Idaho 
Medical  Service  Bureau,  Inc.;  the  Kerr-Mills  program 
as  being  administered  by  the  State  Department  of 
Public  Assistance;  a report  from  the  Western  Inter- 
state Commission  for  Higher  Education  and  bi- 
ennium appropriation,  and  coming  medical  school 
survey  of  the  four  states  of  Montana,  Wyoming, 
Nevada  and  Idaho  through  the  WICHE  program; 
the  annual  audit,  and  many  other  matters. 

Three  Idaho  physicians  have  accepted  appoint- 
ments by  the  American  Medical  Association  to  im- 
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portant  activities  for  the  coming  year.  Keceiving 
recognition  are; 

Alfred  M.  Popma,  Boise,  re-appointed  as  a member 
! of  the  A.M.A.  Committee  on  Voluntary  Health 
i Agencies. 

Quentin  W.  Mack,  Boise,  re-appointed  as  a mem- 
I her  of  the  A.M.A.  Committee  on  Medical  Rating 
i of  Physical  Impairment. 

Maurice  M.  Burkholder,  Boise,  appointed  as  a 
member  of  the  A.M.A.  Council  on  Mental  Health. 

Vascular  disease  symposium  at  Pocatello 

The  Pocatello  Chapter  of  the  American  Academy 
of  General  Practice  will  conduct  a Symposium  on 
Peripheral-Vascular  Disease  at  the  Bannock  Hotel, 

I 8:00  a.m.,  Saturday,  March  16.  The  program,  ar- 
ranged by  Arch  T.  Wigle,  Pocatello,  acceptable  for 
four  hours  of  category  one  credit,  will  have  the 
following  as  guest  speakers; 

D.  E.  Strandess,  Jr.,  Seattle,  Clinical  Investigator, 
Veterans  Administration  Hospital. 

Leon  A.  Phillips,  Seattle,  Radiologist-in-Chief, 
King  County  Hospital,  Assistant  Professor,  Depart- 
ment of  Radiology,  University  of  Washington  Medical 
School. 

W.  K.  Fitzpatrick,  Jr.,  Salt  Lake  City,  Chief,  Surgi- 
cal Service,  Veterans  Administration  Hospital. 

Postgraduate  meeting  at  McCall 

The  Southwestern  Idaho  District  Medical  Society 
and  the  local  chapter  of  the  Academy  of  General 
Practice  will  hold  a two-day  winter  meeting  at  Mc- 
Call, March  16-17,  Samuel  C.  Taylor,  Nampa,  Pro- 
gram Chairman  for  the  society,  reports. 

Speakers  for  the  session  will  be  William  Silen, 
San  Francisco,  Assistant  Professor  of  Surgery,  Uni- 
versity of  California  School  of  Medicine. 

Eugene  Eisenberg,  San  Francisco,  Assistant  Pro- 
fessor of  Medicine,  University  of  California  School 
of  Medicine. 

Joseph  Kushner,  San  Francisco,  Assistant  Clinical 
Professor  of  Pediatrics,  University  of  California 
School  of  Medicine. 

Scientific  sessions:  March  16—4:00  to  7:00  p.m.; 
March  17—8:30  to  11:30  a.m.  (Skiing  is  excel- 
lent. ) Six  hours  Category  1 credit  to  AAGP  members. 

State  Board  of  Medicine  Section 

Samuel  M.  Poindexter,  Boise,  Chairman  of  the 
Idaho  State  Board  of  Medicine,  and  President  of 
The  Federation  of  State  Medical  Boards  of  the 
United  States,  presided  at  the  51st  annual  meeting  of 
the  organization  in  Chicago  this  week  in  connection 
with  the  Annual  Congress  on  Medical  Education. 
Dr.  Poindexter  was  elected  to  this  office  last  year. 

Other  members  of  the  Board  who  attended  the 
session  include  W.  Wray  Wilson,  Coeur  d’Alene, 
John  E.  Comstock  of  Pocatello,  and  Charles  E. 
Kerrick,  Caldwell. 


This  year  marks  the  20th  anniversary  of  Dr. 
Poindexter  in  licensure  work  in  Idaho. 

The  regular  meeting  of  the  State  Board  of  Medi- 
cine for  the  purpose  of  conducting  Board  business 
and  granting  licensure,  was  held  in  Boise,  Jan.  14, 
15,  16,  1963.  The  session  was  attended  by  Chair- 
man Poindexter,  Vice-Chairman  h’red  T.  Kolouch, 
Twin  Falls;  Dr.  Wilson,  Dr.  Comstock  and  Dr. 
Kerrick. 

Four  physicians  who  had  been  granted  Temporary 
Licenses  received  permanent  licensure.  They  were: 

Rae  J.  Johnston,  Salt  Lake  City;  Thomas  William 
Higgs,  Idaho  Falls;  Don  F.  Kimmerling,  and  William 
H.  Bond,  Lewiston. 

Five  physicians  successfully  passed  the  written 
examination  of  the  State  Board  of  Medicine  and 
were  granted  Idaho  licensure.  They  were; 

Joseph  A.  Ferreira,  Granada  Hills,  California, 
(Boise).  Graduate  May  1956,  National  Autonomous 
University  of  Mexico  Medical  School.  Internship 
Good  Samaritan  Hospital,  Los  Angeles,  1956-58. 
(Gertified  by  the  Educational  Council  for  Foreign 
Medical  Graduates.) 

Alden  Lloyd  Poulsen,  Mountain  Home  Air  Force 
Base,  Idaho.  Graduate  University  of  Utah  College 
of  Medicine,  June,  1961.  Internship  Brooks  General 
Hospital,  Fort  Sam  Houston,  Texas,  1961-62. 

Terry  L.  Hansen,  Pocatello  (U.S.  Navy).  Graduate 
Northwestern  University  Medical  School,  June,  1961. 
Internship  University  of  Oregon  Hospitals  and  Clin- 
ics, 1961-62. 

Alfonso  Torres-Vincenzi,  Salem,  Ore.  Graduate  of 
University  of  Kansas  School  of  Medicine,  Kansas 
City,  June  1956.  Internship  Emanuel  Hospital,  Port- 
land, Oregon,  1956-57. 

James  R.  S.  Paterson,  Seattle,  Wn.,  Graduate 
University  of  Edinburgh  Faculty  of  Medicine,  Edin- 
burgh, Scotland,  1947.  Internship  Western  General 
Hospital,  Edinburgh,  1947-48.  (Certified  by  the 
Educational  Council  of  Foreign  Medical  Graduates.) 

Fourteen  physicians  were  granted  licensure  with- 
out written  examination  on  the  basis  of  endorse- 
ment by  states  maintaining  standards  comparable  to 
Idaho  or  through  endorsement  by  the  National 
Board  of  Medical  Examiners.  They  were: 

Warren  T.  Sutton,  Idaho  Falls.  Graduate  North- 
western University  Medical  School  1955.  Internship 
Evanston  Memorial  Hospital,  Evanston,  111.,  1955-56. 
U.S.  Navy. 

Ralph  J.  Litton,  Jr.,  Salt  Lake  City.  Graduate 
George  Washington  University  Medical  School, 
Washington,  D.C.,  1958.  Internship  San  Francisco 
General  Hospital,  1958-59.  Orthopedics  Residency. 

Donald  D.  Weaver,  Goulee  Dam,  Wash.  Gradu- 
ate Gollege  of  Medical  Evangelists,  1960.  Internship 
Deaconess  Hospital,  Spokane,  1960-61.  General  prac- 
tice. 

Everett  N.  Jones,  Jr.,  Boise.  Graduate  Greighton 
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University  College  of  Medicine,  Omaha,  1957.  In- 
ternship St.  Joseph’s  Hospital,  Denver,  1957-58. 
Surgery. 

Philip  Washburn,  Blackfoot.  Graduate  University 
of  Utah  College  of  Medicine,  1959.  Internship  Santa 
Barbara  Cottage  Hospital,  1959-60.  Psychiatry. 

LeClaire  L.  Leslie,  Arlington  Heights,  111.,  (Cot- 
tonwood). Graduate  Baylor  University  Gollege  of 
Medicine,  Houston,  Texas,  1956.  Internship  Jefferson 
Davis  Hospital,  1956--57.  Pediatrics. 

Leonard  J.  Rothfield,  Arlington  Heights,  111., 
(Gottonwood) . Graduate  Stritch  School  of  Medicine 
of  Loyola  University,  Chicago,  1953.  Internship  St. 
Louis  City  Hospital,  St.  Louis,  1953-54.  Surgery. 

Lloyd  George  Veasy,  Salt  Lake  City.  Graduate 
Univ'ersity  of  Utah  Gollege  of  Medicine,  Salt  Lake 
Gity,  1946.  Internship  Chicago  Wesley  Memorial 
Hospital,  Chicago,  1947-58.  Pediatrics. 

Bruce  Adams  Ward,  Denver.  Graduate  North- 
western University  Medical  School,  1958.  Internship 
St.  Vincent  Hospital,  Portland,  Ore.,  1958-59.  Radi- 
olog)’. 

Gordon  Bartlett  Wheeler,  Ghester,  Conn.  Gradu- 
ate Boston  University  School  of  Medicine,  1945. 
Internship  U.S.  Public  Health  Hospital,  Boston, 
1945-46.  Industrial  Medicine. 

Gerald  M.  Heeker,  Portland,  Ore.  (Boise).  Gradu- 
ate University  of  Oregon  Medical  School,  1958. 
Intership  University  of  Oregon  Hospitals  and  Clinic, 
1958-59.  Urology. 

John  M.  Ocker,  Jr.,  Portland,  Ore.,  (Boise).  Gradu- 


ate Duke  University  School  of  Medicine,  Durham, 
N.C.,  1955.  Internship  Duke  University  Center,  Dur- 
ham, 1955-56.  Urolog)’. 

Geneva  Metzler  Matlock,  Salt  Lake  City,  (Idaho 
Falls).  Graduate  University  of  Louisville  School  of 
Medicine,  1960.  Internship  Community  Hospital, 
Battle  Creek,  Mich.,  1960-61.  Anesthesiology. 

Melvin  Lavern  Matlock,  Salt  Lake  City  (Idaho 
Falls).  Graduate  University  of  Louisville  School  of 
Medicine,  1960.  Internship  Community  Hospital, 
Battle  Creek,  Mich.,  1960-61. 

OBITUARY 

HARLO  B.  RIGBY,  70,  Rexhurg,  died  January  28. 
Born  in  Rexburg,  January  1,  1893,  Dr.  Rigby 
graduated  from  Harvard  Medical  School  on  June 
18,  1920,  after  completing  his  first  two  years  of 
medical  training  at  the  University  of  Utah. 

Dr.  Rigby  practiced  medicine  in  Rexburg  for 
nearly  half  a century.  He  held  many  positions  in 
organized  medicine  having  served  as  a member  of 
the  Idaho  State  Medical  Examining  Board  from 
1943  to  1949,  and  was  President  of  the  Upper 
Snake  River  Valley  Medical  Society  in  1950  and 
1957.  He  operated  a private  hospital  at  Rexburg 
before  the  Madison  Memorial  Hospital  was  built. 

Dr.  Rigby  was  a well  known  Hereford  cattle 
raiser  and  breeder.  At  the  time  of  his  death,  he 
and  Mrs.  Rigby  were  enroute  to  Las  Vegas  to  a 
meeting  of  the  National  Cattlemen’s  Association. 


RALEIGH  HILLS  HOSPITAL* 

Member  of  the  American  Hospital  Association;  Recognized  by  the  American  Medical  Association 

EXCLUSIVELY  for  the  TREATMENT  of 

ALCOHOL  ADDICTION 

by  Conditioned  Reflex  and  Adjuvant  Methods 

MEDICAL  STAFF, 

John  R.  Montague,  M.D.  Norris  H.  Perkins,  M.D.  Merle  M.  Kurtz,  M.D. 

John  W.  Evans,  M.D.,  Consulting  Psychiatrist 

Raleigh  Hills  Hospital 

LARRAE  A.  HAYDON,  ADMINISTRATOR 
JEAN  B.  TANNER,  ADMINISTRATOR 

6050  S.W.  Old  Scholls  Ferry  Road  Portland  7,  Oregon  Mailing  Address:  P.  O.  Box  366 

Telephone:  CYpress  2-2641 

FORMERLY  RALEIGH  HILLS  SANITARIUM,  Inc. 
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Each  suppository  contains: 

Pontocaine®  (brand  of 
tetracaine)  HCI 10  mg. 

Neo-Synephrine®  (brand  of 
phenylephrine)  HCI 5 mg. 

Neomycin  (os  neomycin 

sulfote) 5 mg. 

Superinone®  (brand  of  tyloxapol 
(oxyethylated  tertiary  octyl- 
phenol-polymethylene 
polymer!) 25  mg. 

Bismuth  subcarbonafe 100  mg. 

Sodium  propionate 100  mg. 

Suppository  base  contains 
synthetic  cocoa  butter. 
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Controls  food  craving,  keeps  the  reducer  happy  — In  obesity,  “our  drug  of  choice  has 
been  methedrine . . . because  it  produces  the  same  central  effect  m\h  about  one- 
half  the  dose  required  v^fith  plain  amphetamine,  because  the  effect  is  more  pro- 
longed, and  because  undesirable  peripheral  effects  are  significantly  minimized  or 

entirely  absent.”  Douglas,  h.  WestJ.Surg.  59:238  (May)  1951. 


‘METHEDRINE’ 


brand  Methamphetamine  Hydrochloride 


Supplied:  Tablets  5 mg.,  scored.  Bottles  of  100  and  1000. 


>.  Literature  available  on  request. 


Ci  BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  New  York 
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BIRTCHER  MEDICAL  ELECTRONICS 

Serving  The  Great  Northwest 

Factory  trained  representatives  to  bring  you  direct  counsel  and  service 


TOM  FITZGERALD  DICK  SWAINSON  EDWARD  AAMODT  WALTER  EDWARD  EIK  SWAN  OLSON 

Territory  Manager  Portland  Asst.  Territory  Mgr.  CARMICHAEL  Billings  Spokane 

Portland  Seattle  Tacoma 


Birtcher  Medical  Electronics 

CARDIOLOGY 

Electrocardiographs  • Cardioscopes  • Heartpacer®  Defibrillator  • Cardiac  Monitoring  and  Resuscitation  Center 

ELECTROSURGERY 

Blendtome  • Hyfrecator®  • Electrosectilis® 

PHYSICAL  THERAPY 

Ultrasonics  • Muscle  Stimulator  • Shortwave  Diathermy  • Ultraviolet  • Infrared  • Hydrotherapy 
All  of  the  above  are  available  on  the  exclusive  Birtcher  lease  plan 
THE  BIRTCHER  CORPORATION  • 4371  Valley  Blvd.,  Los  Angeles,  Calif.  • 10711  N.  E.  Wedler  St.,  Suite  208,  Portland,  Ore.,  ALpine  2-8889 


Inc. 


MEDICAL  TREATMENT  FOR  ALCOHOLISM 


A member  of  the  American  Hospital  Association  and  ap- 
proved by  the  American  Medical  Association.  Devoted 
exclusively  to  providing  medical  and  psychiatric  care  for 
alcoholics  and  medical  research  in  the  field  of  alcoholism. 


7106  35th  AVE.,  S.W.  • SEATTLE  6,  WASHINGTON  • WEst  2-7232 
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advancing 

or  complicated 
hypertension 

responds  to 


trichlormethiazide  and  reserpine 


with  STEP-BY-STEP  reduction  (no  sudden 
drops'-")  of  elevated  blood  pressure  □ re- 
lief of  associated  headache,^-"  dizziness,  ’ 
edema, anxiety  and  tension'  □ simplified 
dosage  (twice  daily)... long-term  economy 

(With  new  Naquival  there  are  no  reported  toxic  effects  side 
effects  are  minor  and  infrequent,’-*  and  salt  restriction 
added  potassium'  is  rarely  needed.) 

Supplied:  Naquival  Tablets,  containing  4 mg.  trichlormethiazide 
and  0.1  mg.  reserpine,  bottles  of  100. 

References:  (1)  Ernst,  E.  M.:  Current  Therap.  Res.  3:167,  1961. 

(2)  Starling  R.  J-:  J M.A.  Georgia  50:442,  1961.  (3)  Sprogis, 

U)  Marling,  Coffee,  H.  L.:  Clin.  Nled. 

Current  Therap.  Res.  3:393,  labi 

69:1561, 1962.  (5)  Mattey,  W.  E.:  Indust.  Med.  31.33, 1962. 


responds  to 


brand  of  | trichlormethiazide 

Reduces  elevated  blood  pressure 
while  providing  symptomatic  re- 
lief...permits  more  normal  activ- 
ities...liberalizes  salt  intake. ..in 
severe  hypertension,  potentiates 
other  antihypertensives. ..as  a di- 
uretic, controls  edema  with  mini- 
mal, once-daily  dosage. 

Supplied:  Naqua  Tablets,  2 and  4 mg.,  scored,  bot- 
tles of  100  and  1000. 

For  complete  details  concerning  Naquival  and 
Naqua,  consult  Sobering  literature  available  from 
your  Schering  Representative  or  Medical  Services 
Department,  Schering  Corporation,  Bloomfield,  N.  J. 


o 


for  relaxin’ 


REDUCES  ANXIETY  TENSION 


PROPERTIES;  Haxsen  combines  muscle  relaxant  properties 
of  mephenesin  with  sedative  action  of  secobarbital  sodium 
presenting  a balanced,  safe,  prompt  acting  prescription. 


Each  Tablet  Contains 


Mephenesin  N.  F.  6 grs. 

Secobarbital  Sodium  U.S.P '/2  gr- 


INDICATIONS:  To  relax  the  tense,  anxious  restless  pa- 
tient, so-called  anxiety-tension  state  . . . gives  pleasur- 
able relaxation,  tranquility. 

SUPPLIED:  Bottles  of  100  and  1000  tablets. 

0f  DOSAGE:  Usual  adult  dose:  One  tablet  every  four  hours, 

after  meals.  Economical  to  use. 

HAACK  LABORATORIES,  INC.  • PORTLAND  1,  OREGON 
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Component  Society  Monthly  Meetings 


OREGON 

Baker 

Pres.,  J.  R.  Higgins,  Baker 
Sec.,  C.  P.  McKim,  Baker 
First  Monday — 7 p.m. — St.  Elizabeth 
Hospital,  Baker 
Benton 

Pres.,  L.  J.  Krakauer,  Corvallis 
First  Monday  — 6:30  p.m.  — Country 
Club,  Corvallis 
Central  Oregon 

Pres.,  R.  G.  Stack,  Redmond 
Sec.,  L.  G.  Pulley,  Redmond 
First  Monday  — 7:30  p.m.  — Pine  Tav- 
ern, Bend 
Clackamas 

Pres.,  E.  N.  McLean,  Oregon  City 
Sec.,  R.  A.  Payne,  Milwaukie 
Third  Tuesday  — 6:30  p.m.  — Seid's 
Restaurant,  Oregon  City 
Clatsop 

Pres.,  A.  J.  Kerbel,  Astoria 
Sec.,  R.  J.  Kettlekamp,  Astoria 

Fourth  Monday  — 7:30  p.m.  — St. 
Mary's  Hospital,  Astoria 

Columbia 

Pres.,  J.  B.  Steward,  St.  Helens 
Sec.,  L.  L.  Ackerson,  St.  Helens 
First  Tuesday  — 9:00  a.m.  — Columbia 
District  Hospital,  St.  Helens 

Douglas 

Pres.,  J.  A.  Colbrunn,  Roseburg 
Sec.,  C.  H.  Babbitt,  Roseburg 
Second  Tuesday  — 6:30  p.m.  — Rose- 
burg Country  Club 

Jackson 

Pres.,  J.  S.  Ingram,  Medford 
Sec.,  R.  H.  Saul,  Medford 
Second  Wednesday  — 7 p.m.  — Rogue 
Valley  Country  Club 

WASHINGTON 

Benton-Franklin 

Pres.,  R.  S.  Coler,  Kennewick 
Sec.,  R.  T.  DeMeritt,  Richland 
Third  Tuesday  — 6:30  p.m.  — Black 
Angus  Hotel,  Kennewick 
Chelan 

Pres.,  G.  R.  Kingston,  Wenatchee 
Sec. -Trees.,  W.  B.  Zook,  Wenatchee 
First  Monday  — 6:30  p.m.  — Wenatchee 
Golf  and  Country  Club 
Clallam 

Pres.,  L.  A.  Schueler,  Jr.,  Port  Angeles 
Sec.,  R.  M.  Allman,  Port  Angeles 
Third  Monday  — 8 p.m.  — Generally 
Olympic  Memorial  Hospital,  Port 
Angeles 
Clark 

Pres.,  J.  H.  Gill,  Vancouver 
Sec.,  W.  W.  Holmes,  Vancouver 
First  Tuesday  — 6:30  p.m.  — Royal 
Oaks  Country  Club,  Vancouver 
Cowlitz 

Pres.,  S.  R.  Norquist,  Longview 
Sec.,  C.  E.  Buck,  Longview 
Third  Tuesday  — 7:30  p.m.  — Bart's 
Charcoal  Broiler,  Longview 
Grant 

Pres.,  John  Cooksey,  Moses  Lake 
Sec.,  John  Trantow,  Quincy 
Second  Monday  — 7:30  p.m.  — Moses 
Lake  or  Ephrata 


Josephine 

Pres.,  G.  W.  Tank,  Grants  Pass 
Sec.,  D.  R.  McCarthy,  Grants  Pass 
Time  and  location  by  announcement 

Klamath 

Pres.,  G.  R.  Nicholson,  Klamath  Falls 
Sec.,  Miriam  Luten,  Klamath  Falls 
Second  Tuesday  — 7 p.m.  — Klamath 
Falls 

Lake 

Pres.,  W.  J.  Strieby,  Lakeview 
Sec.,  J.  Robertson,  Lakeview 
Second  Tuesday  each  month 

Lane 

Pres.,  D.  M.  Brinton,  Eugene 
Sec.,  S.  G.  Oberg,  Cottage  Grove 
First  Tuesday  — 6:30  p.m.  — Eugene 
Hotel 

Lincoln 

Pres.,  E.  A.  Yeck,  Newport 
Sec.,  K.  M.  Rottluff,  Newport 
No  regular  date 

Linn 

Pres.,  A.  G.  Denker,  Lebanon 
Sec.,  C.  W.  Schoen,  Lebanon 
Second  Monday  — 6:30  p.m.  — location 
announced 

Malheur 

Pres.,  A.  M.  Tanaka,  Ontario 
Sec.,  W.  Hall,  Ontario 
No  regular  schedule 

Marion-Polk 

Pres.,  S.  M.  Lancefield,  Salem 
Sec.,  O.  F.  Kraushaar,  Salem 
Third  Tuesday  — 6:30  p.m.  — lllahee 
Country  Club,  Salem 


Grays  Harbor 

Pres.,  H.  I.  Weiner,  Aberdeen 
Sec.,  H.  W.  Bryant,  Hoquiam 
Third  Wednesday  — 6:30  p.m.  — Grays 
Harbor  Country  Club 

Jefferson 

Pres.  H.  G.  Plut,  Port  Townsend 
Sec.,  B.  N.  Brydges,  Port  Townsend 
Second  week  — Rotate  between  mem- 
bers' homes 

King 

Pres.,  W.  O.  Mills,  Seattle 

Sec.,  W.  J.  McDougall,  Seattle 

First  Monday  (Feb.,  May,  Oct.,  Dec.) 

Kitsap 

Pres.,  R.  P.  Schutt,  Bremerton 
Sec.,  T.  W.  Schubert,  Bremerton 
Second  Monday  — 6:30  p.m.  — Hearth- 
stone, Bremerton 

Kittitas 

Pres.,  Rudolph  Vernie,  Ellensburg 
Sec.,  R.  H.  Welding,  Ellensburg 
First  Tuesday  — 7:30  p.m.  — Elks  Club, 
Ellensburg 

Klickitat-Ska  mania 

Pres.,  H.  W.  Holderby,  Goldendale 
No  regular  meetings  — annually  — 
alternating  between  Goldendale, 
White  Salmon  and  Stevenson 


Mid-Columbia 

Pres.,  J.  A.  Henderson,  Hood  River 
Sec.,  L.  L.  Hoffman,  Hood  River 
Second  Tuesday  — 6:30  p.m.  — Alter- 
nate between  Hood  River  and  The 
Dalles 
Multnomah 

Pres.,  N.  A.  David,  Portland 
Sec.,  Willis  J.  Irvine,  Portland 
First  Tuesday  (Oct.,  Nov.,  Dec.,  March, 
May)  — 6:00  p.m.  — Location  an- 
nounced 

Southwestern  Oregon 

Pres.,  A.  H.  Stage,  Coos  Bay 
Sec.,  J.  D.  Hauschildt,  Myrtle  Point 
Third  Wednesday  (Sept.-June)  — 8 p.m. 
— Courtel,  Coos  Bay 
Tillamook 

Pres.,  Howard  Kaliher,  Tillamook 
Sec.,  E.  V.  Young,  Tillamook 
Second  Friday  — 7 p.m.  — Victory 
House,  Tillamook 
Umatilla 

Pres.,  J.  W.  Grondalh,  Pendleton 
Sec.,  B.  Duarte,  Pendleton 
Third  Tuesday — 7:30  p.m.  — Pendleton 
Country  Club 
Union 

Pres.,  J.  E.  Indihar,  LaGrande 
Sec.,  J.  R.  Sloop,  LaGrande 
On  call  of  president 
Washington 

Pres.,  F.  E.  Bump,  Forest  Grove 
Sec.,  A.  O.  Pitman,  Jr.,  Hillsboro 
First  Monday  — 8 p.m.  — location  an- 
nounced 
Yamhill 

Pres.,  L.  L.  Silvers,  Newberg 
Sec.,  L.  B.  Hanson,  McMinnville 
First  Tuesday  — 7 p.m.  — Oriental  Gar- 
den, McMinnville 


Lewis 

Pres.,  B.  A.  Bede,  Morton 
Sec.,  W.  J.  Dugaw,  Toledo 
Second  Monday  — 8 p.m.  — local  hos- 
pital in  Chehalis  or  Centralia,  alter- 
nately 

Lincoln 

Pres.,  K.  E.  Gudgel,  Odessa 
Sec.,  J.  Q.  Sewall,  Harrington 
Three  times  annually 

Okanogan 

Pres.,  W.  J.  Henry,  Twisp 
Sec.,  L.  J.  Cowan,  Omak 
On  call  at  Okanogan 

Pacific 

Pres.,  D.  C.  MacDonald,  Raymond 
Sec.,  J.  C.  Proffitt,  South  Bend 
Second  Wednesday  — 6:30  p.m.  — 
Bridges  Inn,  Raymond 

Pierce 

Pres.,  S.  W.  Tuell,  Tacoma 
Sec.,  A.  J.  Herrmann,  Tacoma 
Second  Tuesday  — 8:15  p.m.  — Medical 
Arts  Bldg.  Auditorium,  Tacoma 

Skagit 

Pres.,  M.  L.  Johnson,  Mt.  Vernon 
Sec.,  R.  E.  Carney,  Mt.  Vernon 
Fourth  Monday  — 7 p.m.  — Dale's  Res- 
taurant, Mt.  Vernon 
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Snohomish 

Pres.,  D.  A.  Lagozzino,  Everett 
Sec.,  R.  G.  Wyrens,  Everett 
First  Tuesday  — 7:30  p.m.  — Everett 
Golf  and  Country  Club 

Spokane 

Pres.,  F.  M.  Lyle,  Spokane 
Sec.,  R.  J.  AIbi,  Spokane 
Fourth  Tuesday  — time  and  place  an- 
nounced, Spokane 

Stevens 

Pres.,  E.  F.  Darling,  Colville 
Sec.,  M.  B.  Snyder,  Chewelah 


First  Tuesday  — 8 p.m.  — Chewelah 
and  Colville  Hospitals  alternately 

Thurston-Mason 

Pres.,  J.  S.  Pritchard,  Olympia 
Sec.,  K.  L.  Partlow,  Olympia 
Fourth  Tuesday  — Olympia  Country 
and  Golf  Club 

Walla  Walla  Valley 

Pres.,  R.  C.  Stotler,  Walla  Walla 
Sec.,  R.  C.  Beck,  Walla  Walla 
Second  Thursday  — 6:30  p.m.  — Walla 
Walla  Country  Club 


Whatcom 

Pres.,  W.  C.  Flint,  Ferndale 
Sec.,  J.  S.  Mason,  Bellingham 
First  Monday  (except  June,  July,  Aug.) 
— 6:30  p.m.  — Leopold  Hotel,  Bel- 
lingham 
Whitman 

Pres.,  G.  D.  Barth,  Garfield 
Sec.,  R.  M.  Buttermore,  Pullman 
Third  Tuesday  each  month 
Yakima 

Pres.,  R.  R.  Sackmann,  Yakima 
Sec.,  R.  F.  Crose,  Yakima 
Second  Tuesday  — 6:30  p.m.  — Yakima 
Country  Club 


IDAHO 


Ada 

Pres.,  M.  M.  Burkholder,  Boise 
Sec.,  Q.  L.  Quickstad,  Boise 
Third  Tuesday  — each  month 
Bear  River  Valley 

Pres.,  E.  F.  Landers,  Montpelier 
Sec.,  Glenn  Schoper,  Montpelier 
First  Friday  — 7:30  p.m.  — alternately 
between  Preston,  Soda  Springs  and 
Montpelier 
Bonner-Boundary 

Pres.,  F.  H.  Siemsen,  Sandpoint 
Sec.,  C.  J.  Edwards,  Bonners  Ferry 
Irregular 
Idaho  Falls 

Pres.,  R.  H.  Anderson,  Idaho  Falls 
Sec-Treas.,  W.  Petty,  Shelley 
Second  Tuesday— every  other  month — 
6 p.m. — Bonneville  Hotel 


Kootenai-Benewah 

Pres.,  E.  R.  W.  Fox,  Coeur  d'Alene 
Sec.,  D.  A.  Daugharty,  Coeur  d'Alene 
First  Tuesday — 7:00  p.m. 

North  Idaho 

Pres.,  O.  M.  Mackey,  Lewiston 
Sec.,  R.  C.  Colburn,  Lewiston 
Third  Wednesday — each  month 

Shoshone 

Pres.,  E.  J.  Fitzgerald,  Wallace 
Sec.,  G.  M.  Whitesel,  Kellogg 
January  11  and  May  16 

South  Central 

Pres.,  M.  E.  Scheel,  Wendell 
Sec.,  R.  G.  Neher,  Shoshone 
Second  Tuesday — First  month  of  each 
quarter— 7:30  p.m. — place  varies 


Southeastern  Idaho  District 
Pres.,  D.  L.  Wight,  Pocatello 
Sec.,  A.  T.  Wigle,  Pocatello 
Thursday  (announced)  — 7:00  p.m. — 
Bannock  Hotel,  Pocatello 

Southwestern  Idaho  District 
Pres.,  J.  F.  Stecher,  Caldwell 
Sec.,  H.  C.  Wesche,  Nampa 
Announced 

Upper  Snake  River 

Pres.,  E.  L.  Soule,  St.  Anthony 
Sec.,  L.  J.  Petersen,  Rexburg 
First  Monday — Dinner  meeting — 7:30 
p.m. — Silver  Horseshoe,  St.  Anthony 


Comprehensive  treatment  of  psychiatric  conditions 

• Intensive,  individualized  programs 

• All  treatment  modalities  available 

• Occupational  and  recreational  therapy 

• Long  or  short  term  care 

• All  ages  . . . School  on  premises 

Psychoses  . . . Organic  Syndromes  . . . Mental  Retardation 

ALLAN  G.  ROBERTS,  M.D.,  HENRY  COE, 

Medical  Director  Administrator 

10008  S.  E.  Stark  Street  Portland  16,  Oregon 
Inquiries  invited  Phone:  ALpine  2-5571 

Largest  private  psychiatric  hospital  on  the  west  coast.  Est.  1893 


Neuroses 


MOKMIMGSIDE 

HOSPITAL 
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FROM  A NA'i  rONWIDE 


SURVEY  OF  9,872  CUUTURES 


OF  COMMON  PATHOGENS 


Conclusions  of  Nationwide  Survey:  Report  I 


2^  Even  after  five  years  of  general  use,  Tao,  of 
the  antibiotics  tested,  demonstrated  greatest  ac- 
tivity against  respiratory  streptococci  and  staphy- 
lococci (3,332  cultures). 

2^  Overall  results  showed  a higher  percentage 
of  susceptibility  among  these  common  pathogens 
to  Tao  than  to  the  other  antibiotics.  Susceptibility 
to  Tao  was  greatest,  not  only  in  respiratory  strep- 
tococci and  staphylococci,  but  also  in  these  organ- 
isms isolated  from  skin  and  soft  tissue  (3,423  cul- 
tures), genitourinary  and  gastrointestinal  tracts 
and  other  sources  (2,458  cultures).  Susceptibility 
was  equal  to  all  antibiotics  tested  in  pneumococci 
from  unspecified  sources  (463  cultures),  and  less 


to  Tao  in  H.  influenzae  from  unspecified  source 
(196  cultures). 

Tao  has  been  used  for  five  years  wilhou 
development  of  predictable  cross  resistance 
In  1958  and  1961,  approximately  73%  and  TO?? 
respectively,  of  erythromycin-resistant  problen 
staphylococci  showed  susceptibility  to  Tao.^'^  ThI 


of  Tao  activity  even  against  these  pathogens.  0 i 
1,592  cultures  of  erythromycin-resistant  staph) 
lococci,  68%  were  susceptible  to  Tao,  while  in  thi 

I 

reverse  situation,  only  33%  of  768  Tao-resistanli  • 
staphylococci  were  susceptible  to  erythromycin. 


\J 


Report  II 


Specific  analysis  of  3,332  cultures  of  streptococci  and  staphylococci 
isolated  from  the  ear,  nose,  throat,  and  lower  respiratory  tract.2 


100% 


TETRACYCLINE 


60 


Report  I demonstrated  the  susceptibility  of  9,872  cultures  of  common  pathogens  to  five  antibiotics 
(chloramphenicol,  erythromycin,  penicillin,  tetracycline,  Tao).  The  report  concluded  that  Tao 
showed  the  greatest  overall  in  vitro  effectiveness  against  these  bacteria  isolated  from  patients.! 


50 


40 


Report  II 


Results  of 

in 


4 


I 


Terences 

lacterial  Su8cy)tibility  Patterns:  A Geographic  Sur- 
’ Fowler,  J.  Ralph,  M.D.,  and  Vi  atters,  John  L., 
. Scientific  Exhibit  presented  at  the  Annual  Meet- 
)f  the  American  Society  of  Clinical  Pathologists, 
:ago.  III.,  August  31  to  September  9,  1962. 
(W'ler,  .1.  Ralph,  Watters,  John  L.  and  Levy,  Arthur 
Bacterial  Susceptibility  Patterns  as  Related  to  Geo- 
hic  Variation  and  Anatomical  Source.  In  press, 
nglish,  A.  R.,  and  Fink,  F.  C.:  Antibiot.  & Chemo- 
8:420  (Aug.)  19.58.  4.  English,  A.  R.,  and  Fink, 
Antibiot.  and  Chemother.  11:648  (Oct.)  1961. 


New  York  17,  N.  Y. 

Division,  Chas.  Pfi:xr  & Co.,  Inc. 
Science  for  the  World's  W^ell-Being® 


If  you  would  like  a report  of  the 
entire  suseeptibility  study,  write 
Medical  Department,  J.  B.  Roerig 
and  Company,  235  E.  42nd  St., 
New  York  17,  N.Y. 


Capsules  • Ready-Mixed  Oral  Suspension  • 
Pediatric  Drops  • Parenteral  (as  oieandomycm  phosphate) 


PROFESSIOjYAL  class ified 


Practice  Opportunities 

GENERAL  PRACTITIONER  WANTED-SEATTIE 

To  share  office  space,  staff  and  equipment  on 
rental  basis  with  ov'erly  busy  north  end  physician. 
Build  o^^Tl  practice  rapidly.  Exchange  days  off.  Call 
Charles  R.  Leighton,  M.D.,  1556  X.E.  177th,  Se- 
attle 55,  Wash. 

BOARD  QUALIFIED  SURGEON  WANTED 

To  join  well  established  7-man  group  in  thriving 
community’  in  Southern  Oregon.  Initial  salary-  leading 
to  partnership.  Excellent  opportunity-.  Apply  Mr.  V. 
E.  Thompson,  Manager,  Grants  Pass  Clinic,  Grants 
Pass,  Oregon. 

MEDICAL  DENTAL  PERSONNEL 

Openings  in  obstetrics,  gynecology,  otolaryngology', 
orthopedics  and  general  practice.  Washington,  Ore- 
gon or  Maska  license  required.  508  Medical  Dental 
Bldg.,  Seattle,  Wash.,  MU.  2-0545. 

ALLIED  PERSONNEL  OFFICES,  INC. 

Our  employment  office  can  give  the  physician- 
employer  the  benefit  of  its  advertising,  files  and  con- 
tact with  employers  in  his  and  related  fields.  We  are 
prepared  to  fill  his  specific  needs,  to  save  his  time 
by  pre-screening  applicants  and  to  provide  an  office 
where  he  can  interxiew  with  privacy',  .\llied  Person- 
nel Offices,  Inc.,  in  Seattle  at  247  Logan  Bldg., 
MA  4-4793,  in  Everett  at  703  Medical-Dental  Bldg., 
AL  3-3127. 

GP  PRACTICE-NEAR  SEATTLE 

Illness  forces  immediate  sale  of  established  practice, 
which  includes  equipment  costing  over  812,000. 
Large  growing  area.  Saerifice  price  88,7.50,  only 
82,500  down.  508  Medical  Dental  Building,  Seattle, 
Wash.,  MU  2-0545. 

PUBLIC  HEALTH  RESIDENTS 

Two  openings  for  first-year  residents  at  8800  per 
month;  one  opening  for  second-year  resident  at  8875 
per  month.  Licensure  or  eligibility  for  license  in 
W ashington  State  required.  Contact  Wallace  Lane, 
M.D.,  M.P.H.,  Public  Health  Building,  Olympia, 
Wash. 

LOCUM  TENENS  WANTED 

Will  be  available  June  15-Sept.  10,  for  general  prac- 
tice in  Oregon.  W.  D.  McCrady',  M.D.,  Infirmary-, 
Oregon  State  Univ.,  Corvallis,  Oregon. 


INTERNIST  WANTED 

To  join  eight-man  multi-specialty  group.  In  new, 
completely  equipped  building  with  room  for  expan- 
sion. Excellent  starting  salary  with  early  opportunity 
for  full  partnership.  Contact  Business  Manager,  The 
Richland  Clinic,  Richland,  W’ash. 

GENERAL  PRACTITIONER  NEEDED 

In  residential  area  of  Seattle.  Office  equipped;  shared 
overhead.  Write  Box  33-D,  Northwest  Medicine,  500 
Wall  Street  Seattle,  Wash. 

DIRECTOR  OF  MEDICAL  EDUCATION-PORTLAND 

For  400  bed  hospital.  Apply  with  curriculum  vitae  to 
R.  G.  Gustavson,  M.D.,  Providence  Hospital,  Port- 
land, Oregon. 

CLINICAL  DIRECTOR 

Holder  of  M.D.  plus  one  y-ear  administrative  experi- 
ence and  board  eligibility  in  psychiatry  or  pediatrics. 
To  direct  all  activities  in  care  and  treatment  of  3000 
mentally  deficient  patients.  To  supervise  through 
professional  subordinates  inpatient  and  outpatient 
programs  for  care,  health,  training  and  treatment.  To 
assist  in  establishment  of  policies  and  to  act  as  Super- 
intendent in  his  absence.  Locate  in  Salem,  Oregon, 
the  center  of  the  Northwest  vacationland.  Salary' 
range:  815,420  to  817,100.  Apply-  Oregon  Civil  Serv- 
ice Commission,  Public  Service  Building,  Salem,  Ore. 

GP  PRACTICE  FOR  SALE-CENTRAL  CALIF. 

Deceased  physieian’s  profitable  practice  available 
for  one  or  two  physicians  to  lease  or  buy  outright. 
Two  completely  equipped  connecting  suites  with 
central  business  oflBce  and  common  reception  room. 
Located  in  San  Joaquin  County,  one  hour  from  moun- 
tains, txvo  from  the  Bay  area.  Population  of  25,000 
in  farming  area  of  60,000.  Three  hospitals,  total  150 
beds,  within  city  limits.  Close  to  private  sehools, 
J.C.,  and  University  of  Pacific.  Contact  Mrs.  Russell 
O.  Spittler,  215  North  Orange  Avenue,  Lodi,  Califor- 
nia. Phone  ENdicott  9-4031. 

LOCUM  TENENS  WANTED 

One  or  two  weeks  or  four  consecutive  Saturdays. 
Write  P.O.  Box  507,  Molalla,  Oregon. 

Real  Estate 

QUALITY  RESIDENCE-N.W.  SEATTLE 

Charming,  custom  house  with  panoramic  \iew  of 
Sound,  Olympics,  yacht  moorage.  Two  daylight 
floors  (2600')  of  gracious  living;  4 b r,  natural  wood, 
tiled  halls,  screened  patios.  Large  detached  garage. 
Owner— SU  2-9003,  eves. 
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Equipment 


PROFEX  X-RAY 

With  fluoroscope  attached.  Price  open.  Write  Box 
30-D,  Northwest  Medicine,  500  Wall  St.,  Seattle, 
Wash. 


UROLOGY  TABLE 

With  stirrups,  pad,  and  paper  attachment.  A-1  con- 
dition. $150.00.  Box  32-D,  Northwest  Medicine,  .500 
Wall  Street,  Seattle,  Wash. 


Services 


PERISTALTIC  ENEMA  SERVICE 

Referred  cases.  Mary  E.  Stack,  R.N.,  offices  in 
Rhododendron  Building,  Room  102,  1006  Spring  St., 
Seattle,  Wash.  Call  MA  3-2971. 


MEDICAL  SECRETARY 

Desires  one  or  two  days  a week.  LA.  5-6410. 


MEDICAL  CENTRAL  BLDG.,  EDMONDS 

Now  welcoming  applications  for  office  space.  This 
modern  clinic  will  have  25  individual  suites,  all  on 
ground-floor  level.  Paved  parking  area  on  this  3-acre 
site  will  accommodate  120  cars.  Stevens  Hospital 
one  block  south.  Easy  drive  to  Seattle,  salt  water 
and  mountains.  Flexible  terms.  For  complete  de- 
scriptive brochure,  write  Manager,  Medical  Central 
Building,  P.O.  Box  366,  Lynnwood,  Wash. 

NEW  MEDICAL  OFFICE  INTERCITY  AREA-EVERETT 

Suite  available  for  physician  in  group  of  offices,  ar- 
ranged to  individual  specifications.  Seven  schools 
within  walking  distance.  Write  or  call  Norman 
Anderson,  Intercity  Medical  Dental  Center,  91st  and 
Hiway  99  South,  Everett,  Wash.,  EL  3-2485. 

MEDICAL  CLINIC  OFFICE 

Exceptional  opportunity  for  C.P.  or  OB-GYN  man 
in  Plaza  Medieal  and  Dental  Clinic,  Seattle.  Location 
between  two  elementary  schools  and  in  Plaza  Shop- 
ping Center.  Serving  population  of  25,000  in  imme- 
diate vicinity.  Experience  during  past  three  years 
indicates  need  of  evening  offiee  hours.  Contact  Plaza 
Shopping  Centers,  SU  3-2600,  Seattle. 


Office  Space 


MEDICAL  SUITES-BELLINGHAM,  WASH. 

Space  in  established  modern  downtown  office  build- 
ing. Would  like  internist,  orthopedic  surgeon  or 
ob-gyn  man.  Write  Box  7-D,  Northwest  Medicine, 
500  Wall  St.,  Seattle,  Wash. 


LOCATE  IN  BELLEVUE 

Space  available  in  established  Bellevue  Doctors  Cen- 
ter Bldg.  CL  4-7778  or  Box  681,  Bellevue,  Wash. 

MEDICAL  SUITE-MID-OREGON 

Established  modern  5 unit  Medical-Dental  Bldg., 
will  soon  have  an  8-room  suite  for  lease.  City  of 
15,000  in  Oregon’s  mid-Willamette  Valley.  Write 
Box  31-D,  Northwest  Medicine,  500  Wall  St.,  Se- 
attle, Wash. 


T acoma 

Electrophysics  Laboratory 

Electroencephalography 
E lectromyography 

John  T.  Robson,  M.D. 

Stevens  Dimant,  M.D. 

Marcel  Malden,  M.D. 
Lorraine  Knudson,  R.N. 

Puget  Sound  Medical  Building 
1104-06  South  4th  Street 
Tacoma  5,  Washington 


NEW  CLINIC-EAST  OF  KENT 

In  fast-growing  suburban  area  near  Seattle.  Prime 
loeation  with  a clear-cut  need  for  physicians.  Write 
Mrs.  W.  R.  Walter,  8-lOOth  N.E.,  Bellevue,  Wash. 


(As  advert  ised  in  TIM  El 

Save  office 
time  and 
floor  area 
with  the 

WORLD’S 
FASTEST 
FILE 


TRICK  & MURRAY 


1 1 5 Seneca  Street 
Phone  MAin  2-1440 


Seattle  1,  Washington 

Free  Parking 
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OF  MEDICAL  SOCIETIES 


AMA  Annual — Atlantic  City,  June  16- 
20,  1963;  San  Francisco,  June,  21-25, 
1964,  New  York,  June  20-24,  1965. 
AMA  Clinical — Portland,  Dec.  1-4,  1963; 

Miami  Beach,  Nov.  29-Dec.  2,  1964. 
Oregon  State  Medical  Society — Sept.  25- 
28,  1963,  Portland. 

Washington  State  Medical  Association — 
Sept.  15-18,  1963,  Seattle. 

Idaho  State  Medical  Association — June 
26-29,  1963,  Sun  Valley. 

North  Pacific  Society  of  Neurology  and 
Psychiatry — April  4-6,  1963,  Seattle 
Pres.,  Robert  M.  Rankin,  Seattle 
Sec.,  Thomas  H.  Holmes,  Seattle 
Northwest  Soc.  for  Clin.  Research — Jan. 
10-11,  1964,  Vancouver,  B.  C. 

Pres.,  Denys  K.  Ford,  Vancouver 
Sec.,  R.  E.  Beck,  Vancouver 
Pacific  Northwest  Obstetrical  and  Gyn- 
ecological Association  — June  3-5, 
1963,  Victoria,  B.C. 

Pres.,  R.  R.  de  Alvarez,  Seattle 
Sec.,  J.  McDonagh,  Vancouver,  B.C. 
Biennial  Western  Conference  on  Anes- 
thes. — Mar.  25-28,  1963,  Honolulu. 
Chrmn.,  John  Dillon.  Los  Angeles 
Sec.,  C.  M.  Ballinger,  Salt  Lake  City 

OREGON 

Ore.  Acad.  Ophth.  & Otolar. — Portland 
Aero  Club,  4th  Tue.,  Sept. -May. 
Pres.,  M.  Harvey  Johnson,  Portland 
Sect.,  D.  W.  McDaniel,  The  Dalles 
Oregon  Dermatologic  Society — Portland 
2nd  Wednesday  (Nov.,  Jan. -Apr.) 
Pres.,  Sheldon  Walker,  Portland 
Sec.,  F.  A.  J.  Kingery,  Portland 
Oregon  Pathologists  Association — Port- 
land, 2nd  Wednesday  (Feb.,  Apr., 
Oct.,  Dec.) 

Pres.,  F.  L.  Vrtiska,  Corvallis 
Sec.,  A.  A.  Oyama,  Portland 
Oregon  Radiological  Society — Univer- 
sity Club,  Portland,  2nd  Wednesday 
through  school  year 
Pres.,  L A.  Gay.  The  Dalles 
Sec.,  G.  R.  Satterwhite.  Portland 
Ore.  Soc.  Obst.  & Gynec. — Portland, 
Park  Heathman,  3rd  Fri.  (Oct.,  Nov., 
Jan.,  May) 

Pres.,  W.  L.  Hartmann,  Portland 
Sec.,  T.  A.  Treanor,  Portland 


Oregon  State  Society  of  Anesthesiolo- 
gists— Portland,  3rd  Friday  (except 
June,  July,  Aug.) 

Pres.,  J.  A.  Siebs,  Eugene 
Sec.,  P.  E.  Schaff,  Portland 

Oregon  Urological  Society — Quarterly 
Meetings,  University  Club,  Portland 
Pres.,  T.  A.  Davis,  Portland 
Sec.,  G.  W.  Schwiebinger,  Portland 

Portland  Academy  of  Hypnosis  — 3rd 
Monday  (Sept.-May)  Aero  Club 
Pres.,  V.  P.  Shoemaker 
Sec.,  M.  S.  Skiff 

Portland  Academy  of  Pediatrics — 1st 
Monday 

Pres.,  W.  M.  Clark,  Jr. 

Sec.,  J.  W.  Bussman 

Portland  Surgical  Society — last  Tuesday 
(Sept.-May),  UOMS  Library 
Pres.,  J.  M.  Guiss 
Sec.,  H.  W.  Baker 


WASHINGTON 


Puget  Sd.  Acad.  Ophth.  & Oto. — 3rd 
Tues.  (Oct.-May)  Seattle  or  Tacoma. 
Annual — Seattle,  Jan.  17,  18,  1964. 
Pres.,  H.  L.  Maier,  Tacoma 
Sec.,  D.  F.  Milam,  Jr..  Bellevue 

Seattle  Academy  of  Surgery — 3rd  W'ed. 
bi-monthly;  Seattle  Yacht  Club. 
Pres.,  E.  B.  Parmelee 
Sec.,  W.  S.  Brown 

Seattle  Gyn.  Soc. — 3rd  Wed.  exc.  June, 
Aug.,  Dec.,  Feb. 

Pres.,  D.  M.  McIntyre,  Seattle 
Sect.,  E.  T.  MacCamy,  Seattle 

Seattle  Pediatric  Society — 3rd  Friday 
(Sept.-May),  College  Club 
Pres.,  R.  F.  L.  Polley,  Seattle 
Sec.,  G.  Pyne,  Seattle 

Seattle  Surg.  So. — 4th  Mon.  (Sep.- 
June)  Annual — Seattle,  Jan.  24-25, 
1964. 

Pres.,  Eric  Sanderson,  Seattle 
Sec.,  R.  C.  Coe,  Seattle 

Spokane  Society  of  Internal  Medicine — 
Quarterly,  Rockwood  Clinic 
Pres.,  Robert  Berghan 
Sec.,  Richard  E.  Steury 


Spokane  Surgical  Society — April  6,  1963, 
Davenport  Hotel 
Pres.,  F.  M.  Lyle 
Sec.,  C.  R.  Cavanagh 

Tacoma  Academy  of  Internal  Medicine 
— 4th  Tuesday  (Sept.-May) 

Pres.,  R.  A.  Kallsen 
Sec.,  R.  A.  O’Connell 

Tacoma  Surgical  Club — May  4,  1963,  3rd 
Tuesday  (Sept.-May) 

Pres.,  Dumont  Staatz 
Sec.,  Robert  B.  Burt 

W'ashington  Academy  of  Clinical  Hyp- 
nosis— 3rd  Friday  (Sept.- June) 
Pres.,  Edward  G.  Goodrich.  Ph.D., 
Seattle 

Sec.,  John  E.  Nelson,  Seattle 

Washington  Academy  of  General  Prac- 
tice— May  17-19,  1963,  Wenatchee. 
Pres.,  Louis  Dewey,  Omak 
Sec.,  J.  E.  Gahringer,  Jr.,  Wenatchee 

Washington  State  Obstetrical  Associa- 
tion— March  30,  1963,  Seattle 
Pres.,  R.  K.  Plant,  Seattle 
Sec.,  F.  LeCocq,  Yakima 

Washington  State  Radiological  Society 
— Seattle,  4th  Mon.,  (Sept.-Apr.) 
Business  Session,  Meany  Hotel,  Sci- 
entific Sn.  UWSM  X-ray  Dept. 
Pres.,  W.  A.  Chesledon,  Seattle 
Sec.,  R.  H.  Rosenberg,  Seattle 

Washington  State  Society  of  Allergy — 
May,  1963,  Portland 
Pres.,  James  W.  Georges,  Seattle 
Sec.,  Paul  P.  Van  Arsdel,  Jr.,  Seattle 

Wash.  St.  Soc.  of  Anesthesiologists 
Pres.,  M.  W.  Bulmer,  Wenatchee 
Sec.,  Robt.  M.  Kintner,  Wenatchee 

Washington  State  Society  of  Internal 
Medicine — Sept.  18,  1963 
Pres.,  D.  M.  Ulrich,  Seattle 
Sec.,  J.  H.  Lindberg,  Seattle. 

Yakima  Obstetrical  and  Gynecological 
Society — Last  Monday  (except  July, 
Aug.,  Dec.) 

Sec.,  A.  W.  Bostrom,  Jr. 

Yakima  Surgical  Society — Last  Thurs- 
day (Sept.-May) 

Pres.,  H.  C.  Lynch 
Sec.,  J.  Goeckler 
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{elieves  Anxiety  and  Anxious  Depression 

he  outstanding  effectiveness  and  record  of  safety  with  which 
[iltown  relieves  anxiety  and  anxious  depression— the  type  of 
?pression  in  which  either  tension  or  nervousness  or  insomnia 
a prominent  symptom  — has  been  clinically  authenticated 
me  and  again  during  the  past  seven  years.  This,  undoubt- 
lly,  is  one  reason  why  physicians  still  prescribe  meprobamate 
ore  often  than  any  other  tranquilizer  in  the  world. 


Miltowir 

meprobamate  (Wallace) 

Usual  dosage;  One  or  two  400  mg.  tablets  t.i.cl. 
Supplied:  400  mg.  scored  tablets,  200  mg.  sugar-coated 
tablets;  bottles  of  ,50.  Also  as  meprotabs®  — 400  mg. 
unmarked,  coated  tablets;  and  in  sustained-release 
capsules  as  meprospan®-400  and  mfprospan®-200  (con- 
taining respectively  400  mg.  and  200  mg.  meprobamate). 

WALLACE  LABORATORIES /Crar!6ury,jV.;. 


Clinically  proven 
in  over  750 
published  studies 

IActs  dependably  — without 
causing  ataxia  or  altering 
sexual  function 

Does  not  produce 
Parkinson-like  symptoms 
or  liver  damage 

Does  not  muddle  the  mind 
or  impair  physical  activity 


M.7972 


Library, 

College  of  Phy.of  ft 
19  South  22nd  Street 
Philadelphia  3, Pa. 


No 

compromise 
with  safety  in 
peritoneal  dialysis 


\\’e  recommend  that  fresh  tubing  be  used 
for  each  PERIDIAL®  infusion  in  peri- 
toneal dialysis:  a simple  precaution  to 
minimize  the  risk  of  peritonitis.  It  would 
be  only  a small  violation  of  the  principle 
of  the  closed  system  to  use  the  same 
piece  of  plastic  tubing  for  an  entire  series 
of  exchanges,  and  the  patient  might  be 
“saved”  a few  dollars,  over  the  course 
of  a long  dialysis. 

But  this  procedure  is  not  recommended. 
According  to  Maxwell,  * freedom  from 
the  threat  of  peritonitis  is  largely  de- 
pendent upon  maintenance  of  an  essen- 


tially closed  system,  with  fresh,  sterile 
tubing  for  each  exchange  of  fluids.  In 
renal  emergencies,  small  economies  could 
be  dangerous. 

PERIDIAL  and  the  especially  designed 
administration  sets  are  carefully  engi- 
neered in  all  of  their  details  to  furnish 
safe,  simple,  and  truly  economical  di- 
alysis. Ask  your  Cutter  representative 
for  literature  which  explains  the 
PERIDIAL  system. 

‘Maxwell,  M.H.,  e/ a/.;  J.\M.\  770:917 
(June  20)  1959. 


PERIDIAL 

peritoneal  dialysis  in  renal  emergencies 


CUTTER  LABORATORIES  . BERKELEY,  CALIFORNIA 
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in  severe  respiratory  infections 
refractory  to  other  measures.  ' 

CHLOROMYCETItr 

(chloramphenicol,  Parke-Davis) 


for  established  ' 
clinical  efficacy  against 
susceptible  organisms 


In  Friedlander’s  Pneumonia^  ’^ 

Although  the  prognosis  in  Friedlander’s  pneumonia  is  poor,  treatment  with  CHLOROMYCETIN  has  shown 
a good  response  when  susceptible  strains  of  Klebsiella  pneumoniae  are  incriminated. 

.In  Hemophilus  Influenzse  Pneumonia®'’'^®'^'* 

j Because  the  invading  organism  is  usually  sensitive  to  CHLOROMYCETIN,  this  agent  is  generally  effective 
Mn  pneumonias  caused  by  H.  influenzae. 

In  Staphylococcal  Pneumonia’  * ’* 

CHLOROMYCETIN  continues  to  remain  effective  against  many  resistant  strains  of  staphylococci,  and— 
alone  or  in  combination  with  other  antibiotics— should  be  considered  when  other  antistaphylococcal 
drugs  are  ineffective. 

In  Acute  Epiglottitis'’  ’ 

This  condition  is  most  often  caused  by  H.  influenzae,  most  strains  of  which  are  sensitive  to 
CHLOROMYCETIN.  Therapy  should  be  instituted  at  once,  since  the  disease  may  progress  from  the  first 
symptoms  to  a severe  respiratory  obstruction  in  four  to  six  hours. 


In  Pneumonias  Due  to  Gram-negative  Bacilli” 

Because  of  its  broad-spectrum  activity,  CHLOROMYCETIN  is  often  effective  in  pneumonias  caused  by 
sensitive  strains  of  Aerobacter,  Proteus  of  various  species,  Paracolobactrum,  and  other  gram- 
negative pathogens  encountered  with  increasing  frequency  in  serious  respiratory  tract  infections. 


In  Staphylococcal  Empyema’^ 

The  infiltrating  lesions  of  staphylococcal  empyema  are  often  difficult  to  eradicate.  While  CHLOROMYCETIN 
should  only  be  used  when  the  infection  has  been  resistant  to  treatment  with  other  antistaphylococcal 
drugs,  therapy  with  CHLOROMYCETIN,  in  conjunction  with  surgical  procedures,  will  often  bring  favorable 
results. 


CHLOROMYCETIN  (chloramphenicol,  Parke-Davis)  is  available  in  various  forms,  including  Kapseals®  of  250  mg.,  in  bottles  of  16  and 
100.  See  package  insert  for  details  of  administration  and  dosage. 

Warning:  Serious  and  even  fatal  blood  dyscrasias  (aplastic  anemia,  hypoplastic  anemia,  thrombocytopenia,  granulocytopenia)  are 
known  to  occur  after  the  administration  of  chloramphenicol.  Blood  dyscrasias  have  occurred  after  both  short-term  and  prolonged 
therapy  with  this  drug.  Bearing  in  mind  the  possibility  that  such  reactions  may  occur,  chloramphenicol  should  be  used  only  for 
serious  infections  caused  by  organisms  which  are  susceptible  to  its  antibacterial  effects.  Chloramphenicol  should  not  be  used  when 
other  less  potentially  dangerous  agents  will  be  effective,  or  in  the  treatment  of  trivial  infections  such  as  colds,  influenza,  or  viral 
infections  of  the  throat,  or  as  a prophylactic  agent. 


Precautions:  It  is  essential  that  adequate  blood  studies  be  made  during  treatment  with  the  drug.  While  blood  studies  may  detect  early 
peripheral  blood  changes,  such  as  leukopenia  or  granulocytopenia,  before  they  become  irreversible,  such  studies  cannot  be  relied 
upon  to  detect  bone  marrow  depression  prior  to  development  of  aplastic  anemia. 


References:  (1)  Thacher,  H.  C.,  & Fishman,  L.:  J.  Maine  M.  A.  52:84,  1961.  (2)  Hopkins,  E.  W.:  Postgrad.  Med.  29:451,  1961. 
(3)  Hall,  W.  H.:  M.  Clin.  North  America  43:191,  1959.  (4)  Krugman,  S.:  Pediat.  Clin.  North  America  8:1199,  1961.  (5)  Ede,  S.; 
Davis,  G.  M.,  & Hoirries,  F.  H.:  J.A.M.A.  170:638,  1959.  (6)  Wolfsohn,  A.  W.:  Connecticut  Med.  22:769,  1958.  (7)  Caivy,  G.  L.: 
New  England  J.  Med.  259:532,  1958.  (8)  Hendren,  W.  H.,  Ill,  & Haggerty,  R.  J.:  J.A.M.A.  168:6,  1958.  (9)  Cutts,  M.:  Rhode 

Island  A/I.  J.  43:388,  1960.  (10)  Berman,  W.  E.,  & Holtzman,  A.  E.:  California  Med.  92:339, 
1960.  (11)  Vetto,  R.  R.:  J.A.M.A.  173:990,  1960.  (12)  Sia,  C.  C.  J.,  & Brainard,  S.  C.:  Hawaii 
M.  J.  17:339,  1958.  (13)  Rosenthal,  I.  M.:  GP  17:77  (March)  1958.  (14)  Gaisford,  W..-  Brit.  M.  J. 
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allied  fields.  Subscriptions  received  through  medical  associations  will  begin 
month  membership  becomes  effective.  $5.50  per  year  (honorary  association 
members,  residents,  interns,  medical  students,  $3.00  per  year);  single  copies,  50c 


Hoes  this  happen  to  you? 


*The  example  above  shows  what  can  happen  to  interest  or  other  income  you  receive  from  invest- 
ments. It’s  based  on  approximate  Federal  taxes  paid  by  an  individual  in  the  $16,000  to  $18,000 
taxable  income  bracket.  A suggestion  for  increasing  your  ’’take  home  interest  is  explained  below. 


here  can  be  a big  difference  between  the  yield  you  earn  before 
nd  after  Federal  income  taxes.  That’s  true  whether  you  are  earning 
%,  4%  or  10%  on  money  you  have  invested.  The  illustration 
hove  is  just  one  example  of  how  Federal  taxes  cut  down  actual 
arnings.  Even  in  lower  income  brackets  these  taxes  are  substantial, 
or  individual  income  between  $10-12,000  the  Federal  income 
IX  rate  is  38%. 

Hiy  not  invest  some  of  your  surplus  savings  in  the  tax-exemj)t 
onds  issued  by  local  and  state  governments  and  keep  all  the 
acome  you  earn  from  these  bonds?  You  can  purchase  municipal 
onds  yielding  3.50%  or  more.  It  would  take  a 7%  taxable  return 
a equal  this  tax-exempt  yield  if  you  are  in  the  50%  tax  bracket 
- or  more  if  you  are  in  a higher  tax  bracket. 

here’s  no  mystery  to  purchasing  municipal  bonds.  Dean  Witter  & 
io.  maintains  a s[)ecial  department  that  purchases  part  or  all  of 
ntire  issues  and  offers  them  to  investors  like  you  who  want  to  buy 
ne  or  more. 

f you  are  interested,  talk  to  an  Account  Executive  at  Dean  Witter 
I Co.  Let  him  help  you  select  bonds  to  fit  your  requirements.  Or 
ust  write  ‘‘bonds”  on  a card  and  mail  to  our  nearest  office.  We 
ifill  send  you  a co|>y  of  our  informative  booklet,  “The  Story  Behind 
dunicipal  Bonds”  together  with  a list  of  our  current  offerings, 
fhere's  no  obligation. 


TAX  FREE 
MLIMCIPAL  BONDS 


-j' 

i 

;j 


Dean  Witter  & Co. 

Members  New  York  Stock  Exchange  • Pacific  Coast  Stock  Exchange 

1603  Hewitt,  Everett  — AL  9-3156 
440  Washington  Building,  Seattle  — MA  4-6800 
94.4-  Pacific  Ave.,  Tacoma  — FU  3-4535 
220  Equitable  Bldg.,  Portland  — CA  6-65yi 
935  Lloyd  Center,  Portland  — AT  2-T211 


^ “I  feel  like  my  old  self  again!”  Thanks  to  jour 

balanced  Deprol  therapy,  her  depression  has  lifted  and  her  mood 
has  brightened  up  — while  her  anxiety  and  tension  have  been  calmed  down, 
She  sleeps  better,  eats  better,  and  normal  drive  and  interest 
have  I’eplaced  her  emotional  fatigue. 


as  it  calms  anxiety 

Brightens  mood... relaxes  tension 


||  While  energizers  may  stimulate  the  patient 
I j when  she  is  depressed  — t/iey  often  aggravate 
I her  anxiety,  tension  and  insomnia. 

i,  And  although  tranquilizers  may  help  the 
patient  when  she  is  tense  and  anxious  — they 
‘ often  deepen  her  depression  and  emotional 
fatigue. 

These  “seesaw”  effects  are  avoided  with 
, Deprol.  It  lifts  depression  as  it  calms  anxiety— 
< a balanced  action  that  brightens  the  mood,  re- 


laxes tension,  and  relieves  insomnia,  anorexia 
and  emotional  fatigue. 

Exceptionally  ivell  tolerated.  In  four  years  of 
clinical  use  no  liver  toxicity,  hypotension,  psy- 
chotic reactions  or  changes  in  sexual  function 
have  been  reported  with  Deprol. 

Compatible  with  therapy  for  physical  diseases. 
Deprol  does  not  complicate  specific  therapies 
for  cardiovascular,  G.I.  and  upper  respiratory 
conditions. 


] 


Energ'izers 
relieve  depression 


Deprol  both  lifts  depression  and  calms  anxiety 


reduce  anxiety 


Dosage:  Usual  starting  dose  is  1 tablet  q.i.d.  When 
necessary,  this  may  be  increased  gradually  up  to  3 
tablets  q.i.d.  With  establishment  of  relief,  the  dose 
may  be  reduced  gradually  to  maintenance  levels. 
Composition:  1 mg.  2-diethylaminoethyl  benzilate 
hydrochloride  (benactyzine  HCl)  and  400  mg. 
meprobamate. 

Supplied:  Bottles  of  50  light-pink,  scored  tablets. 
Write  for  literature  and  samples. 


^Deprol^' 


WALLACE  LABORATORIES  / Cranbury,  N.  J. 


C0-739t 


CORRESPONDENCE 

This  department  is  a forum,  provided  for 
free  individuoil  expression.  Letters  ore  pub- 
lished os  received  and  given  little  or  no 
editing.  Proof  is  submitted  when  time  per- 
mits, before  publication.  Responsibility  for 
statements  rests  with  the  authors  of  these 
communications  and  not  with  this  journal 
which  strives  only  to  protect  the  right  of 
individuals  to  speak  for  themselves.  Ed. 


Time  for  a change 

EDITOR,  NORTHWEST  MEDICINE: 

For  more  than  50  years  the  institution  caring  for 
the  majority  of  hospitalized  children  in  the  North- 
west has  been  called  the  Children’s  Orthopedic 
Hospital.  Originating  as  a 6 bed  ward  in  Seattle 
General  Hospital  in  1908,  it  soon  outgrew  its 
limitations  and  moved  to  expanded  (piarters  on 
Queen  Anne  Hill.  It  was  felt  to  be  appropriately 
named  at  the  time  because  the  need  for  hospital- 
ization for  children  was  largeh'  the  result  of  osteomy- 
elitis, poliomyelitis,  tuberculosis  and  other  chronic 
diseases  involving  the  neuromuscular  and  skeletal 
systems— Orthopedic  problems. 

The  original  volunteer  staff  was  composed  of 
general  practitioners,  surgeons,  and  orthopedists; 
pliNsicians  equipped  to  treat  the  chronic,  disabling 
conditions  of  that  era.  There  were  few,  if  any, 
pediatricians;  and  few  acute  pediatiic  diseases— the 
children  with  pneumonia,  meningitis  and  septicemia 
lived  or  died  irrespective  of  treatment  at  that  time. 
Orthopedic  problems  comprised  a large  portion  of 
children  who  lived  long  enough  to  undergo  treatment. 

But  times  have  changed.  Prontosil  and  sulfanili- 
mide  were  discov'ered  in  the  late  1930s,  penicillin  in 
the  ’40s,  and  a host  of  “wonder  drugs”  in  the  ’50s. 
These  drugs  have  made  osteomyelitis  an  acute,  mild 
disease,  often  treatable  at  home;  they  have  made 
tuberculosis  of  the  bone  an  oddity  in  children;  vac- 
cine has  virtually  wiped  out  paralytic  poliomyelitis. 

The  Children’s  Orthopedic  Hospital  has  changed 
with  the  times.  The  patient  load  is  now  less  than 
15  per  cent  orthopedics.  The  hospital  now  is  full  of 
treatable  meningitis,  acute  respirator\-  disease,  diag- 
nosed metabolic  disease  and  other  non-orthopedic 
diseases  man\-  of  of  which  were  completely  unknown 
50  years  ago. 

The  staff  has  changed;  the  surgeons  and  ortho- 
pedists are  still  here,  but  the\'  have  been  out- 
numbered by  pediatricians.  The  hospital  has  gradu- 
ally expanded  its  facilities,  so  that  splints,  plaster 
and  braces  comprise  but  a small  part  of  the  arma- 
mentarium to  combat  disease— oxygen  tents,  I.\'. 
solutions,  test  tubes,  electrophoresis  machines,  electro- 
cardiographs and  culture  tubes,  all  have  assumed 
increasing  importance  in  the  transition  of  the  Chil- 


dren’s Orthopedic  Hospital  to  the  Children’s  Medical 
Center. 

The  need  for  changing  the  name  may  not  be  too 
obvious  to  those  who  have  grown  up  with  the  hos- 
pital. To  the  stranger,  however,  to  the  potential 
intern  or  resident,  to  the  young  physician  starting 
practice  in  this  community,  the  name  Children’s 
Orthopedic  Hospital  connotes  a limited  function, 
unjustified  by  the  facts.  In  competing  on  the  na- 
tional level  for  interns  and  residents,  the  word 
orthopedic  eliminates  the  hospital  from  the  consider- 
ation of  many  excellent  potential  house  officers. 
Consideration  for  donations  or  research  grants  may 
be  unfavorably  influenced  by  the  limited  scope  of 
care  as  suggested  b\'  the  present  name. 

Acknowledgement  of  the  handicaps  and  misinter- 
pretation resulting  from  the  name  has  been  made  by 
the  medical  staff  and  board  of  the  hospital.  In  spite 
of  the  sentiment,  tradition,  and  community  recogni- 
tion attached  to  the  name  Children’s  Orthopedic 
Hospital,  the  board  of  the  hospital  has  taken  steps  to 
legally  change  the  name  to  The  Children’s  Orthopedic 
Hospital  and  Medical  Center.  The  addition  of  and 
Medical  Center  brings  into  perspective  the  true  role 
of  this  institution  while  maintaining  the  tradition  of 
the  Children’s  Orthopedic  Hospital. 

J.XCK  M.  DOCTER,  M.D. 

Medical  Director 

We  would  not  for  a moment  derogate  the  role  of 
The  Children’s  Orthopedic  Hospital,  or  that  of  its 
devoted  supporters,  in  assisting  physicians  to  render 
invaluable  service  to  children  of  the  Northwest  hut 
we  do  not  believe  this  decision  was  a tcise  one.  If 
the  type  of  service  rendered  by  physicians  in  the 
hospital  has  changed  but  is  now  handicapped  by 
an  inappropriate  word,  the  offending  word  should  be 
dropped.  Sentiment  and  the  tradition  of  service  to 
humanity  ought  to  outweigh  sentiment  and  tradition 
concerning  a word.  The  hospital  could  very  well  be 
known  as  The  Childrens  Hospital,  a name  clearly 
indicating  its  purpose  and  one  much  more  easily 
used.  More  serious,  however,  is  designation  of  the 
in.^itution  as  a medical  center,  implying  that  the 
hospital  offers  medical  care.  It  cannot  do  so.  Medical 
care  is  given  by  physicians,  not  by  hospitals.  Im- 
plication of  the  name  reported  by  Dr.  Docter  en- 
courages false  concepts  of  the  function  of  a hospital 
and  does  less  than  justice  to  those  physicians  who 
have  made  and  are  making  such  magnificent  contri- 
bution to  the  area’s  children.  Ed. 

Excellent  recruitment  idea 

EDITOR,  NORTHWEST  MEDICINE 

I am  writing  to  acquaint  you  with  a program 
the  Whatcom  County  Medical  Society  has  in  oper- 
ation where  we,  as  a society,  sponsor  several 
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scholarships  for  premeclical  students  or  students  in 
para-medical  fields  studying  at  Western  Washington 
State  College.  Currently,  on  a two  year  basis,  our 
Society  has  allotted  $1400  to  be  used  over  the  two 
years. 

At  the  present  time  one  premedical  student  and 
one  prephysiotherapy  student  have  full  scholarships 
for  the  current  year.  If  their  performance  merits  it, 
we  will  carry  these  students,  and  others,  at  least  one 
more  year.  Our  policy  will  be  reviewed  every  two 
years. 

We  think  other  county  societies  may  be  interested 
in  similar  programs,  and  would  appreciate  queries 
or  comments. 

Sincerely, 

J.  C.  M.VSON,  M.D. 

Secretaiy,  Whatcom  County  Medical  Society 

Myceiism  death  registry 

EDITOR,  NORTHWEST  MEDICINE 

Publication  of  the  follow'ing  note  in  yonr  editorial 
pages  will  be  appreciated; 

The  National  Registry  of  Deaths  from  Mycetism 
maintains  a file  of  deaths  attributed  to  ingestion  of 
wild  mushrooms  (1957  to  date). 

Physicians  are  reciuested  to  send  notice  of  all  such 
deaths  (age,  ssx,  date,  locality)  to  the  undersigned, 
at  Massachusetts  Medical  Society,  22  The  Fenway, 
Boston  15,  Massachusetts. 

ROBERT  W.  BUCK,  M.D. 

Secretary 

Their  own  two  feet 

EDITOR,  NORTHWEST  MEDICINE 

The  articles  and  letters  that  have  appeared  in 
NORTHWEST  MEDICINE  in  the  last  few  issues  have  been 
very  interesting  as  well  as  stimnlating.  Difference 
of  opinion  is  what  makes  life  worth  while.  I’ve  been 
amused  at  the  quoting  of  statistics  to  attempt  to 
prove  the  points  the  various  authors  wish  to  make. 

“Mental  Health”  is  today  a very  hot  subject  and  is 
being  promoted  from  all  angles,  especially  by  those 
interested  in  expansion  of  federal  control.  It  means 
one  thing  to  me,  and  apparently  something  else  to 
others.  Surely  there  is  a difference  between  mental 
illness,  mental  health,  and  mental  retardation.  The 
psychiatrists  cover  all  of  these  but  the  general  prac- 
titioners, internists,  and  pediatricians,  although  they 
see  plenty  of  problems  in  mental  health  and  certainly 
too  much  (one  patient  is  too  many)  mental  retarda- 
tion, rarely  are  consulted  because  of  mental  illness. 

I cannot  bring  myself  to  believe  that  every  emo- 
tional conflict  is  potentially  serious.  Certainly  the 
person,  adnlt  or  child,  who  has  never  met  an  obstacle, 
had  to  make  a decision,  or  adjust  to  family  or  life 
situations,  is  an  unhappy  person.  The  normal  indi- 
vidual is  the  one  who  can  face  up  to  problems  and 


.solve  them  to  his  own  satisfaction  and  to  that  of 
others  involved,  including  society  as  a whole.  To 
learn  to  do  that  is  a part  of  the  normal  learning  and 
maturing  process. 

In  my  opinion,  one  of  our  problems  today  is  that 
there  are  altogether  too  many  people  who  have  not 
learned  to  stand  on  their  own  two  feet  and  make 
decisions  for  themselves.  Too  many  are  acting  like 
the  alcoholic  who,  wallowing  in  self  created  misery, 
begs,  “Help  me!” 

Yours  very  truly, 

FRANK  H.  DOUGLASS,  M.D. 

Seattle,  Washington 

Valuable  source 

EDITOR,  NORTHWEST  MEDICINE 

Congratulations  to  northwest  medicine  on  its 
60th  birthday.  It  has  in  the  past  and  continues  to 
fulfill  a very  real  need  in  the  area  of  medical  com- 
munications. 

The  progress  in  and  excellence  of  medical  educa- 
tion and  the  practice  of  medicine  in  the  beautiful 
Pacific  Northwest  are  accepted  as  commonplace  by 
today’s  standards,  but  they  would  have  been  far  more 
difficult  to  attain  and  years  longer  in  accomplishment 
had  it  not  been  for  the  vision,  dedication  and  deter- 
mined hard  work  by  Dr.  Smith  and  Eagleson  and 
early  contributors  to  your  publication. 

As  the  official  Association  for  medical  students, 
we  find  northw'est  medeictne  a valuable  source  of 
information  and  are  always  pleased  to  note  the 
inclusion  of  Student  American  Medical  Association 
news  in  your  pages.  W'e  hope  that  our  publication. 
The  New  Physician,  will  perform  the  same  function 
for  our  members  as  northwest  medicine  has  for 
the  physicians  belonging  to  its  component  sponsoring 
state  associations  over  these  years. 

Again,  our  congratulations  and  best  wishes  for 
continued  service. 

Very  sincerely  yours, 

RUSSELL  F.  STAUDACHER 

Executive  Director,  S.A.M.A. 

Burma  Beckons 

EDITOR,  NORTHWEST  -MEDICINE 

An  excellent  opportunity  exists  for  a young  Ameri- 
can general  practitioner  with  an  interest  in  surgery, 
to  work  with  famed  Burma  Surgeon,  Gordon  S. 
Seagrave,  at  his  250-bed  hospital  in  Namkham, 
Burma.  Minimum  appointment  is  for  two  years.  With 
satisfaction,  an  extended  tenure  would  be  encour- 
aged. 

The  candidate  should  be  an  American  citizen  of 
any  race  or  religion  but  his  age  should  not  exceed 
forty.  He  may  be  married  or  single.  If  married  to  a 

Continued  on  page  290 
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“Sounds  like 
a case  for 
Protamide, 


Just  a few  words  from  one  physician  to  another  and  yet  thousands  of 
patients  with  the  pain  of  neuritis  or  herpes  zoster  have  been  helped  to 
fast  relief  and  speedier  recovery  by  this  helpful  suggestion. 

Relief  of  inflammatory  radicular  pain,  including  herpes  zoster,  is  prompt 
when  Protamide  is  administered  early*'^  in  the  course  of  the  disease. 
More  important,  recovery  usually  follows  in  three  to  six  days,  with 
prompt  response  even  in  ophthalmic  herpes  zoster.^ 

references:  (1)  Baker,  A.  G.:  Penn.  Med.  J.  63:691  (May)  1960.  (2)  Smith,  R.  T.:  New  York 
Med.  (Aug.  20)  1952,  pp.  16-19.  (3)  Smith,  R.  T.:  Med.  Clin.  N.  Amer.  (Mar.)  1957.  (4) 
Lehrer,  H.  W.;  Lehrpr,  H.  G.,  and  Lehrer,  D.  R.:  Northw.  Med.  (Nov.)  1955.  (5)  Sforzolini, 
G.  S.:  Arch.  Ophthal.  62:381  (Sept.)  1959. 

® —an  exclusive  colloidal  solution  of 
processed  and  denatured  enzyme— 
is  not  foreign  protein  therapy. 

Boxes  of  10  ampuls,  1.3  cc.  each,  for  intramuscular  injection. 


PROTAMID 


Detroit  11,  Michigan 
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® P-885 

12  REaAL  SUPPOSITORIES 


PNS 


© 


Each  suppository  contains: 

Pontocaine®  (brand  of 
tetracaine)  HCI 10  mg. 

Neo-Synephrine®  (brand  of 
phenylephrine)  HCI 5 mg. 

Neomycin  (os  neomycin 

sulfate) 5 mg. 

Superinone®  (brand  of  tyloxapol 
(oxyethylated  tertiary  octyl- 
phenol-polymethylene 
polymerl) 25  mg. 

Bismuth  subcarbonate 100  mg. 

Sodium  propionate 100  mg. 

Suppository  base  contains 
synthetic  cocoa  butter. 
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1 


urine 

tests 


as 

basic 


your 

stethoscope 


Ames  products  are  available 
through  your  regular  supplier. 


oacetest' 

urint  ketones 

0 clinitest' 

urine  sugar 

Oictotest 

urine  bilirubin 

Salbustlx' 

urine  protein 

Iclinistix’ 

I — * urine  glucose 


ihemastix’ 

hematuria ! bemoglobinuria  \ ] 

iketostix 
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^\^iAr^aj(rXi4AX/ 


IMEOSORB® 

peptic  ulcer  management 
without  acid  rebound 


economical  to  use  • less  constipation 


Each  Tablet  contains 

Aluminum  Hydroxide  Gel  (Dried) 
4 grs.  (0.26  gram) 

Magnesium  Trisilicate 

7 grs.  (0.45  gram) 

Methylcellulose  (mucin-like 
colloid)  1 gr.  (0.065  gram) 


Dosage:  2 tablets  every  2 to  4 
hours.  Tablets  to  be  chewed  and 
swallowed  with  minimum  amount 
of  fluids.  1 tablespoonful  of  liquid 
neosorb  equivalent  to  2 neosorb 
tablets.  Supplied  in  sizes  100,  500 
and  1,000  tablets.  Liquid  in  quarts 
and  pints. 


fob/ef 
or  liquid 


Prescribe  NEOSORB®  with  confidence 


Haack  Laboratories,  Inc.,  Portland  1,  Oregon 
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all  things  eansidereH 

in  Considering  the  pattern  of  mixed  bacteria,  localized  or  diffuse 

involvement,  potential  underlying  disease,  and  the  need  to  allay  symptoms  and  ease 
respiratory/cardiac  function ...  physicians  often  include  DECLOMYCIN  demethylchlor- 
tetracycline  in  the  course  of  therapy. 

DECLOMYCIN  produces  activity  levels  higher  than  those  of  other  tetracyclines ...  at  lower 
dosage... and  maintains  them  during  the  entire  course  of  treatment  without  significant 
fluctuation. 


This  activity  is  prolonged  24  to  48  hours  after  the  last  dose,  helping  to  protect  against  relapse. 


the 

deeiHion 
in  for 


Over  the  wide  range  of  everyday  infections— respiratory,  urinary  and  most  others— in  the 
young  and  the  aged— the  acutely  or  chronically  afflicted— DECLOMYCIN  provides  the 
“extra  dimension”  in  broad  spectrum  control. 

For  adults:  Capsules,  150  mg.  and  75  mg.  For  children:  cherry-flavored  Pediatric  Drops,  60  mg./cc.,  and  cherry-flavored 
Syrup,  75  mg./5  cc.  Request  complete  information  on  indications,  dosage,  precautions  and  contraindications  from  your 
Lederle  representative,  or  write  to  Medical  Advisory  Department. 


H CLOMYCIN 


DEMETHYLCHLORTETRACYCLINE  LEDERLE 


...WITH  METHEDRINE' SHE  CAN  HAPPILY  REFUSEI 


Controls  food  craving,  keeps  the  reducer  happy  — In  obesity,  "our  drug  of  choice  has 
been  methedrine . . . because  it  produces  the  same  central  effect  with  about  one- 
half  the  dose  required  with  plain  amphetamine,  because  the  effect  is  more  pro- 
longed,  and  because  undesirable  peripheral  effects  are  significantly  minimized  or 

entirely  absent.”  Douglas,  H.  West.J.Surg.  59:238  (May)  1951. 


‘METHEDRINE’ 

brand  Methamphetamine  Hydrochloride 

Supplied:  Tablets  5 mg.,  scored.  Bottles  of  100  and  1000. 

Literature  available  on  request. 

JZi  BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  New  York 
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vacancy 

“The  direct  cost  for  caring  for  the  mentally  ill  is 
$1 .7  billion  a year.  Workers  who  become  mentally  ill 
lose  over  half  a billion  dollars  in  earnings  each  year. 

Staff  in  one  mental  hospital  recently  tried  an 
experiment  with  65  patients  who  had  been  confined 
for  an  average  of  13  years.  They  practiced  the  best 
treatment  methods  now  known  and,  ivithin  six 
months  to  a year,  37  of  these  patients  were  well 
enough  to  be  discharged.  Only  eight  of  the 
discharged  patients  failed  to  hold  the  gains  they  had 
made  for  at  least  a year  after  they  left  the  hospital."* 


Hope  now,  where  there  was  no  hope.  Drugs  which 
help  now,  where  there  were  no  known  drugs  which 
helped  — even  five  years  ago.  Independent  drug 
research  is  continuing  in  this  vital  area.  But,  should 
it  be  discontinued  because  the  cost  must  somehow  be 
reflected  in  the  ultimate  price  of  the  new  drug  — 
if  it  is  to  be  discovered  ? Or  should  the  sign  read, 
as  it  has  throughout  time  in  overcrowded 
mental  institutions : “no  vacancies.” 

*U.S.  Department  of  Health,  Education  and  Welfare, 

Public  Health  Service  Publication  No.  813. 


This  message  is  brought  to  you  on  behalf  of  the  producers  of  prescription  products. 


PHARMACEUTICAL  MANUFACTURERS  ASSOCIATION  • 1411  K STREET,  N.W.  • WASHINGTON,  D.C. 


Formerly  nervous  and  tense, 
the  Librium-treated  patient  is 
better  able  to . . . 

enjoy 

her 

family 


This  in  essence  is  what  happens  when 
you  place  a patient  on  Librium  therapy. 
She  is  better  able  to  function  normally, 
take  an  active  interest  in  her  family 
and  surroundings,  meet  and  solve 
daily  problems. 

Librium  has  a wide  range  of  usefulness. 
Its  spectrum  of  activity  envelops  and 
extends  well  beyond  that  of  mepro- 
bamate and  into  certain  indications  for 
which  phenothiazines  are  prescribed. 
Librium  does  not  dull  mental  clarity 
or  induce  drowsiness.  Its  effect  is 
prompt  and  decisive,  even  in  patients 
where  tranquilizer  therapy  has  failed. 
Over-all,  Librium  offers  you  an  unusually 
safe  compound  which  is  free  from 
extrapyramidal  or  autonomic  side  effects, 
and  which  will  not  bring  about  or 
deepen  depression.  Librium  is  available 
in  capsules  of  5 mg,  1 0 mg  and  25  mg, 
and  in  100  mg  ampuls  — a range  of 
dosage  strengths  which  enables  you  to 
treat  all  degrees  of  anxiety  and  tension 
in  most  patients.  Consult  literature 
and  dosage  information,  available 
on  request,  before  prescribing. 

Anxiety  and  tension  relieved 
Alertness  maintained 


Librium' 


chlordiazepoxide 


successor 

to  the  tranquilizers 


ROCHE 


5% 

*^extrose 


the  finest 
parenteral 
system 


THE 

DIFFERENCE 

IS 

MEDICAL 

ENGINEERING 


Yes,  there  is  a difference.  The  glass  container  and  administration  set, 
pictured  above,  have  no  value  until  they  are  connected  to  each  other 
and  to  a patient's  vein.  They  are  also  valueless  if  they  do  not  form  a 
simple  and  safe  method  of  transporting  parenteral  solutions  into  that 
patient's  vein.  This  is  where  medical  engineering  comes  in. 

Medical  engineering  recognizes  that  simplicity  of  operation  reduces 
the  possibility  of  error  at  your  patient's  bedside,  and,  therefore,  makes 
simplicity  one  of  its  chief  goals.  Medical  engineering  gives  you  Safety 
Through  Simplicity. 


Don  Baxter,  Inc.,  Glendale,  California 


^®nce  Solution 
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As  Natasha  posed  for  her  portrait.  . . 


vertigo  posed  a problem. 


The  artist  solved  his  with  paint.  . . 


and  a doctor  solved  hers  with  Antivert. 


MODERATE  TO  COMPLETE  RELIEF  OF 
SYMPTOMS  IN  9 OUT  OF  10  PATIENTS* 

Antivert  combines  meclizine  HCI,  an 
outstanding  drug  for  treatment  of 
vestibular  dysfunction,  with  nicotinic 
acid,  a drug  of  choice  for  prompt 
vasodilation.  Side  reactions,  usually 
only  flushing  and  tingling,  are  short- 
lived and  considered  coincidental  to 
vasodilation  produced  by  nicotinic  acid. 
As  with  all  vasodilators.  Antivert  is 
contraindicated  in  severe  hypotension 
and  hemorrhage.  For  complete  pre- 
scription information,  consult  product 
brochure.  Prescribe  Antivert  for 
your  patients  with  vertigo,  Meniere’s 
syndrome  and  allied  disorders. 

*Scal,  J.  C.:  Eye  Ear  Nose  & Throat  Month. 
38:738  (Sept.)  1959. 

Antivert* 
stops  vertigo 

...and  for  your  geriatric  patients: 

NEOBON® 

See  Physicians’  Desk  Reference 
for  prescription  information. 

New  York  17,  N.  Y. 

Division,  Chas.  Pfizer  & Co.,  Inc. 

Science  for  the  World’s  Well-Being® 


Antivert  stopped  the  vertigo; 
but  it  couldn't  stop  the  artist. 
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but  it  can  help  you  relieve 
the  suffering  of  your  patient 
in  PAIN  . . . 

by  reducing  the  anxiety  and  fear 
that  intensify  pain 

by  potentiating  analgesics — enabling 

Thorazine'  is 

brand  of  chlorpromazine 

Thorazine'  is  particularly  useful  in 
the  severe  pain  seen  in  your  cancer, 
surgical,  and  obstetrical  patients. 

It  is  available  in  a wide  variety  of 
dosage  forms,  including  injection, 
Spansule®  sustained  release  capsules, 
suppositories,  syrup  and  tablets. 

For  prescribing  information,  please 
see  PDR  or  SK&F  literature. 


you  to  reduce  narcotic  dosage  by 


f 1 • you  to  red 

not  an  analgesic  50  to  75% 

and  by  controlling  nausea  and  vomiting. 
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BIRTCHER  MEDICAL  ELECTRONICS 

Serving  The  Great  Northwest 

Factory  trained  representatives  to  bring  you  direct  counsel  and  service 


TOM  FITZGERALD  DICK  SWAINSON  EDWARD  AAMODT  EDWARD  EIK  SWAN  OLSON 

Territory  Manager  Portland  Asst.  Territory  Mgr.  Billings  Spokane 

Portland  CA  7-0506  Seattle  aL  2-6567  RI  7-2251 


CA  7-0506  SU  4-2314 

AL  2-8889 


Birtcher  Medical  Electronics 


CARDIOLOGY 

Electrocardiographs  • Cardioscopes  • Heartpacer®  Defibrillator  • Cardiac  Monitoring  and  Resuscitation  Center 


ELECTROSURGERY 

Blendtome  • Hyfrecator®  • Electrosectilis® 

PHYSICAL  THERAPY 

Ultrasonics  • Muscle  Stimulator  • Shortwave  Diathermy  • Ultraviolet  • Infrared  • Hydrotherapy 

All  of  the  above  are  available  on  the  exclusive  Birtcher  lease  plan 

THE  BIRTCHER  CORPORATION  • 4371  Valley  Blvd.,  Los  Angeles,  Calif.  • 10711  N.E.  Weidler  St.,  Suite  208,  Portland,  Ore.,  AL  2-8889 


RALEIGH  HILLS  HOSPITAL* 

Member  of  the  American  Hospital  Association;  Recognized  by  the  American  Medical  Association 

EXCLUSIVELY  for  the  TREATMENT  of 

ALCOHOL  ADDICTION 

by  Conditioned  Reflex  and  Adjuvant  Methods 

MEDICAL  STAFF. 

John  R.  Montague,  M.D.  Norris  H.  Perkins,  M.D.  Merle  M.  Kurtz,  M.D. 

John  W.  Evans,  M.D.,  Consulting  Psychiatrist 

Raleigh  Hills  Hospital 

LARRAE  A.  HAYDON,  ADMINISTRATOR 
JEAN  B.  TANNER,  ADMINISTRATOR 

6050  S.W.  Old  Scholls  Ferry  Road  Portland  7,  Oregon  Mailing  Address;  P.  O.  Box  366 

Telephone:  CYpress  2-2641 

FORMERLY  RALEIGH  HILLS  SANITARIUM,  Inc. 
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PRO-BANTHINE 


brand  of  propantheline  bromide 


in 


{; 


peptic  ulcer 
gastritis 

biliary  dyskinesia 


• spastic  colon 

• pylorospasm 

• functional  gastrointestinal  disorders 


Prompt,  positive  control  of  excess  gastroin- 
testinal acidity  and  motility  has  earned  for 
Pro-BanthIne  the  widest  acceptance  as  the 
standard  anticholinergic  medication. 

Authorities  in  pharmacology  and  therapeu- 
tics recognize  the  beneficial  actions  of  Pro- 
BanthIne.  Clinicians  prescribe  it  more  often 
than  any  other  drug  of  its  class. 

In  patients  with  peptic  ulcer  or  other  con- 
ditions characterized  by  hyperfunction  of  the 
enteric  tract,  Pro-Banthine  refieves  pain, 
suppresses  excessive  secretion  and  motility, 
prolongs  the  neutralizing  property  of  antac- 
ids and  hastens  resolution  of  the  disorder. 

The  books  say  “Pro-Banthine”  when  anti- 
cholinergic medication  is  indicated. 


Pro-BanthIne  is  supplied  in  seven  forms 
and  combinations  for  every  clinical  need.  | 

Pro-Banthine  Tablets  of  15  mg.  . 

Pro-Banthine  Ampuls  of  30  mg. 

Pro-Banthine  p.a.®  (Prolonged  Acting)  Tablets  of  [ 

30  mg. 

Pro-BanthIne  (Half  Strength)  Tablets  of  7.5  mg.  [ 

Pro-Banthine®  with  Dartal®  Tablets,  contain-  ! 

ing  15  mg.  of  Pro-BanthIne  and  5 mg.  of  Dartal 

(brand  of  tbiopropazate  dihydrochloride).  ' 

Pro-Banthine  with  Phenobarbital  Tablets,  con- 
taining 15  mg.  of  Pro-Banthine  and  15  mg.  of  pheno-  I 

barbital. 

Probitaltm  Tablets,  containing  7.5  mg.  of  Pro- 
BanthIne  and  15  mg.  of  phenobarbital. 

G.D.  SEARLE  & CO.  ' 

CHICAGO  80.  ILLINOIS 
Research  in  the  Service  of  Medicine 
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EDITORIAL 


Extending  the  Process 


Observers  in  Washington,  D.  C.,  have  been  com- 
menting on  recent  changes  in  the  theory  of  gov- 
ernment. The  original  concept  of  a government 
of  laws  is  being  discarded,  they  say,  in  favor  of 
a government  by  men.  Key  word  in  the  process 
is  program.  To  fill  a need,  either  real  or  fabri- 
cated, there  must  be  a program.  Distribution 
of  benefits  of  the  program  is  controlled  by  men. 
As  more  government  money  and  more  govern- 
ment men  are  devoted  to  programs,  the  govern- 
ment becomes  one  more  of  men  than  of  laws. 
There  are  inumerable  examples. 

One  of  the  most  persistent  spawners  of  pro- 
grams is  the  United  States  Public  Health  Serv- 
ice. According  to  GP,  the  Public  Health  Service 
called  a conference  last  November  to  discuss  a 
program  for  improvement  in  communication.^ 
Certain  program  minded  politicians  have  com- 
plained that  results  of  research  supported  by  the 
National  Institutes  of  Health  have  not  been  re- 
ported promptly  to  practicing  physicians.  The 
cure  for  this  deficiency  is,  of  course,  another 
program.  In  the  GP  report  it  is  stated  that  14  of 
22  proposals  at  the  conference  were  of  primary 
importance.  One  of  these  was  objectionable 
and  another,  as  stated  by  Mr.  Cahal,  Executive 
Director  of  the  Academy  of  General  Practice, 
hair  raising. 

Proposal  number  7 at  the  conference  declared 
that  USPHS  should  assume  full  responsibility 
for  all  postgraduate  education  of  physicians  in 
the  country.  Number  II,  the  hair  raising  pro- 
posal, called  for  PHS  to  employ  a great  staff  of 
experts  who  would  travel  about  the  country, 
calling  on  physicians.  They  would  conduct  face 
to  face  interviews  to  tell  physicians  how  they 
should  be  practicing.  This  would  be  postgrad- 
uate education  by  the  detail  man  technique,  un- 
der control  of  the  Secretary  of  Health  Educa- 
tion and  Welfare. 

Another  program  launched  recently  by  PHS 
is  one  reviewing  applications  to  the  service  for 
publication  support.^  A committee  responsible  to 
the  Surgeon  General  PHS  has  been  named  to 
pass  on  all  such  publication  of  scientific  material. 
Purpose,  according  to  Surgeon  General  Terry,  is 
to  help  improve  communication  of  results  of 
research  from  scientists  to  health  practitioners. 


Thus  government  grows  and  extends  its  power. 
Government  builds  hospitals  and  facilities  for 
diagnosis  and  treatment.  Government  pays  for 
research.  Government  wants  to  support  medical 
education.  Government  has  declared  its  inten- 
tion to  furnish  medical  care  for  the  aged.  Now 
Government  wants  to  provide  all  postgraduate 
medical  education. 

One  of  the  world’s  most  astute  political  ob- 
servers discussed  this  development  more  than  a 
hundred  years  ago  and  made  a remarkably  ac- 
curate forecast,  based  on  his  analysis  of  the  man- 
ner in  which  it  would  be  permitted  to  grow. 
Alexis  de  Tocqueville  first  published  “Democ- 
racy in  America”  in  1835.  In  it  he  said: 

I think,  then,  that  the  species  of  oppres- 
sion by  which  democratic  nations  are  men- 
aced is  unlike  anything  which  ever  before 
existed  in  the  world:  our  contemporaries 
will  find  no  prototype  of  it  in  their  memo- 
ries. I seek  in  vain  for  an  expression  which 
will  accurately  convey  the  whole  of  the  idea 
I have  formed  of  it;  the  old  words  of  despo- 
tism and  tyrany  are  inappropriate:  the  thing 
itself  is  new,  and  since  I cannot  name,  I must 
attempt  to  define  it.  . . . The  first  thing  that 
strikes  the  observer  is  an  inumerable  multi- 
tude of  men,  all  equal  and  alike,  incessantly 
endeavoring  to  procure  the  petty  and  paltry 
pleasures  with  which  they  glut  their  lives. 

. . . Above  this  race  of  men  stands  an  im- 
mense and  tutelary  power,  which  takes  upon 
itself  alone  to  secure  their  gratifications,  and 
to  watch  over  their  fate.  That  power  is  abso- 
lute, minute,  regular,  provident  and  mild. 

. . . For  their  happiness  such  a government 
labors,  but  it  chooses  to  be  the  sole  agent 
and  the  only  arbiter  of  that  happiness;  it 
provides  for  their  security,  foresees  and  sup- 
plies their  necessities,  facilitates  their  pleas- 
ures, manage  their  principal  concerns,  di- 
rects their  industry,  regulates  the  descent  of 
property,  and  subdivides  their  inheritance: 
what  remains  but  to  spare  them  all  of  the 
care  of  thinking  and  all  the  trouble  of  living? 

What  de  Tocqueville  alone  saw  then  is  quite 
apparent  now,  to  anyone  who  cares  to  look. 
Those  who  look  again  at  the  frightening  offers 
made  by  the  Public  Health  Service  might  won- 
der if  he  had  seen  quite  far  enough.  He  foresaw 
what  would  be  done  to  the  common  man.  Did 
he  realize  how  far  the  process  would  be  extended 
in  effort  to  control  a learned  profession? 


1 USPHS  Communications  Conference  Proposals  Bear 
Watching,  News,  GP  27:267,  269,  (March)  1963. 

2 PHS  Establishes  Publication  Committee,  Miscellanea 
Medica,  JAMA  183:adv  p 49,  (Mar  16)  1963. 
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fflurandrenolone,  Lilly)  (flurandrenolone  with  neomycin  sulfate,  Lilly) 


effective . . . even  in  psoriasis 

Topical  application  of  Cordran  promptly  relieves  itching,  reduces  swell- 
ing, erythema,  and  scaliness,  and  causes  involution  of  superficial  lesions 
in  chronic  resistant  dermatoses — even  in  psoriasis. 

Occlusive  dressings  markedly  enhance  the  effectiveness  of  Cordran  by 
promoting  percutaneous  absorption  and  providing  more  intimate  contact 
with  the  medication.  A suggested  technic  when  psoriasis  proves  especially 
resistant:  Use  pliable  plastic  sheets  or  gloves  over  the  treated  area. 

Each  Gm.  of  Cordran  cream  or  ointment  contains  0.5  mg.  Cordran.  Each 
Cm.  of  Cordran-X  cream  or  ointment  contains  0.5  mg.  Cordran  and  5 
mg.  neomycin  sulfate  (equivalent  to  3.5  mg.  neomycin  base).  All  forms 
are  supplied  in  7.5,  15,  and  60-Gm.  tubes. 

This  is  a reminder  advertisement.  For  adequate  information  for  use,  please  consult  manufacturer’s 
literature.  Eli  Lilly  and  Company,  Indianapolis  6,  Indiana. 


260 

Sorthwest  Medicine,  April  1963 


ORIGINAL 


ARTICLES 


Mallory-Weiss  Syndrome 

ROBERT  W.  KENDALL,  M.D.  Portland,  Oregon 

The  surgeon  is  often  faced  with  the  problem  of  acute,  massive,  upper 
gastro-intestinal  hemorrhage,  the  cause  of  which  is  not  readily  established.  A 
rare,  but  often  fatal,  cause  which  must  be  considered  in  such  cases  is  the  Mal- 
lory-Weiss syndrome.  This  paper  gives  a brief  historical  review  as  well  as  the 
diagnosis  and  treatment  of  this  condition  on  the  basis  of  experience  in 

three  cases. 


When  the  Mallory-Weiss  syndrome  was  first 
described  in  1929,  the  original  observers  felt  that 
this  disease  was  caused  by  an  alcoholic  debauche 
followed  by  vomiting  which  led  to  cardio-eso- 
phageal  lacerations.  Massive  hemorrhage  was  a 
common  and  often  fatal  result.  In  their  original 
publication,  Mallory  and  Weiss  described  15 
cases  of  this  syndrome,  only  four  of  which  were 
proved  at  autopsy.' 

An  interesting  experimental  study  was  also 
reported  in  that  same  paper.  The  pylorus  of  a 
fresh  cadaver  stomach  was  tied  off  and  the 
stomach  was  filled  with  water.  Then,  with  the 
esophagus  partially  occluded,  pressure  was  ex- 
erted upon  the  stomach.  This  caused  dilitation 
of  the  cardia  producing  lacerations  identical  to 
those  seen  in  their  clinical  cases.  They  postulated 
that  this  same  pressure  mechanism  was  in  force 
during  the  act  of  severe  vomiting.  In  1932,  they 
described  six  more  cases,  only  two  of  which 
were  proven  at  autopsy.*' 

It  was  not  until  1953  that  this  syndrome  again 
appeared  in  the  literature,  when  Decker,  Zam- 
check  and  Mallory  added  eleven  new  cases  and 
discussed  the  pathology  of  the  lacerations.^  All 
of  these  cases  were  proven  at  autopsy  and  they 
felt  that  alcoholism  did  not  play  as  important  a 
role  as  was  originally  thought.  They  again  veri- 
fied the  one  common  denominator  in  this  syn- 
drome-vomiting. In  1954,  Kellogg  and  Backburn 
added  three  more  cases  of  this  syndrome,  and 
these  were  all  autopsy  cases.'  In  1955,  Whiting 
and  Barron  reported  the  first  case  of  the  Mallory- 
Weiss  syndrome  which  was  treated  surgically.® 

In  1956  Hardy  reported  a case  that  was  diag- 
nosed by  gastroscopy.®  A 2 cm  laceration  was 
seen  in  the  cardia,  3 cm  below  the  gastro- 
esophageal junction.  In  that  case  the  bleeding 
had  stopped  and  the  patient  recovered  without 


surgery.  Since  that  time  other  cases  have  been 
corrected  surgically  but  thus  far  only  thirteen 
such  cases,  including  the  cases  in  this  paper, 
have  been  reported. 

CASE  REPORTS 

Case  i.  A 40  year  old  white  male  entered  the 
Portland  Veterans  Administration  Hospital,  January 
29,  1955,  because  of  massive  hematemesis.  For  two 
hours  prior  to  admission  he  had  vomited  repeatedly, 
and  his  last  emesis  consisted  of  about  one  quart  of 
clotted  blood.  There  was  no  history  of  alcoholism, 
but  for  several  years  the  patient  had  had  epigastric 
burning  pain,  relieved  by  antacids  or  milk.  He  also  had 
hepatitis,  with  jaundice,  of  six  months’  duration, 
during  World  War  II. 

The  patient  was  a husky  young  male,  who  was 
pale,  perspiring  and  complaining  of  thirst.  Blood 
pressure  was  110/60,  pulse  100.  There  were  no 
abdominal  masses  and  there  was  no  tenderness. 
Bowel  sounds  were  active.  Rectal  examination  re- 
cealed  normally  colored  stool.  During  the  examina- 
tion he  vomited  about  750  cc  of  fresh  blood.  Hemo- 
globin was  13.5  gm  and  hematocrit  was  44. 

A clinical  diagnosis  of  bleeding  duodenal  ulcer 
was  made.  Intravenous  isotonic  saline  was  started 
and  Dextran  was  added  until  whole  blood  was  avail- 
able. Esophageal  tamponade  was  not  used.  Seven 
units  of  whole  blood  were  given  prior  to  surgery. 
At  operation,  no  duodenal  ulcer  was  found.  The 
duodenum  was  transected  just  below  the  pylorus 
and  at  that  time  it  was  noted  that  blood  was  coming 
from  the  upper  stomach.  A longitudinal  anterior 
gastrotomy  was  made  and  after  some  difficulty  in 
obtaining  exposure,  a bleeding  vessel  was  seen  in 
the  bed  of  a laceration  across  the  cardio-esophageal 
junction.  Esophageal  tamponade  was  instituted  with 
a Sengstaken-Blakemore  tube.  It  stopped  the  bleed- 
ing. In  order  to  attack  the  area  of  bleeding  directly, 
a thoraco-abdominal  incision  would  have  been  neces- 
sary but  it  was  elected  not  to  use  that  approach 
because  of  the  patient’s  poor  condition.  Therefore 
a 75  percent  gastrectomy  with  Hofmeister-Polya 
anastomosis  was  performed  and  the  tamponading 
balloon  was  left  in  place.  Postoperatively,  there  was 
no  more  bleeding,  but  the  patient’s  condition  de- 
teriorated and  he  died  36  hours  after  admission. 

Autopsy  revealed  bilateral  partial  atelectasis  with 
pulmonary  edema  and  hyperemia.  Cerebral  edema 
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was  also  present.  The  bowel  contained  dark  blood. 
In  the  lower  esophagus,  there  was  a longitudinal, 
2.5  cm  by  0.5  cm  laceration,  with  its  lower  end 
just  across  the  cardio-esophageal  junction.  Fig.  1. 
This  laceration  extended  through  the  mucosa  and 
submucosa  to  the  muscularis.  Fig.  2.  At  the  distal 
end  of  the  laceration,  there  was  an  open  arteriole 
and  an  open  vein. 

Case  2.  A 50  year  old  white  male  was  admitted 
to  the  Portland  \’eterans  Administration  Hospital  on 
February  23,  1957,  because  of  hematemesis  and  non- 
radiating substernal  burning  pain.  Six  hours  prior 
to  admission,  he  became  nauseated  after  eating 
and  began  to  vomit.  Blood  appeared  after  about 
thirty'  minutes  of  severe  vomiting.  Within  a short 
time  he  lost  a quantity’  of  gross  blood  estimated  at  two 
quarts.  There  was  no  previous  history  of  ulcer,  but 
he  was  kno\\’n  to  be  a chronic  alcoholic. 

The  patient  was  very  restless,  and  pale.  Blood 
pressure  was  80  50,  pulse  120.  He  vomited  blood 
during  the  examination.  There  was  no  abdominal 
tenderness.  The  liver  was  palpated  three  finger- 
breadths  below  the  right  costal  margin.  There  was 
red  blood  in  the  rectum. 

Hemoglobin  was  8.0  gm,  hematocrit  32.  The 
bromsulphalein  retention  was  9.5  percent  in  45 
minutes. 

A naso-gastric  tube  was  passed  and  about  500  cc 
of  fresh  blood  was  removed  from  the  stomach.  The 
bleeding  did  not  subside,  so  a Sengstaken-Blakemore 
tube  was  passed  in  effort  to  control  it.  This  method 
of  esophageal  tamponade  was  not  effective.  During 
this  time  the  patient  had  received  eight  units  of 
blood.  He  was  taken  to  surgery'  with  a preoperative 
diagnosis  of  bleeding  peptic  ulcer. 

A left  paramedian  incision  was  made  and  after 
exploration,  it  was  determined  that  the  duodenum 
was  normal.  A long  anterior  gastrotomy  was  made 
and  the  bleeding  could  be  seen  coming  from  the 
proximal  stomach.  The  approach  was  converted  from 
abdominal  to  thoraco-abdominal  by  incision  through 
the  left  eighth  interspace.  The  esophagus  was  mo- 
bilized and  an  anterior  incision  was  made  across  the 
cardio-esophageal  junction.  A 3 cm,  longitudinal  lac- 
eration was  seen  on  the  posterior  surface  of  the 
cardia  of  the  stomach.  The  proximal  end  of  the 
laceration  was  at  the  cardio-esophageal  junction 
and  a briskly  bleeding  arteriole  was  seen  in  the  base 
of  the  laceration.  The  bleeding  point  was  controlled 
with  a transfixion  suture  of  fine  silk.  The  mucosa 
was  closed  with  fine  catgut.  The  gastrotomy  incisions 
were  closed  in  two  layers.  A chest  tube  was  placed 
in  the  left  pleural  space,  a Penrose  drain  was  used 
to  drain  the  left  upper  quadrant,  and  the  wound 
was  closed.  A naso-gastric  tube  was  used  for  three 
days  for  gastric  decompression.  The  patient’s  post- 
operative course  was  uneventful  and  since  his  dis- 
charge he  has  had  no  subsequent  bleeding  or  distress. 

Case  3.  A 41  year  old  white  male  was  admitted 
to  the  Portland  Veterans  Administration  Hospital, 
December  14,  1957,  with  massive  upper  gastro- 
intestinal hemorrhage.  He  was  a chronic  alcoholic 
who  had  recently  been  under  treatment  at  a local 
sanitarium.  Emetine  had  been  used  in  his  treatment 
and  had  caused  severe  nausea  and  vomiting.  At 
9:00  am  on  the  day  of  admission  he  received  a 
dose  of  emetine  which  caused  about  twenty  minutes 
of  severe  vomiting.  Toward  the  end  of  this  episode, 
the  vomitus  contained  bright  red  blood.  In  the  past, 
he  had  had  symptoms  of  duodenal  ulcer,  but  they' 
had  not  been  severe  enough  to  require  his  hospital- 


ization. He  had  consumed  a fifth  of  whisky  daily 
for  several  years  prior  to  taking  treatment  for 
alcoholism. 

The  patient  was  semi-comatose  and  sweating 
profusely.  Blood  pressure  was  50/0,  pulse  180.  There 
was  slight  tenderness  in  the  epigastrium.  Bowel 
sounds  were  normal  and  no  masses  or  organs  were 
palpable.  Rectal  examination  was  negative. 

Hemoglobin  was  11.6  gm,  hematocrit  36,  white 
cell  count  10,000.  Bleeding  and  coagulation  times 
were  normal. 

A Sengstaken-Blakemore  tube  was  passed  and 
both  balloons  inflated.  This  did  not  control  the 
bleeding.  A Linton  tube  was  passed  and  the  balloon 
inflated  with  500  cc  of  air.  After  two  pounds  of 
traction  was  applied  to  the  tube,  the  bleeding 
stopped.  A diagnosis  of  Mallory-Weiss  syndrome 
was  made  and  the  patient  was  taken  to  surgery’. 
Twenty-five  hundred  cc  of  whole  blood,  and  1500  cc 
Dextran,  were  given  preoperatively.  The  abdomen 
was  opened  through  a left  upper  rectus  incision. 
A long  anterior  gastrotomy  was  made  and  blood 
could  be  seen  coming  from  the  proximal  end  of  the 
stomach.  Without  extending  the  abdominal  incision,  it 
was  possible  to  mobilize  the  distal  esophagus  per- 
mitting a 6 cm  incision  to  be  made  on  the  anterior 
surface  of  the  esophago-gastric  junction.  A 1.5  cm 
longitudinal  laceration  with  an  active  bleeding  point 
was  found  on  the  left  postero-lateral  aspect  of  the 
cardia  about  1 cm  below  the  esophago-gastric  junc- 
tion. This  laceration  was  overse^\'n  with  a running 
suture  of  fine  catgut,  which  controlled  the  bleeding. 
The  esophago-gastrotomy  and  the  anterior  gastrotomy 
were  closed  in  two  layers.  It  was  elected  to  use 
gastrostomy  drainage  of  the  stomach  rather  than 
naso-gastric  drainage  because  of  possible  irritation 
at  the  cardio-esophageal  junction.  A Stamm  gas- 
trostomy, using  an  18  Foley  catheter,  was  made 
in  the  anterior  portion  of  the  stomach.  The  tube 
was  brought  out  through  a stab  wound  in  the  upper 
left  quadrant.  The  postoperative  course  was  compli- 
cated by  right  lower  lobe  atelectasis  which  required 
bronchoscopy  and  frequent  tracheal  suction.  After 
his  discharge  from  the  hospital  there  has  been  no 
further  evidence  of  gastrointestinal  bleeding. 

discussion 

Cardio-esophageal  lacerations  have  been  at- 
tributed to  protracted  vomiting.  The  cases  pre- 
sented here  bear  out  this  etiology.  The  other 
possible  causes,  such  as  blunt  trauma,  chronic 
alcoholism,  or  atrophic  gastritis,  seem  to  be  only 
coincidental  findings.  The  duration  of  time  be- 
tween the  onset  of  vomiting  and  the  hematemesis 
is  quite  v’ariable.  In  some  cases  hematemesis  and 
vomiting  start  almost  simultaneously  and  in  other 
cases  vomiting  precedes  hematemesis  by  many 
hours. 

Vomiting  will  cause  a very  high  intra-luminal 
gastric  pressure.  It  has  been  demonstrated  that 
the  weakest  point  in  tlie  stomach,  when  the 
intra-luminal  pressure  increases,  is  the  cardio- 
esophageal  region.  Many  times  one  may  observe 
severe  vomiting  with  no  untoward  effects.  How- 
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Fig.  1.  Photograph  showing  the  cardio-esophageal  Junction 
with  a longitudinal  2.5  cm  laceration.  The  distal  end  ex- 
tends for  a short  distance  into  the  cardia.  Note  the  nor- 
mal mucosa. 

ever,  not  infrequently  after  severe  vomiting,  one 
may  see  very  mild,  transient  hematemesis.  In 
such  instances  a small  mucosal  laceration  may 
have  occurred. 

The  mucosa  of  the  stomach  and  the  esophagus 
in  all  of  our  cases  appeared  to  be  normal,  and 
indeed  it  has  been  in  nearly  all  of  the  recently 
reported  cases.  It  should  be  emphasized  that  in- 
flamed or  abnormal  mucosa  is  not  a prerequisite 
for  these  lacerations. 

characteristic  appearance 

Actual  size  of  the  lacerations  is  quite  vari- 
able. They  may  be  as  long  as  7 cm,  or  they  may 
be  as  short  as  0.5  cm.  They  may  be  single  or 
multiple.  In  one  case,  five  lacerations  were  re- 
ported. 

Usually  the  lacerations  are  longitudinal  or 
oblique,  but  they  are  never  transverse.  They  are 
also  very  clean,  almost  as  if  they  had  been  made 
with  a scalpel.  The  most  common  location  is  on 
the  left  postero-lateral  wall  of  the  cardia  but 
they  may  occur  any  place  around  the  circumfer- 
ence of  the  cardia.  They  may  be  entirely  within 
the  stomach,  across  the  cardio-esophageal  junc- 
tion, or  in  the  esophagus.  They  usually  e.xtend 
through  the  mucosa  and  submucosa,  down  to 
the  muscularis.  It  may  be  postulated  that  many 
superficial  lacerations  of  this  type  occur,  but 
unless  they  actually  tear  an  arteriole  they 
probably  do  not  become  clinically  significant. 

It  is  interesting  to  compare  the  Mallory- 


W'eiss  syndrome  with  the  so-called  spontaneous 
rupture  of  the  esophagus.  In  this  disease  also,  it 
is  noted  that  the  one  factor  common  to  all  cases 
is  severe  vomiting.  The  spontaneous  perfora- 
tions practically  always  occur  in  the  lower  third 
of  the  esophagus  on  the  left  side  and  some  of 
these  e.xtend  across  the  cardio-esophageal  junc- 
tion. It  seems  likely  that  these  two  conditions 
may  be  caused  by  a similar  mechanism  and 
that  perforation  may  be  a manifestation  differ- 
ing from  the  Mallory-Weiss  lacerations,  only 
in  degree. 


Fig.  2.  Photomicrograph  of  a cross-section  through  the 
esophageal  portion  of  the  laceration.  Note  that  the  lacera- 
tion extends  through  the  submucosa,  and  note  the  large 
submucosal  vessels. 

management 

Surgical  management  of  this  problem  is  not 
difficult  if  the  diagnosis  is  made  preoperatively. 
In  any  patient  who  has  had  severe  vomiting 
followed  by  massive  hematemesis,  this  disease 
should  be  considered.  If  the  diagnosis  is  made, 
the  bleeding  can  sometimes  be  temporarily  con- 
trolled with  the  use  of  cardio-esophageal  tam- 
ponade. However,  in  many  of  the  reported  cases, 
tamponade  was  ineffective. 

Adequate  e.xposure  can  be  gained  through  an 
upper  midline  incision.  The  most  common  pre- 
operative diagnosis  for  massive  bleeding  is  peptic 
ulcer  and  this  area  can  be  explored  first.  If  the 
duodenum  is  normal,  an  anterior  gastrotomy 
should  be  made  and  it  can  be  determined  if  the 
blood  is  coming  from  higher  in  the  stomach. 
If  this  is  the  case,  the  rugal  folds  in  the  cardia 
of  the  stomach  should  be  closely  examined  for 
bleeding  lacerations.  If  none  are  found  in  this 
area,  the  distal  esophagus  should  be  mobilized 
and  brought  down  into  the  abdomen.  The  lower 
5 or  6 cm  of  the  esophagus  can  be  mobilized 
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without  too  much  difficult}’  and,  in  man%'  cases, 
it  should  not  be  necessan-  to  do  a thoraco- 
abdominal incision.  If  necessar\’,  a separate  in- 
cision can  be  made  across  the  cardio-esophageal 
iirea  to  expose  the  mucosa  of  the  lower  esopha- 
gus. When  a laceration  is  encountered,  the  bleed- 
ing Cim  be  controlled  verx’  easily  with  a continu- 
ous suture  of  fine  catgut.  In  the  postoperative 
period,  the  stomach  should  be  decompressed  to 
lessen  the  likelihood  of  postoperative  vomiting. 

summary 

The  ^IalloIy-^^'eiss  Sx’n drome  is  a rare,  but 
often  fatal,  cause  of  upper  gastro-intestinal 
hemorrhage.  The  disease  is  characterized  by 
longitudinal  mueosal  and  submucosal  lacerations 
of  the  cardio-esophageal  region.  Vomiting  is  the 
etiologic  agent  and  severe  bleeding  is  the  result 
if  an  arteriole  is  tom. 

The  key  to  the  correct  diagnosis  and  treat- 
ment of  this  condition  lies  in  being  aware  of 
the  condition.  If  the  laceration  is  superficial,  the 
bleeding  may  be  controlled  with  balloon  tam- 
ponade. If  this  method  is  not  effective,  surger\- 
is  indieated. 


At  surgerx’  an  anterior  gastrotomy  should  be 
made  to  ascertain  where  the  bleeding  arises.  If 
blood  is  coming  from  the  esophago-gastric 
region,  the  distal  esophagus  should  be  mobilized 
and  a longitudinal  incision  made  across  this 
region.  The  lacerations,  whieh  may  be  multiple, 
ean  then  be  seen  easih'  and  ox  ersewm.  \A’ith  this 
treatment  a successful  result  can  be  expected. 
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Readable  W riting 

LESLIE  M.  LeCRON,  B.A.  Los  Angeles,  California 


The  reader  of  medical  and  other  scientific  jour- 
nals is  probably  a busy  individual,  trxing  to 
keep  up  with  research  and  recent  developments 
in  his  particular  field  or  specialtx’.  Undoubtedly 
the  physician  with  a bus>’  practice  does  not  have 
much  time  to  devote  to  this  important  necessitx'. 
In  going  through  a medical  journal  he  will  prob- 
ably read  the  concluding  summarx'  of  an  article 
whose  title  interests  him.  If  it  is  of  verx'  great 
interest  he  may  then  read  the  entire  paper. 

What  does  he  find  as  he  labors  slowly  through 
some  of  the  “literature”  which  he  feels  is  import- 
ant? Much  of  it  will  contain  long-winded  ma- 
terial, made  up  of  as  many  five  and  six  syllable 
technical  words  as  the  writer  is  able  to  think  of. 
He  will  have  to  contend  with  long,  often  poorly 
constructed,  sentences  and  the  most  boring  of 
writing  stx  le.  The  editor  of  any  popular  magazine 
would  toss  almost  any  scientific  manuscript  into 
the  wastebasket  as  soon  as  he  tried  to  digest  the 

Mr.  LeCron,  a California  State  Certified  Psychologist, 
has  written  extensively  in  the  field  of  hypnosis. 


first  paragraph.  His  magazine  would  soon  fold  if 
its  readers  were  required  to  absorb  this  mass  of 
undigestible  hyperposyllabic  sesquipedalian, 
philological  verbiage.  Or  should  we  just  say 
“scientific  gobbledegook.” 

some  editors  like  clarify 

For  some  mysterious  reason,  the  scientific  \\Tit- 
er  seems  to  feel  that  he  is  not  “scientific”  and  is 
not  erudite,  if  he  writes  simply  and  clearly.  To 
crack  a joke  or  include  any  humor  in  such  a paper 
would  be  unthinkable.  It  is  problematic  whether 
most  editors  actually  want  the  orthodox  stxde  in 
such  articles  or  merely  take  them  because  of  cus- 
tom. Probably  some  would  regard  a more  popular 
stx'le  with  lifted  eyebrow,  if  simple,  easily  read 
and  really  interesting.  Howex’er  I believe  some 
would  welcome  more  readable  material.  Ob\’i- 
ously  the  editor  of  this  journal  must  fall  in  this 
categorx’  or  xou  would  not  be  reading  these 
words! 

.\s  the  author  of  several  textbooks,  a number  of 
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technical  journal  articles  and  some  popular  books 
and  magazine  articles,  I have  found  it  necessary 
to  write  with  both  these  styles  and  have  not  found 
it  easy  to  change  from  one  style  to  the  other  to 
conform  to  editorial  requirements.  I tried  once  to 
write  simply  and,  as  I thought,  very  clearly,  in  a 
technical  paper.  The  subject  was  undoubtedly  of 
much  interest  to  those  in  the  particular  field  in 
which  I wrote.  The  paper  was  rejected  as  unsuit- 
able. Rewritten,  with  longer  words  and  more 
technical  construction,  it  was  accepted,  appar- 
ently because  it  conformed.  On  the  other  hand, 
when  writing  for  popular  publication,  some  edi- 
tors have  asked  me  to  rewrite  portions  of  the 
manuscript  where  scientific  jargon  was  inadvert- 
ently used. 

more  reading  in  less  time 

Are  editors  who  deal  with  the  general  public 
wrong  in  seeking  simplicity?  Of  course  the  style 
of  writing  an  article  for  Escapade  would  certainly 
differ  from  that  of  one  for  Harpers  or  The  Satur- 
day Review.  But  the  magazines  which  are  con- 
sidered literary  demand  simplicity,  short  sent- 
ences and  paragraphs,  lucidity  and  compactness. 
It  is  ridiculous  to  think  that  readers  of  such  high- 
class  magazines  differ  greatly  in  education  and 
intelligence  from  physicians  and  other  scientists. 
I would  give  long  odds  that  a medical  article 
written  in  simple  style  would  be  read  thoroughly 
by  ten  times  the  number  of  those  who  would 
wade  through  the  same  article  done  in  orthodox 
style.  It  would  also  be  read  in  half  the  time.  You 
will  read  at  far  greater  speed  when  simple  style 
is  used  in  writing.  This  is  important  to  the  busy 
physician.  Undoubtedly  the  informal  word  and 
unpretentious  style  would  be  welcomed  by  all 
who  read  medical  and  other  scientific  articles. 

In  one  of  my  books,  a part  was  made  up  of 
articles  written  by  physicians  in  different  medical 
specialties.  One  of  the  best  of  these  articles  as  to 
material  and  general  interest  contained  one  sen- 
tence of  187  words!  Yet  the  paper  was  very  well 
done  according  to  orthodoxy.® 

For  any  reader,  the  subject  matter  must  be  of 
interest  or  the  article  will  not  be  read.  If  it  con- 
tains only  dry  statistics  it  will  be  boring  no  matter 
how  much  interest  there  is  in  the  subject.  Good 
writing  will  reflect  the  personality  and  individu- 
ality of  the  writer.  If  a physician  should  write  as 

♦Rudolph  Flesch,  in  his  excellent  book.  The  Art  of  Read- 
able Writing,  says,  “ — when  we  yield  to  the  temptation  of 
pompousness  we  get  downright  monstrous  and  write  sen- 
tences no  man  has  ever  said  aloud.”  Ed. 


though  he  were  talking  to  another  physician,  the 
product  would  be  much  easier  to  read.  \\'riting 
style  ought  to  reflect  the  individuality  of  the 
author. 

the  way  to  write 

For  those  who  might  like  to  try  their  hand  at 
a more  popular  style,  some  of  the  requirements 
can  be  cited.  While  sentences  should  generally  be 
short,  they  should  not  be  abrupt  and  there  should 
be  variation  in  length.  Trite,  hackneyed  and  in- 
definite e.xpressions  should  be  avoided.  A para- 
graph should  deal  with  a single  subject  but  if 
long  should  be  broken  into  two  or  more  for  easier 
reading. 

Clarity  is  essential  and  simplicity  makes  for 
better  communication,  which  is  the  whole  pur- 
pose of  writing.  The  general  requirements  and 
form  of  all  technical  articles  can  be  followed  and 
yet  your  manuscript  can  conform  to  good  writing 
style.  Much  can  be  learned  from  a close  study  of 
articles  in  the  more  literary  type  of  popular  mag- 
azine. Any  physician  certainly  has  education 
enough  to  write  reasonably  well,  if  he  follows 
basic  principles. 

In  considering  a paper  submitted  to  a medical 
journal,  I believe  many  editors  would  welcome  a 
change  in  “scientific”  style  but  might  appreciate 
a letter  of  explanation  of  your  purpose.  The  medi- 
cal degree  or  affiliations  of  a writer  on  medical 
subjects,  or  both,  are  enough  to  establish  his  au- 
thority. lie  does  not  have  to  demonstrate  it  by 
words  but  can  make  it  obvious  by  the  content  of 
what  he  writes.  I think  most  technical  editors 
would  welcome  more  readable  articles  and  it  is 
certain  that  readers  would  appreciate  them. 

summary 

Busy  physicians  do  not  have  time  to  wade 
through  tediously  written  material,  no  matter 
how  interested  they  may  be  in  the  subject  being 
discussed.  They  would  be  better  served  by  less 
difficult  reading.  Too  many  complex  words  and 
too  many  long,  involved  sentences  produce  a kind 
of  literature  that  might  be  best  described  as  sci- 
entific gobbledegook.  Writing  style  ought  to  re- 
flect the  individuality  of  the  author.  If  it  is  simple 
and  clear,  the  reader  will  read  more,  in  less  time, 
and  understand  better.  Medical  writing  does  not 
have  to  be  stuffy  or  dull.  It  would  be  much  more 
interesting  and  much  more  useful  if  authors 
would  use  plainer  words,  shorter  sentences,  more 
compact  paragraphs  and  more  direct  style.  ■ 

1250  Glendon  Ave.  (24) 
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Pulmonary  Physiolozy  in  Clinical  Practice 

IV.  Interpretation  From  Office  Jesting 

WILLIAM  R.  PACE,  JR.,M.D.  / C.  J.  MARTIN,M.D.  Seattle,  Washington 


If  he  thinks  about  it  at  all,  the  private  practi- 
tioner probably  pictures  the  puhnonar\’  function 
laboratory  as  an  emporium  supported  by  grants 
or  taxes,  having  se\’eral  thousand  square  feet  of 
floor  space,  and  using  several  hundred  thousand 
dollars  worth  of  apparatus. 

Actually,  about  SO  per  cent  of  patients  needing 
function  studies  can  be  intelligently  evaluated  in 
the  physicians  office  with  less  than  S300  worth  of 
equipment.  Asymptomatic  pulmonarx’  disease,  in 
a treatable  stage,  may  be  detected  as  frequently 
by  these  simple  function  studies  as  arterial  hyper- 
tension is  found  with  the  sphygmomanometer. 
Furthermore,  by  these  methods,  emphysema  may 
be  recognized  in  an  early  stage  when  treatment 
may  prevent  development  of  irreversible  struc- 
tural change  in  the  lungs. 

Simple  methods  for  detection  of  abnormalities 
of  ventilation  are  readily  adaptable  to  the  physi- 
cian’s office  ( or,  for  that  matter,  his  bag ) . Know- 
ing the  severity'  of  the  ventilator)'  abnormalits' 
and  patient’s  medical  histor\-  and  clinical  find- 
ings, it  is  possible  to  predict  abnormalities  at  the 
ventilation-perfusion,  membrane  permeance,  and 
shunt  levels. 

From  the  Institute  of  Respiratory  Physiology.  Firland 
Sanatorium,  and  the  Cardio-Pulmonary  Laboratory,  Provi- 
dence Hospital  Heart  Center,  Seattle. 


chest  x-rays 

Chest  x-rays,  as  applied  to  estimation  of  lung 
function,  are  most  useful  in  evaluating  those  di- 
sease processes  associated  with  static  impairment 
of  lung  volume,'^  or  size,  and  are  least  reliable  in 
the  study  of  dynamic  functional  impairment,  as 
found  in  obstructive  bronchopulmonan,'  disease 
accompanied  by  reduced  flotv  rates. 

The  chest  x-ray  is  comparable  to  the  vital  capa- 
cit)'  in  revealing  the  presence  of  restrictive  lung 
disease.  Diffuse  pulmonary  fibrosis  can  be  sus- 
spected  and  membrane  permeability  abnormalities 
inferred  (Fig.  1). 

Motion  of  the  chest  wall  and  diaphragm  may 
be  e\'aluated  with  fluorscopy,  but  the  value  of  this 
method  of  studying  d^-namic  lung  function  is  seri- 
ously limited  because  it  lacks  quantitation. 

The  presence  of  hypoventilation,  obstructive 
airway  disease  with  abnormalities  of  expiratory 
flow,  and  ventilation-perfusion  abnormalities  may 
not  even  be  suspected  from  the  chest  x-ray.  In  a 
recent  study,  only  21  per  cent  of  patients  with 
some  degree  of  airway  obstruction  had  chest 
x-rays  showing  all  four  of  the  usual  diagnostic 
criteria  for  “emphysema”,  namely:  (1)  a large 
chest  volume  with  boxlike  configuration,  ( 2 ) low, 
flattened  diaphragms,  ( 3 ) hyperlucent  lungfields, 
and  (4)  a small  heart."'  M’hen  any  two  of  these 
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Fig.  1.  Pulmonary  fibrosis.  Film  suggests  restrictive  defect  Fig.  2.  Typical  appearance  of  pulmonary  emphysema  with 
with  reduced  lung  volume.  increased  lung  volume,  low  flat  diaphragms,  hyperlucent 

lung  fields,  and  small  heart. 


criteria  were  used  for  diagnosis  of  airway  obstruc- 
tion, 50  per  cent  of  the  patients  so  selected  had 
normal  flow  rates  (Fig.  2). 

The  most  valuable  contribution  of  the  chest  x- 
ray  is  aetually  the  information  it  supplies  about 
the  pathologic  state.  This  is  of  help  in  choosing 
indicated  tests. 

methods  for  measuring  vital  capacity 

The  subject  of  lung  volumes  and  restrictive 
disease  was  discussed  in  the  article  on  abnormali- 
ties of  ventilation.®  The  reader  will  recall  that 
measurement  of  vital  capacity  is  often  substituted 
in  practice  for  that  of  total  lung  capacity. 

Portable  equipment  is  available  for  measuring 


Fig.  3.  Propper  spirometer,  with  disposable  mouth  pieces. 


vital  capacity.  The  commonly  used  bellows  type 
appartus  ( McKesson ) provides  a reproducible 
measure  of  volume,  but  in  those  tested  in  the  lab- 
oratory there  is  a fixed  error  on  the  low  side  when 
compared  with  volumes  measured  with  a Bene- 
dict Roth  Spirometer.  The  bellows  deviee  is  some- 
what too  bulky  to  carry  in  a diagnostic  kit,  but  it 
does  provide  an  acceptable  measure  of  vital  ca- 
pacity. The  flow  rate  attachment  commonly  used 
on  the  bellows  system,  however,  shows  a much 
greater  error  and  cannot  be  considered  accept- 
able. 

The  Propper  Spirometer  is  a smaller  instrument 
which  uses  the  rotometer  principle  (Fig.  3).  It 
has  two  faults.  With  a very  low  flow  rate  part  of 
the  expired  air  may  sneak  by  the  rotometer  and 
result  in  a reading  in  error  on  the  low  side.  If  the 
volume  is  forcibly  expelled,  an  overshoot  may  be 
produced,  resulting  in  an  erroneously  high  vital 
capacity  reading. 

With  suitable  coaching  of  the  patient  to  pro- 
duce moderate  flow  rates,  however,  the  absolute 
readings  on  the  rotometer  are  quite  comparable 
to  those  obtained  with  the  Benedict  Roth  Spirome- 
ter (Fig.  4).  The  predicted  values  published  by 
the  manufacturers  of  the  Propper  Spirometer  do 
not  include  an  age  factor  and  are  not  as  useful  as 
the  more  commonly  used  table  of  predicted  vital 
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VC  (BTPS)  BY  COLLINS  RESPIROMETER 


Fig.  4.  Comparison  of  vital  capacity  measurement  as  de- 
termined by  Propper  spirometer,  with  determination  by 
Benedict-Roth  spirometer. 

capacities  prepared  by  Baldwin,  Cournand  and 
Richards.*  This  instrument  has  reproducibiliU’  al- 
most equal  to  that  of  the  bellows  described  above, 
and  its  portability  and  size  are  ad\antages.  It 
costs  appro.ximateb’  S60. 


The  Benedict  Roth  t\pe  spirometer  will  mea- 
sure both  volume  and  flow  rate,  and  in  addition 
may  be  used  to  measure  \'entilation  and  oxygen 
uptake  (Fig.  5).  It  is  the  generally  accepted,  final 
reference  for  aecuracy  of  gross  ventilatory  studies. 
Tests  performed  with  this  instrument,  however, 
require  more  time  and  greater  technical  skill  than 
do  those  using  simpler  equipment.  Tests  must  be 
condueted  carefully  and  calculation  of  results 
must  be  accurate.  These  considerations,  added  to 
the  fact  that  it  costs  over  $500,  preclude  it  from 
being  a simple  office  tool. 

For  the  economy-minded,  a method  can  be  de- 


Fig.  6.  Simple,  inexpensive  method  of  vital  capacity  meas- 
urement. Vital  capacity  volume  is  exhaled  into  polyethy- 
lene bag,  (A);  volume  of  gas  is  measured  by  displacement 
of  water  from  jug,  (B). 


Fig.  5.  Benedict-Roth  spirometer. 


\ ised  for  acceptable  vital  capacity  measurement 
at  a cost  of  less  than  one  dollar  (Fig.  6).  A large 
polyethylene  bag  is  tied  to  the  end  of  a one-foot 
section  of  rubber  tubing  in  such  fashion  that  the 
bag  can  be  filled  or  emptied  through  the  tube. 
The  patient  is  instructed  to  blow  his  vital  capaciU’ 
\olume  into  the  tube  and  thus  partially  fill  the 
bag.  At  completion  of  e.xpiration  tlie  tube  is  clamp- 
ed. Then  the  end  of  the  tube  is  placed  into  a two- 
gallon  glass  jug  which  has  previously  been  filled 
with  water  and  in\'erted  \\  ith  the  mouth  in  a pan 
of  water.  The  air  is  forced  out  of  the  bag.  The 
bubbles  will,  of  course,  rise  in  the  inverted  jug, 
displacing  a volume  of  water  equal  to  the  volume 
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of  the  gas.  Then,  with  the  month  of  the  jng  elosed 
with  the  finger  ( or  a cork ) , the  jug  is  turned  up- 
right. The  partly-filled  jug  is  completely  filled 
with  water  from  a graduate  ( or  even  a quart-size 
kitchen  measuring  cup).  The  volume  of  water 
required  to  fill  it  is  equal  to  the  vital  capacity. 
As  an  alternative,  the  jug  can  be  marked  in  lOO 
ml.  graduations  with  ordinary  fingernail  lacquer 
or  adhesive  tape. 

obstructive  defects 

The  only  adequate  measure  of  obstructive  air- 
way disease  is  the  rate  of  air  flow.  Much  emphasis 
is  currently  being  placed  on  emphysema  and 
there  is  growing  concern  over  its  incidence. 
Whatever  the  classification  of  emphysema  learn- 
ed in  medical  school,  there  is  no  disability  from 
any  grade  of  the  disease  without  obstruction  to 
airflow. 

There  is  a growing  tendency  to  describe  the 
entity  as  a symptom  and  function  complex  and 
label  it  Diffuse  Obstructive  Pulmonary  Syndrome 
(DOPS)  or  Chronic  Obstructive  Pulmonary  Di- 
sease (COPD).  This  involves  a larger  concept  of 
the  natural  history  of  the  disease  and  makes  “em- 
physema” the  late  or  irreversible  stage  of  DOPS. 
When  we  diagnose  the  patient  as  having  emphy- 
sema we  are  probably  too  late  by  ten  years  or 
more  to  do  anything  curative  for  him.  (This  does 
not  mean  that  he  cannot  be  treated.  There  is 
much  that  can  be  done  in  supportive  care  for 
the  patient  with  pulmonary  decompensation,  just 
as  there  is  for  the  decompensated  cardiac  pa- 
tient. ) 

Early  in  the  course  of  DOPS,  when  a “cigarette 
cough”  and  sputum  are  the  only  symptoms,  and 
reduction  in  the  expiratory  flow  rate  is  the  only 
diagnostic  sign,  the  disease  may  be  treatable.  The 
expiratory  flotv  rate  should  be  measured  in  all 
patients  over  the  age  of  30,  just  as  the  blood  pres- 
sure is  measured,  in  routine  physical  examination. 
Abnormal  flow  rates  should  be  viewed  with  the 
same  degree  of  suspicion  that  an  elevation  in 
diastolic  pressure  warrants,  and  with  progression 
of  the  DOPS,  vigorous  treatment  should  be 
undertaken,  even  as  one  would  treat  progressiv'e 
hypertension. 

flow  rate  measurement 

Confusion  may  arise  in  the  mind  of  the  reader 
as  a result  of  some  of  the  recent  changing  of 
names  of  well  established  methods  of  flow  mea- 
surement. The  Maximal  Breathing  Capacity 
(MBC)  has  recently  been  referred  to  as  the  Maxi- 


Fig.  7.  Darex  balloon  with  three-way  aluminum  stop-cock 
and  two-way  valve  assembly  which  may  be  used  to  mea- 
sure resting  or  exercising  ventilation  or  maximal  breathing 
capacity. 

mal  Voluntary  Ventilation  (MVV).^  Timed  Vital 
Capacity  (TVC)  is  now  sometimes  called  the 
Forced  Expiratory  Capacity  (EEC)." 

The  simplest  test  of  flow  rate  is  the  match  test,' 
which  has  been  described  in  the  earlier  article  on 
ventilatory  abnormalities.  It  will  be  remembered 
that  this  test  is  based  on  a patient’s  ability  to  blow 
out  a paper  bookmatch  held  six  inches  from  the 
wide  open  mouth.  Attempts  have  been  made  to 
correlate  the  match  test  with  other  standardized 
flow  measurements.  It  is  not  a sufficiently  sensi- 
tive test  to  pick  up  mild  or  moderate  defects,  but 
can  confirm  the  presence  of  severe  obstructive 
airway  disease. 

The  MBC  is  a venerable  measure  of  expiratory 
flow  with  which  other  measures  are  often  com- 
pared. It  is  probably  not  a sufficiently  sensitive 
test  of  obstructive  airway  disease,  and  other 
methods  may  be  preferable  to  pick  up  early  ab- 
normalities. The  MBC  may  be  measured  in  the 
office,  using  the  Warring-Siemsen  Ventube  (cost 
$85 ) It  can  also  be  measured  with  a Darex  Bal- 
loon, a three-way  aluminum  stopcock,  a two-way 
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Fig.  8.  Puffmeter  for  direct  measurement  of  maximal  expiratory  flow  rate. 


vah^e,  some  corrugated  tubing  and  a gas  meter 
(total  cost  appro.ximately  $130).  (Fig.  7). 

The  ma.ximal  voluntary  ventilation  is  collected 
over  a 12-second  period  with  this  apparatus  and 
the  \olume  forced  through  the  gas  meter.  The 
volume  multiplied  by  five  will  give  the  maximal 
breathing  capacity.  This  same  equipment  may  be 
used  in  measuring  the  resting  and  exercise  venti- 
lation described  below. 

Benedict  Roth  Spirometer  may  be  used  for 
measuring  the  MBC  and  the  timed  vital  capacity. 
It  is  an  expensive  piece  of  equipment,  however, 
and  not  portable. 

The  timed  vital  capacity,  or  forced  expiratory 
capacity'  (FEC),  is  reported  as  the  percentage  of 
the  total  \'ital  capacity  expired  in  a given  time 
(0.5,  1.0,  2.0,  3.0  seconds).  The  two  and  tliree- 
second  measurements  are  used  less  often  than  the 
others.  The  FEC  correlates  well  with  the  ma.ximal 
breathing  capacity,  and  factors  for  converting 
FEC  to  an  indirect  MBC  are  available. 

The  Maximal  Mid-Expiratory  Flow  Rate  (MM- 
EF)’^  is  a measure  of  the  mid-third,  or  fast  part, 
of  the  vital  capacity  cur\e.  If  a spirometer  is 
available,  the  FEC  and  the  MMEF  are  both  ex- 
cellent measures  of  expiratory  flow.  In  both  in- 
stances the  calculations  take  time,  the  equipment 
is  expensive,  and  it  is  not  truly  portable. 

The  Maximal  Expiratory  Flow  Rate  (MEF)  as 
measured  by  the  Puffmeter  (cost  $60)^“  (Fig.  8), 
or  the  WTight  Peak  Flow  Meter  (cost  $125)," 
are  more  useful  office  tests.  The  flow  is  damped 


as  measured  by  the  Puffmeter,  which  is  a distinct 
advantage  in  detecting  obstructive  airway  di- 
sease. The  peak  flow  is  not  measured  but  rather 
the  flow  that  can  be  maintained  over  a very  short 
period  of  time.  The  MEF,  as  measured  by  the 
Puffmeter,  correlates  well  with  the  MBC,  (Fig. 
9 ) . Because  of  the  damped  characteristics  of  this 


Fig.  9.  Relationship  between  maximal  expiratory  flow  rate 
and  maximal  breathing  capacity. 


i 
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meter,  however,  patients  with  expiratory  volumes 
less  than  two  liters  will  not  be  able  to  maintain  a 
high  flow  rate  for  a long  enough  interval  to  give 
a normal  value. 

The  Wright  Peak  Flow  Meter  has  been  used 
extensively  in  England  for  epidemiologic  studies, 
and  it  correlates  well  with  the  MBC. 

Peak  flow  measurement,  maximal  expiratory 
flow,  forced  expiratory  capacity,  and  the  maximal 
mid-expiratory  flow  correlate  well  with  the  maxi- 
mal breathing  capacity.  This  relationship  provides 
a valuable  means  for  detection  of  malingering  or 
lack  of  cooperation  on  the  part  of  the  patient.  If 
two  entirely  different  methods  of  testing  flow  rate 
produce  values  which  cannot  be  correlated  with 
each  other,  one  of  the  above-mentioned  factors 
should  be  suspected,  unless  the  patient  is  seri- 
ously ill  and  disabled,  or  for  some  other  reason 
is  unable  to  perform  one  of  the  tests.  Some  pa- 
tients fail  to  understand  the  principle  of  the  maxi- 
mal breathing  capacity  and  simply  cannot  per- 
form rapid  oscillations  of  the  respiratory  appa- 
ratus. 

Some  measures  of  expiratory  flow  are  affected 
by  inadequate  volumes.  When  the  vital  capacity 
is  low  and  the  flow  rates  are  abnormal,  one  is 
faced  with  the  dilemma  of  deciding  whether  ob- 
structive disease  or  restrictive  disease  is  present, 
or  if  there  may  be  some  combination  of  the  two. 
A useful  ratio  in  this  regard  is  the  air  velocity 
index  of  Gaensler,  relating  the  per  cent  predicted 
MBC  to  the  per  cent  predicted  vital  capacity."^ 
Values  below  0.8  are  indicative  of  obstruction  and 
those  above  1.2  suggest  restrictive  disease.  Abso- 
lute values  must  be  considered  and  both  the  vital 
capacity  and  MBC  may  be  abnormal  with  the 
ratio  of  the  two  being  within  normal  limits.  A 
combined  defect,  both  restrictive  and  obstructive, 
is  then  susjrected. 

walking  ventilation 

Ventilation  during  exercise,  when  compared 
with  the  maximal  breathing  capacity,  is  the  best 
objective  measurement  of  pulmonary  disability 
or  dyspnea  that  we  have.  Warring*^  described  the 
Walking  Ventilation  Index  (WVI)  as  the  ratio  of 
ventilation  per  minute  while  walking  at  two  miles 
an  hour,  on  the  level,  for  four  minutes  (with  gas 
collection  over  the  last  three  minutes)  to  the 
maximal  breathing  capacity.  The  use  of  more  than 
35  per  cent  of  the  MBC  while  walking  at  this  rate 
usually  results  in  dyspnea.  If  35  to  45  per  cent  of 
the  MBC  is  used  in  this  walk,  mild  dyspnea  oc- 
curs. If  45  to  55  per  cent  is  used,  moderate  dysp- 


nea is  present,  and  ventilation  of  more  than  55 
per  cent  of  MBC  residts  in  severe  dyspnea. 

This  evaluation  is  dependably  accurate  in 
DOTS.  It  is  somewhat  less  reliable  in  those  people 
with  minimal  restrictive  pulmonary  disease  from 
fibrosis  or  in  those  with  membrane  permeability 
defects.  Such  individuals  will  hyperventilate  and 
use  40  per  cent  or  more  of  the  MBC  and  still  not 
complain  of  dyspnea.  If  there  are  chest  x-ray 
changes  suggesting  fibrosis,  the  findings  of  re- 
duced lung  volume  and  increased  exercise  venti- 
lation should  lead  one  to  suspect  a permeability 
defect. 

The  walking  ventilation  index  may  be  mea- 
sured with  the  Darex  bag  equipment  already 
described.  One  hundred  and  eighty  feet  is  mark- 
ed out  in  a corridor,  and  the  patient  walks  this 
distance  each  minute  for  four  minutes,  with  the 
expired  gas  being  collected  for  the  last  three 
minutes  of  that  interval.  It  is  essential  that  the 
patient  and  an  observer  record  their  evaluation 
of  the  amount  of  dyspnea  the  patient  suffers  as 
a result  of  the  walk.  Discrepancy  between  ob- 
server, subject,  and  the  WVI  are  enlightening  as 
to  the  nature  of  the  dyspnea  and  further  evalua- 
tion of  the  function  problem. 

interpreting  results  of  tests 

There  are  several  rules  of  thumb  that  may  be 
used  in  inferring  abnormalities  involving  one  or 
more  of  the  other  three  levels  of  function  from 
findings  of  tests  at  the  ventilation  level.  These 
inferences  should  be  checked  by  direct  measure- 
ment, but  they  provide  a guide  in  determining 
the  necessity  for  further  studies. 

In  DOPS  or  emphysema  the  primary  abnorm- 
ality is  airway  obstruction.  Ventilation-perfusion 
abnormalities  often  develop  secondarily.  Patients 
with  mild  DOPS  ( MEF  greater  than  160  liters 
per  minute)  seldom  have  hypoxia.  Yet  50  per 
cent  of  patients  with  an  MEF  below  110  liters 
per  minute  (Puffmeter)  will  have  hypoxia.  With 
this  degree  of  obstructive  airway  disease,  about 
15  per  cent  will  also  have  hypercarbia.  Here 
venous  CO2  determinations  may  be  useful  in  con- 
junction with  the  flow  rate  studies.  If  his  MEF 
is  below  110  liters  per  minute  and  his  COo  con- 
tent above  30  mEq/liter,  the  patient  with  em- 
physema has  probably  deteriorated  past  the  stage 
of  hypoxia  to  combined  hypoxia  and  hypercarbia, 
and  respiratory  acidosis  may  be  present.  This  may 
be  confirmed  by  doing  an  arterial  puncture  to 
determine  the  pH,  partial  pressure  of  COo  and 
Oo  saturation  of  the  arterial  blood. 
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If  the  vital  capaciU’  is  low,  the  MEF  is  normal, 
the  chest  x-ray  shows  pulmonan,’  fibrosis,  the 
\ enous  CO2  is  decreased,  and  the  patient  hyper- 
\ entilates  at  rest  imd  with  exercise,  diseases  pro- 
ducing membrane  permeabilit\’  defects  should  be 
considered.  Arterial  blood  gas  studies  will  indi- 
cate a drop  in  Oo  saturation  with  exercise  if  the 
membrane  defect  is  severe.  ( Measurement  of  car- 
bon monoxide  diffusion  capacity  will  detect  lesser 
defects  and  add  confirmator\-  e^•idence  to  blood 
gas  findings  in  severe  ones. ) 

presurgical  evaluation 

In  the  evaluation  of  candidates  for  chest  sura:- 
ery  the  following  general  rules  should  be  kept  in 
mind:  (1)  If  the  surgery  contemplated  involves 
but  one  lung,  and  there  is  no  e\'ident  disease  in 
the  opposite  lung,  the  finding  of  normal  expira- 
tor\-  flo\\’  rates  and  volumes  makes  further  stud\' 
unnecessary  in  most  cases.  (2)  The  patient  who 
now  has,  or  has  had,  marked  disease  (pleural, 
\ascular,  parenchymal,  or  skeletal)  in  the  hemi- 
thorax  opposite  to  that  of  the  planned  surger>% 
should  have  bronchospirometry  performed.  (3) 
For  the  patient  on  whom  surgery-  of  one  lung  is 
contemplated  (whether  or  not  disease  is  present 
in  the  opposite  lung),  who  has  abnormal  expira- 
tory' flow'  or  \ olumes,  further  considerations  must 
be  made.  The  operative  loss  must  be  calculated 
and  limits  of  functional  loss  tolerable  in  each  pa- 
tient established. 

For  the  most  part  vital  capacity^  may  not  be  cut 
below  1500  milliliters  or  the  MBC  below'  50  liters 
(MEF  140  liters,  plus  or  minus)  without  consid- 
eration of  the  probability  that  the  patient  will  be 
dyspneic  following  surgery,  and  that  his  operative 
risk  will  be  higher  than  normal.  Pulmonary'  func- 
tional abnormalities  are  most  severe  immediately 
following  surgery,  and  improvement  will  occur 
throughout  at  least  the  first  three  postoperati\e 
months. 

As  a general  rule  one  should  allow'  a five  per 
cent  loss  of  total  vital  capacity  and  MBC  for  each 
segment  of  lung  to  be  resected.  If  estimated  post- 
operative N'ital  capacity  and  MBC  are  likely  to  be 
at  danger  levels,  other  studies,  particularly  bron- 
chospirometry, should  be  considered  in  the  pre- 
operative evaluation. 

summary 

Tools  for  volume  and  flow'  measurements  can 
be  included  in  a diagnostic  kit  and  be  a\  ailable 
to  the  i^hy  sician,  whether  in  the  office,  the  home 
or  the  hospital.  These  are  simple  procedures 


which  w'ill  find  many  more  clinical  abnormalities 
than  will  the  sphygmomanometer.  They  w'ill  pro- 
\'ide  an  evaluation  of  obstructive  airw'ay  disease 
and  its  deterioration  and  make  its  treatment  pos- 
sible at  a stage  when  it  may  still  be  reversible. 
From  simple  measurements  of  function  at  the 
\ entilatory  level,  the  physician  can  infer  the  pres- 
ence of  \ entilation-perfusion  or  permeability  ab- 
normalities. 

These  simple  diagnostic  methods  add  immea- 
surably to  the  total  care  of  patients,  and  they  re- 
quire an  expenditure  for  office  equipment  w'hich 
need  not  exceed  8300.  It  might  be  considerably 
less.  In  fact,  valuable  information  can  be  obtained 
with  a poh'ethydene  bag,  a tw'o-gallon  jug,  and  a 
book  of  paper  matches.  ■ 

951  Medical-Dental  Building  (1)  (Dr.  Pace) 

The  authors  are  grateful  to  Miss  Florence  Best  for  tech- 
nical assistance. 
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I ncreased  interest  in  eooperation  between  family 
physicians  and  schools  has  been  evident  recently, 
in  the  literature,  and  in  the  activities  of  physi- 
cians. Representative  of  this  was  the  report  of  the 
Committee  on  School  Health  of  the  American 
Academy  of  Pediatrics  in  1959,  which  stated  in 
part: 

School  Health  is  but  a part  of  an  overall 
planning  for  child  health  which  begins  (in) 

. . . prenatal  life  and  continues  through  the 
school  years.  The  private  physician  surren- 
ders none  of  his  responsibility  for  the  child’s 
health  when  the  child  enters  school.  Instead, 
the  school  joins  him  and  the  parent  as  a third 
party  interested  in  the  child’s  health  . . . 

The  private  physician,  who  has  been  the 
medical  advisor  to  the  child  during  his  pre- 
school years,  should  play  an  important  role 
in  this  cooperative  activity  of  adjusting  the 
child  to  the  school  environment.  Not  only 
should  the  child  enter  school  in  optimal 
health,  but  he  should  continue  in  optimal 
health  throughout  his  school  years.  His  good 
health  is  basically  his  parents’  responsibility. 
The  parents  can  be  helped  where  and  when 
necessary  by  a properly  organized  “health 
program  for  school  age  children.”^ 

Because  of  this  interest  in  improved  coopera- 
tion, and  because  of  problems  which  will  be  dis- 
cussed later  in  this  paper,  medical  organizations 
in  Washington  have  initiated  meetings  with  rep- 
resentatives of  local  school  districts  and  the 
Washington  State  Department  of  Public  In- 
struction. We  have  been  among  those  repre- 
senting the  Washington  State  Medical  Associ- 
ation, the  Washington  State  Society  of  Pediatrics, 
the  King  County  Medical  Society  and  the  Seattle 
Pediatric  Society.  However,  this  is  in  no  way  an 
official  committee  report  or  resolution  adopted 
by  any  of  these  societies. 

The  areas  of  present  concern,  recognized  in 
part  two  years  ago  by  a resolution  of  the  Trustees 
of  the  King  County  Medical  Society,  are  as  fol- 
lows: 


Dr.  Skinner  is  Chairman,  School  Health  Committee.  King 
County  Medical  Society.  Dr.  Deisher  is  Director,  Clinic  for 
Child  Study,  Department  of  Pediatrics,  University  of 
Washington  School  of  Medicine,  Dr.  Billington  was  Chair- 
man, Liaison  Committee  to  the  Department  of  Public  In- 
struction from  Maternal  and  Child  Welfare  Committee. 
Washington  State  Medical  Association  and  Dr.  Douglass  is 
President-Elect,  American  Academy  of  Pediatrics. 


Health  education  of  the  students. 

Control  and  prevention  of  communicable 
diseases  in  the  school  age  population. 

Correlating  the  child’s  health  with  his 
learning  and  education. 

Physical  examinations  for  athletes  and 
other  school  age  children. = 

to  which  we  would  now  add: 

Roles  of  family  physician  and  school  per- 
sonnel in  mental  health  problems. 

Recognition  of  the  need  for  qualified  med- 
ical personnel  on  the  school  staff. 

health  education 

Physicians  have  an  opportunity  to  advise 
schools  on  content  of  the  health  education  cur- 
riculum. This  can  be  done  first,  through  liaison 
with  the  state  officials  concerned  with  public 
instruction,  in  the  development  of  currieulum 
guides,  and  second,  by  concerning  themselves 
with  course  content  in  local  school  districts. 

One  suggestion,  on  the  local  level,  has  been 
for  physicians  to  meet  with  teachers  and  physi- 
cal education  instructors  for  their  in-service 
training.  Another  is  for  physician  participation 
in  science  clubs  or  student  seminars. 

We  are  obliged  to  help  educate  the  child  to 
build  good  health;  to  resist  the  Madison  Avenue 
blandishments  for  patent,  useless  medicines;  to 
know  quackery  for  what  it  is.  Physicians  should 
urge  lifelong  attention  to  physical  fitness  for  all, 
not  just  those  who  are  athletically  gifted. 

communicable  disease  control 

The  program  of  immunizations  conducted  in 
the  schools,  designed  to  reach  those  children  who 
fail  to  get  them  from  a physician,  has  been  a 
generally  successful  undertaking.  It  must  of 
necessity  be  sensitive  to  the  monies  made  avail- 
able by  our  political  bodies.  For  this  reason, 
physicians  should  scrutinize  the  program  to  insure 
that  it  follows  sound  medical  practice. 

Record  of  immunizations  given  each  year 
should  be  provided  to  parents  and  to  the  family 
physician.  School  or  health  department  records 
are  unavailable  much  of  the  time.  It  is  frustrating 
to  attempt  to  care  for  a patient  during  the  hours 


273 

Northwest  Medicine,  April  1963 


that  the  school  is  closed,  when  it  is  important 
to  know  when  the  child  had  his  last  tetanus 
booster. 

correlation  of  health  and  learning 

The  avenue  of  communication  between  physi- 
cian and  school  should  be  a two-way  street.  The 
commendable,  in  school  programs  of  screening 
for  deficiencies  in  hearing  and  vision  should  be 
encouraged.  Reports  of  deficiency  should  be 
sent  promptly  to  the  family  physician  for  his 
disposition.  Similarly,  any  other  medical  problem 
observed  by  an  experienced  teacher  or  school 
nurse  should  be  checked  against  the  medical 
report  submitted  by  the  physician,  and  brought 
to  attention  of  parent  and  physician  where  neces- 
sary. 

Periodic  reports  by  the  physician  to  the  school 
are  highly  desirable,  particularly  when  used  by 
a team  including  teacher,  principal,  school  physi- 
cian and  curriculum  director  to  tailor  the  educa- 
tion program  to  the  limitations  of  a handicapped 
child. 

The  handicap  may  be  visual,  auditory,  cardiac, 
orthopedic,  neurologic,  intellectual  or  emotional. 
These  problems  are  medical  and  medical  advice 
is  essential. 

This  is  not  to  claim  that  the  doctor  is  qualified 
to  judge  matters  of  curriculum  content;  rather  he 
contributes  medical  information  by  describing 
the  child’s  stamina,  need  for  special  facilities, 
attention  span,  and  ability  to  get  along  in  groups. 
In  cerebral  palsied  children  he  can  point  out  those 
areas  in  which  children  with  neurological  prob- 
lems characteristically  do  poorly.  In  cooperation 
with  the  psychologist  he  can  help  categorize 
and  place  properly  a “slow”  or  retarded  child. 

He  can  also  advise  his  community  of  the  need 
for  special  facilities  needed  to  educate  the  sig- 
nificant numbers  of  handicapped  children  who 
need  them. 

the  periodic  health  inventory 

We  recommend  a periodic  health  inventory 
for  each  child.  A report  should  be  forwarded, 
with  the  parents’  approval,  to  the  school.  This 
includes  a history,  taken  with  a parent  present, 
and  complete  physical  examination.  It  includes 
the  usual  blood  and  urine  screening  tests  and 
booster  immunizations  when  needed.  Preferably 
the  examination  should  be  an  annual  event.  As  a 
minimum  standard,  the  inventory  and  report 
should  be  done  on  entrx^  into  kindergarten  or 


first  grade,  and  before  starting  the  fourth,  sev- 
enth and  tenth  grades. 

Some  parents,  we  know,  are  not  convinced 
of  the  need  for  periodic  well-child  visits,  some 
object  on  religious  grounds,  and  some  cannot 
afford  it.  We  can  hope  to  reach  the  first  two 
groups  with  an  information  campaign  such  as 
those  mounted  by  the  heart  or  cancer  societies. 
It  is  on  the  conscience  of  the  community,  medical 
and  nonmedical,  that  some  families  cannot  afford 
needed  medical  care,  and  the  solution  is  not 
within  the  scope  of  this  paper. 

The  athlete  has  been  singled  out  for  special 
attention  because  of  the  vigor  of  his  activities, 
and  perhaps  because  of  an  unspoken  fear  of 
medico-legal  complications  following  athletic 
injury.  In  a number  of  school  districts  physical 
screening  is  done  in  the  school  building  by  paid 
or  volunteer  physicians.  Officers  of  medical  soci- 
eties have  strongly  objected.  We  feel  the  physi- 
cian’s office  is  the  place  for  an  examination.  A 
parent  should  be  present  for  the  history,  and 
the  laboratory  should  be  utilized.  We  can  see  no 
difference  between  the  medical  needs  of  the 
athlete  and  the  nonathlete;  indeed  the  regular 
physical  education  program  may  present  hazards 
to  the  child  who  does  not  turn  out  for  sports. 

One  unfortunate  result  of  gymnasium  screen- 
ing physicals  and  school  immunization  programs 
is  that  the  child  and  parent  are  taught  a low 
standard  of  medical  care,  destructive  to  the 
traditional  patient-doctor  relationship  and  in 
marked  contrast  to  the  standard  we  are  capable 
of  offering  in  this  country.  This  to  iis  is  poor 
health  education. 

roles  of  family  physician  and  school  personnel  in 
mental  health  problems 

It  is  generally  accepted,  by  both  school  per- 
sonnel and  physicians,  that  the  child  with  clear- 
cut  physical  problems  should  not  be  treated  by 
the  school.  There  is  no  such  clear  understanding 
regarding  emotional  problems.  Teachers  are  often 
frustrated  by  the  child  who,  because  of  emotional 
problems,  does  not  make  satisfactory  progress. 
For  this  reason  there  has  been  an  increasing 
tendency  to  hire  individuals  who  are  tending 
more  and  more  to  diagnose  and  even  to  pro- 
vide treatment  for  emotional  problems.  The 
relatively  new  field  of  guidance  is  having  grow- 
ing pains.  We  see  a burgeoning  of  the  number 
of  school  social  workers,  psychologists,  guidance 
counsellors,  and  even  school  psychiatrists. 
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The  fomihj  physician  must  he  willing  to  as- 
sume the  same  responsibility  for  a child’s  mental 
health  as  for  his  physical  health.  He  should  first 
review  the  physical  status  to  insure  that  un- 
detected disease  is  not  the  cause  of  the  be- 
havorial  problem.  A large  number  of  “emotional” 
problems  are  resolved  in  this  way. 

The  physician  should  evaluate  the  child  on 
the  bases  of  his  own  professional  knowledge, 
his  knowledge  of  the  family,  and  information 
from  the  school.  He  should  obtain  any  consulta- 
tion that  may  seem  indicated.  If  he  feels  the 
child  should  be  referred  for  treatment,  it  is  his 
responsibility  to  refer  the  child  to  that  resource 
best  equipped  to  handle  the  problem. 

For  the  physician  to  fail  to  assume  responsi- 
bility for  the  total  health  of  the  child  is  to  push 
the  school  further  toward  providing  services 
inappropriate  for  an  educational  institution  and 
incompatible  with  our  ideas  of  the  physicians 
responsibilities. 

Often,  after  a physician’s  advice  is  sought 
regarding  such  problems,  he  indicates  that  he  is 
not  interested  in  handling  them.  We  feel  this  is 
a serious  mistake.  At  least,  he  could  rule  out 
physical  causes,  and  assume  responsibility  for 
referral  to  a competent  consultant.  It  must  be 
understood  that  the  school  personnel  have  com- 
plete or  almost  complete  lack  of  medical  back- 
ground. They  are  not  able  to  evaluate  a child 
fully.  They  are  unable  to  understand  the  inter- 
relationship of  physical  and  emotional  problems. 

This  is  not  to  deny  the  competence  of  school 
personnel  in  selecting  a curriculum  for  a given 
child,  of  administering  achievement  and  aptitude 
tests  and  counselling  the  child  and  parents  ap- 
propriately; nor  of  the  psychologist  in  using  the 
psychometric  test  to  place  the  child  in  appropri- 
ate and  profitable  grouping,  or  to  rule  out  an 
intellectual  handicap  as  a cause  for  poor  per- 
formance. These  are  proper  educational  functions 
which  physicians  should  not  arrogate  to  them- 
selves. 

Physicians  do,  however,  have  a clear  profes- 
sional role  in  the  responsibility  for  the  mental 
health  of  the  school  age  child.  Neither  they  nor 
the  parents  can  surrender  it  to  the  school. 

This  responsibility  extends  to  educating  the 
community  to  the  need  for  new  psychiatric 
clinics  outside  the  school  system,  where  such 
facilities  are  limited,  and  when  children  cannot 
afford  private  care. 


need  for  qualified  physicians  on  the  school  staff 

There  must  be  increasing  recognition  of  the 
need  for  medical  personnel  on  school  staffs 
and  there  must  be  more  active  support  for  such 
employment.  Local  physicians  must  make  school 
administrators  aware  that  it  is  necessary  and 
desirable.  There  are  increasing  numbers  of 
psychologists,  social  workers  and  other  para- 
medical persons  employed  by  school  districts, 
but  very  few  physicians.  To  illustrate,  the  Guid- 
ance Department  of  Seattle  Public  Schools  em- 
ploys 22  social  workers,  16  psychologists,  3 
coordinators,  4 home  visitors  and  one  consultant; 
the  Medical  Department  lists  54  nurses,  but 
only  one  physician  for  the  entire  system. 

It  is  important  that  a physician  be  available 
as  a consultant  to  school  personnel  and  be  able 
to  participate  in  formation  of  policies  having  to 
do  with  matters  of  child  health.  The  schools 
either  have  no  physician  on  staff,  or  so  overload 
those  who  might  be  available,  that  medical  ad- 
vice is  not  utilized  in  arriving  at  policy  decisions. 
It  is  for  this  reason  that  we  have  seen  the  emerg- 
ence of  policies  not  reflecting  medical  thinking. 
Improvement  cannot  be  achieved  through  use  of 
the  private  practitioner  as  he  does  not  have  the 
time  to  sit  with  an  executive  group,  nor  can  he 
be  available  at  other  crucial  times  when  medical 
representation  is  necessary.  Also,  a physician 
who  is  a member  of  the  school  staff  is  in  a posi- 
tion comparable  to  that  of  any  of  the  multitude 
of  paramedical  people  in  the  school  system.  Even 
if  a private  practitioner  could  serve,  he  probably 
would  not  have  the  training  and  experience 
needed  to  do  the  most  effective  job,  working  in 
a school  setting. 

Increased  medical  time  for  the  schools  will 
not  come  about  unless  the  medical  community 
makes  its  views  known  on  this  subject  to  school 
administrators  and  to  school  boards.  It  would 
seem  that  this  must  be  one  of  the  first  objectives 
of  medicine  if  we  are  to  begin  to  improve  the 
unsatisfactory  situation  existing  today. 

conclusions 

We  have  outlined  six  areas  of  cooperation  be- 
tween private  physicians  and  schools.  These 
are:  health  education,  communicable  disease 
control,  enabling  the  handicapped  child  to  learn 
optimally,  encouraging  a periodic,  comprehensive 
history  and  physical  examination  for  all  children, 
athletes  or  not,  making  proper  investigation  of 
behavorial  problems,  and  encouraging  the  em- 
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plo\  ment  of  physicians  to  liandle  medical  policy 
matters  in  the  schools. 

We  must  recognize  that  to  provide  compre- 
hensive care  for  children  in  the  school  age  group, 
physicians  must  be  trained  according  to  modem 
concepts.  As  well  as  competence  in  the  manage- 
ment of  the  traditional  diseases  of  childhood, 
physicians  ought  to  have  a knowledge  of  neuro- 
logical problems,  including  mental  retardation, 
of  emotional  growth  and  development  and  of 
pediatric  psychiatric  problems. 

The  rather  marked  re\'ision  of  the  pediatric 
curricula  in  medical  schools,  and  the  demands 


increasingly  placed  on  physicians  by  young  pa- 
tients, by  society  and  the  schools,  are  signs  that 
emphasis  must  change.  This  is  a challenge  to 
practicing  physicians  to  modernize  their  profes- 
sional competence  to  meet  the  changing  scope  of 
the  practice  of  medicine. 

300.3  81st  Ave.  S.E.  (Dr.  Skinner) 
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Respiratory  Ohstrnction 

WILLARD  F.  GOFF,  M.  D.  Seattle,  Washington 


Fig.  1 

INTERFERENCE  WITH  RESPIRATION  IN  THE  NEWBORN, 
SITES  AND  LESIONS 


1.  CRANIUM;  birth  trauma,  hemorrhage, 
hypoxia,  maternal  sedation,  kernicterus, 
anomalies. 

2.  TONGUE:  glossoptosis. 

3.  MANDIBLE:  hypoplasia  of  mandible. 

4.  NECK:  cystic  hygroma,  thyroglossal  duct 
cyst. 


5.  LARYNX:  atresia,  web,  laryngomalacia, 
cord  paresis,  cyst,  papilloma,  and  other 
tumors,  laryngeal  and  subglottic  edema, 
subglottic  stenosis,  foreign  body,  breath 
holding. 

6.  TRACHEA:  tracheomalacia  with  or  with- 
out vascular  ring,  tracheo-esophageal  fis- 
tula, stenosis  of  trachea  following  fistula 
repair.  Tracheostomy  cannula  plugged, 
misfit,  in  false  passage,  chin  flexed  over 
cannula. 

7.  LUNG:  primary  and  secondary  atelecta- 
sis. Lobar  emphysema  (a).  Pneumonia, 
acute  pulmonary  edema,  abscess,  cyst, 
obstructive  atelectasis  (b).  Hyaline  mem- 
brane atelectasis. 

8.  BRONCHUS:  bronchomalacia,  agenesis, 
web,  stenosis,  foreign  body,  meconium, 
milk,  vomitus,  blood. 

9.  CHOANAE:  bilateral  atresia. 

10.  MEDULLA:  depression  of  respiratory 
center  by  drugs,  infections. 

11.  PHARYNX:  foreign  body. 

12.  PLEURA:  effusion,  pneumothorax. 

13.  ESOPHAGUS:  foreign  body,  tracheo- 
esophageal fistula. 

14.  STOMACH:  massive  distension. 

15.  DIAPHRAGM:  hiatus  hernia,  phrenic 
nerve  paresis,  high  diaphragm  from  me- 
conium peritonitis. 
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I t is  the  duty  of  every  physician  to  familiarize 
himself  with  the  fundamental  principles  involved 
in  the  rapid  diagnosis  and  early  treatment  of 
respiratory  obstruction. 

Airway  emergencies  are  among  the  most 
frightening  conditions  a physician  is  called  upon 
to  treat.  Hardly  a week  goes  by  without  a news- 
paper reporting  such  headlines  as,  Infant  suffo- 
cates in  crib.  Baby  chokes  on  candy,  Child  stran- 
gles on  milk.  Bathroom  steam  suffocates  child. 
Girl  strangles  in  swimming  pool,  or  Diner  chokes 
on  meat.  Safar  estimates  that  over  20,000  deaths 
due  to  asphyxia  occur  in  the  United  States 
each  year.' 

importance  of  respiratory  obstruction 

Red  Cross  data,  and  those  from  other  sources, 
show  that  if  resuscitation  is  begun  within  one 
minute  after  breathing  stops,  98  per  cent  will 
survive.  As  the  interval  becomes  longer  the  sur- 
vival rate  decreases  as  shown  in  table  1.  After 


Table  1 


Resuscitation  delay 

delay  in 
minutes 
1 
2 

3 

4 

5 


ind  survival  rates 

survival 
rate,  per  cent 
98 
92 
72 
50 
25 


8 minutes  of  apnea,  or  4 minutes  of  cardiac  ar- 
rest, severe  brain  damage  and  irreversible  cen- 
tral nervous  system  changes  occur.^  Experience 
has  shown  that  in  the  newborn  and  infant  the 
time  of  apnea  is  even  more  critical  than  in  the 
adult. 


audible  signs 

Airway  obstruction  may  be  congenital  or  ac- 
quired. It  may  be  intrinsic  or  extrinsic,  and  it 
may  occur  anywhere  from  the  nose  to  the  pul- 
monary alveoli.  Lesions  at  or  above  the  level 
of  the  larynx  cause  an  inspiratory  stridor  or 
wheeze.  Lesions  below  the  larynx  cause  an  expir- 
atory wheeze  ( see  figure  2 ) . Lesions  in  the 
trachea  may  cause  both  inspiratory  and  expira- 
tory wheezing.  There  is  no  noise  in  complete 
obstruction  of  the  larynx  or  trachea. 

steps  in  resuscitation 

1.  Place  patient  in  supine  position. 

2.  Clear  the  airway  by  turning  head  to  one 


INSPIRATORY 
STRIDOR 


EXPIRATORY 

STRIDOR 


Fig.  2.  Coronal  section  through  larynx. 


side.  Force  the  mouth  open  and  wipe  out  foreign 
matter,  using  middle  finger  of  one  hand,  or 
catheter  with  portable  aspirator  (foot-operated 
Ambu  Suction  Pump* * * § ) or  motor  driven  suction 
pump. 

3.  Maintain  the  airway  by  means  of  regular 
oropharyngeal  airway  (Guedel,  Waters,  or  Ber- 
man plastic ) ; or  better,  use  an  S-shaped  or  double 
airway  which  permits  mouth-to-mouth  resusci- 
tation. (The  best  available  are  Mira  Resuscitat- 
ing Tubef,  Hudson  Lifesaver  Tubej,  and  Resusi- 
tube§ ) . These  tubes  are  made  in  assorted  sizes, 
and  a set  should  be  in  every  physician’s  bag. 

4.  Tilt  the  patient’s  head  back  in  hyperexten- 
sion,  and  advance  the  jaw  forward  as  in  the 
“sniffing  position,”'*-^  This  lifts  the  tongue  for- 
ward and  increases  the  airway,  as  shown  in  fig- 
ure 3. 


WRONG 


RIGHT 


Fig.  3.  Position  for  resuscitation. 


5.  “Blow  air  into  the  lungs  as  soon  as  you  see 
a non-breathing  victim.”"  Forceful  insufflation 
of  e.xhaled  air  or  oxygen  may  be  administered  by 
mouth-to-mouth,  mouth-to-nose,  or  mouth-to- 
airway  method.  This  should  be  the  first  step  in 


* Ambu  Suction  Pump  and  Ambu  Resuscitator  with 
Ruben  non-rebreathing  valve  is  manufactured  by  Air- 
Shields,  Inc.,  Hatboro,  Pa. 

t Mira  Resuscitating  Tube  is  manufactured  by  The  Mira 
Corp.,  2656  N.  Pasadena  Ave.,  Los  Angeles  31,  Calif. 

t Hudson  Lifesaver  Tube  is  manufactured  by  the  Hud- 
son Oxygen  Therapy  Sales  Co.,  2801  Hyperion  Ave.,  Los 
Angeles  27,  Calif. 

§ Resusitube  is  manufactured  by  Johnson  & Johnson, 
New  Brunswick,  N.J. 
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Fig.  4 


INTERFERENCE  WITH  RESPIRATION  IN  CHILDREN 
AND  ADULTS,  SITES  AND  LESIONS 


1.  CRANIUM:  depression  in  consciousness, 
cerebro-vascular  accident,  trauma,  space 
occupying  lesion,  intoxications,  post-con- 
vulsive state,  encephalitis,  meningitis, 
systemic  infections,  high  fever. 
DISTURBANCES  IN  NEUROMUSCU- 
LAR CONTROL  OF  RESPIRATION: 
poliomyelitis,  botulism,  tetanus,  Guillain- 
Barre'  syndrome,  myasthenia  gravis,  cer- 
vical spinal  cord  injuries. 

2.  NASOPHARYNX:  tumor,  stenosis. 

3.  TONGUE:  tumor. 


4.  MANDIBLE:  fractured  jaw. 

5.  LARYNX:  acute  epiglottitis,  acute  laryn- 
go-tracheitis,  diphtheria,  edema,  hemor- 
hage,  external  trauma  with  fracture, 
laryngocele,  tumor,  recurrent  laryngeal 
nerve  paresis,  laryngospasm,  foreign 
matter,  mucous,  blood,  water,  caustics, 
vomitus,  gases,  chlorine,  smoke,  powder, 
anesthetics,  painful  stimuli,  flash  burns 
from  explosions,  anaphylaxis  with 
edema,  hysteria. 

6.  NECK:  diffuse  inflammation,  deep  infec- 
tion, abscess,  cystic  hygroma,  thyroglos- 
sal  duct  cyst,  tumor. 

7.  TRACHEA:  foreign  body,  tumor,  rup-  , 
ture,  cast,  membrane,  burn  from  smoke 

or  chemicals,  post-laryngectomy  atrophic 
tracheitis.  Tracheostomy  cannula:  plug- 
ged, misfit,  too  long,  in  false  passage,  tra- 
cheal granuloma.  Endotracheal  catheter: 
plugged,  kinked,  misplaced,  too  long 
(with  resulting  edema  and  granuloma). 

8.  PLEURA:  effusion,  pneumothorax,  em- 
pyema. 

9.  MEDIASTINUM:  tumor,  emphysema, 

rupture  of  vascular  aneurysm. 

10.  BRONCHUS:  tumor,  hemorrhage,  for- 
eign body,  status  asthmaticus. 

11.  CHEST  WALL:  crushing  injuries  with 
fractured  ribs. 

12.  RETROPHARYNX:  abcess. 

13.  OROPHARYNX:  peritonsillar  abscess, 
foreign  body. 

14.  HYPOPHARYNX:  tumor,  chemical  burn, 
foreign  body,  external  trauma. 

15.  PHRENIC  NERVE:  paresis. 

16.  ESOPHAGUS:  tumor,  foreign  body,  per- 
foration with  air  leak. 

17.  LUNG:  obstructive  emphysema  (a),  ob- 
structive atelectasis  (b),  pneumonia, 
tumor,  lobectomy,  pneumonectomy. 

18.  DIAPHRAGM:  hiatus  hernia. 


combatting  respirator)-  obstruction.  .\s  soon  as 
available,  a bag  and  mask  may  be  substituted, 
using  air  or  o.xygen.  The  Pulmonator  or  Ambu 
Resuscitator®  (with  Ruben  non  - rebreathing 
vahe)  are  highly  recommended  for  immediate 
use  when  an  oxygen  cylinder  is  not  available. 
These  bags  are  self-filling  with  atmospheric  air; 
but  o.xN’gen  can  be  added.  The  bag-mask-o.\ygen 
unit  is  best  used  by  an  expert.  One  should  ob- 
ser\e  the  chest  mo\ements  closely  when  using 
intermittant-positi\'e-pressure-breathing. 

6.  Intubate  the  trachea  after  doing  the  preced- 
ing steps.  -\n  endotracheal  tube  ma\'  be  inserted 


II  Pulmonator  manufactured  by  Western  Anaesthesia 
Equipment  Co.,  Inc.,  2553  Middlefield  Road,  Redwood  City, 
Calif. 


with  the  aid  of  a laryngoscope.  If  oxygen  is  not 
available,  mouth-to-tube  insufflation  may  be  ad- 
ministered. A Mosher  life-sa\'ing  tube  is  occa- 
sionally helpful.  A bronchoscope  may  be  passed, 
at  which  time  the  tracheo-bronchial  tree  may  be 
aspirated  thoroughly  and  o.xygen  can  be  supplied 
through  the  side  arm. 

7.  Tracheostomy.  This  should  be  performed 
onl\-  in  a hospital.  The  third  interspace  is  prefer- 
able; but  the  first  may  be  used  in  an  emergency. 
In  rare  cases  a 15  gauge  needle  may  be  inserted 
through  the  crico-thxToid  membrane,  and  oxygen 
(or  air)  blown  into  the  trachea.  One  must  not 
blow  air  into  the  mediastinum!  If  massive  medi- 
astinal emphysema  or  tension  pneumothorax  re- 
sults from  traumatic  injuries  to  the  larx-nx,  phar- 
ynx, trachea,  esophagus  or  chest,  an  immediate 
tracheo-mediastinotomy  should  be  performed." 
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8.  Crico-thyrotomy.  This  is  useful  in  an  ex- 
treme emergency  as  a temporary  measure.  It  is 
unsuitable  for  infants  and  small  children.  En- 
trance through  the  crico-thyroid  membrane  may 
be  obtained  by  a scalpel  (or  pocket  knife),  or 
by  the  emergency  airway  set^  developed  at  the 
University  of  Kansas  Medical  Center.  It  consists 
of  dagger  scissors,  bivalve  cannula,  and  retractors. 

9.  Reestablish  cardiac  action  by  external  mas- 
sage.® This  should  he  used  only  in  conjunction 
with  aifificial  ventilation. 

10.  The  Trendelenburg  position  is  most  im- 
portant when  pharyngeal  pooling  of  mucus  oc- 
curs, as  in  cases  of  bulbar  paralysis  or  crushing 
chest  injuries.  To  prevent  aspiration  of  blood  fol- 
lowing a tonsillo-adenoidectomy  the  patient 
should  be  placed  in  the  prone  position,  head 
low,  with  face  turned  to  one  side. 

11.  Drugs.  Narcotics  and  analgesics  should 
be  avoided.  Succinylcholine  (Anectine)  is  valu- 
able for  relaxing  laryngospasm;  but  should  not 
be  used  without  a positive  pressure  breathing 
bag.  Bronchodilators,  e.g.  epinephrine,  isoproter- 
enol (Isuprel),  and  corticosteroids  are  useful  in 
acute  allergic  reactions  of  the  larynx,  trachea, 
and  bronchi.  Antihistamines  and  other  mucous 
membrane  drying  agents  are  contraindicated. 

conclusions 

Resuscitation  of  a non-breathing  patient  should 
be  started  immediately,  regardless  of  the  cause. 
The  steps  in  order  of  importance  include: 


^ Emergency  Airway  Set  manufactured  by  Storz  Instru- 
ment Co.,  4570  Audubon  Ave.,  St.  Louis  10,  Mo. 


1.  Prompt  establishment  and  maintenance  of  a 
clear  airway.  This  is  of  extreme  importance  in 
a patient  with  depression  in  consciousness.  Plum 
said;  “In  acute  head  injuries,  if  you  worry  more 
about  the  airway  and  less  about  the  head,  more 
brains  will  be  saved.”" 

2.  Determination  of  the  point  of  obstruction. 

3.  Removal  of  the  obstruction  (i.e.  foreign 
body,  tumor,  web). 

4.  Correction  of  disease  causing  extrinsic 
pressure  ( i.e.  tumor,  abscess,  hiatus  hernia,  pleur- 
al effusion,  pneumothorax,  mediastinal  emphy- 
sema, cardiovascular  anomalies). 

5.  Circumvention  of  the  obstruction  by  tra- 
cheostomy. This  may  be  a life-saving  procedure 
in  open  heart  surgery  when  respiratory  distress 
develops. 

6.  Decreasing  edema  and  spasm  of  the  larynx, 
trachea  and  bronchi  with  sympathomimetic 
drugs.  ■ 

432  Stimson  Building  (1) 
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Electromyographic  Diagnosis  of  Impaired 
Ulnar  Nerve  Function 

JOHN  B.  R E D F O R M.  D.  Seattle,  Washington 


In  recent  years  there  has  been  much  interest 
in  the  use  of  electromyography  for  the  diag- 
nosis of  \ arious  neuromuscular  conditions.  Needle 
electrode  examinations  have  been  performed  for 
over  a decade  but  it  is  only  in  the  past  four 
or  five  years  that  studies  have  been  made  of 
electromyographic  responses  during  nerve  stimu- 
lation. 

Examination  of  the  muscle  using  only  needle 
electrodes  will  not  distinguish  whether  a disease 
process  is  affecting  the  anterior  horn  cell,  ner\'e 
root,  the  main  part  of  the  peripheral  nerve  or 
its  terminal  branches.  This  is  because  fibrillation 
potentials  at  rest  may  occur  in  skeletal  muscle 
in  any  of  the  above  conditions.  One  way  to 
distinguish  between  these  conditions  is  to  detect 
segments  of  altered  e.xcitabilitx'  along  the  axon 
by  use  of  nerve  stimulation. 

Electronic  stimulators  coupled  with  EMG 
apparatus  have  made  such  determinations  rela- 
tively simple.  The  current  method  of  recording 
using  a camera  and  oscilloscope  was  developed 
by  Hodes  and  his  associates  in  1948.^  They  placed 
recording  electrodes  over  the  belly  and  tendon 
of  the  muscle  to  be  studied,  then  stimulated  the 
nerve  percutaneously  at  various  points  along  its 
course. 

Conduction  velocity  of  motor  fibers  is  reduced 
in  conditions  affecting  the  axon  primarily.  On  the 
other  hand,  in  conditions  affecting  the  anterior 
horn  cell,  conduction  velocity'  is  usually  normal 
or  only  slightly  reduced.^ 

This  paper  is  a report  on  three  years  of  ex- 
perience using  nerve  stimulation  as  an  adjunct 
to  needle  electrode  examination  in  the  differential 
diagnosis  of  conditions  affecting  the  motor  fibers 
of  the  nlnar  nerve. 

conduction  velocity 

Conduction  velocity  of  normal  human  motor 
nerves  varies  from  40  to  70  meters  per  second 
(M/sec).  It  is  directly  proportional  to  the  diam- 
eter of  the  nerve  fibers  and  to  the  temperature 


From  the  Department  of  Physical  Medicine  and  Rehabili- 
tation, School  of  Medicine,  University  of  Washington. 


of  the  nerve,  but  inversely  proportional  to  the 
age  of  the  subject  after  the  age  of  three  years. 
Conduction  velocity  in  the  fibers  of  the  ulnar 
ner\'e  in  the  forearm  supplying  the  hypothenar 
muscles  in  normal  adults  ranges  between  45  and 
70  M/sec. Eor  determining  conduction  velocity 
in  these  fibers  the  usual  procedure  is  to  stimulate 
the  ulnar  nerve  at  the  elbow  and  wrist  with  a 
recording  electrode  over  the  hypothenar  muscle. 
After  a photograph  is  taken  of  the  responses  on 
an  oscilloscope  screen,  a measurement  is  made 
of  conduction  time  which  is  the  time  from  stim- 


Milliseconds 


ABOVE  ELBOW 


A - Conduction  time 
B - Duration  of  action  potential 
C - Amplitude 

Figure  1 Recordings  from  the  hypothenar  muscle  in  a 
patient  with  a block  in  nerve  conduction  at  the  elbow.  The 
lowest  response  in  the  figure  is  a result  of  stimulation 
above  the  elbow  and  is  lower  in  amplitude  than  the  other 
two  responses.  It  also  illustrates  measurement  of  muscle 
action  potentials. 
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ulus  artifact  to  the  onset  of  the  electrical  response 
from  the  muscles  (figure  1).  To  calculate  con- 
duction velocity,  the  distance  in  meters  between 
points  of  stimulation  is  divided  by  the  remainder 
after  subtraction  of  conduction  time  of  wrist  stim- 
ulus from  conduction  time  from  elbow  stimulus 
measured  in  seconds.  A complete  description  of 
this  technique  may  be  found  in  a previous  report." 

When  conduction  velocity  is  studied  in  this 
manner,  information  derived  about  the  nerve 
applies  only  to  the  segment  between  the  stimulus 
at  the  elbow  and  the  stimulus  at  the  wrist.  There- 
fore, lesions  distal  to  the  wrist  may  not  affect 
data  from  this  segment  of  the  nerve.  In  such  a 
case  a conduction  time  measurement  from  the 
point  of  stimulation  on  the  wrist  or  on  the  elbow 
to  the  recording  electrode  on  the  hypothenar 
muscle,  or  to  the  first  dorsal  interosseus  muscle, 
might  provide  more  useful  information.  Con- 
duction time  and  conduction  velocity  mainly  give 
information  about  the  fastest  conducting  fibers. 
If  there  are  some  normal  fibers  as  well  as  some 
slowly  conducting  fibers,  these  measurements 
may  be  within  normal  limits. 

Another  way  to  determine  reduced  conduc- 
tion velocity  is  to  measure  the  total  duration  of 
the  composite  potential  produced  by  nerve  stimu- 
lation. This  potential  is  a result  of  the  clirono- 
graphic  summation  of  the  impulses  travelling  at 
slightly  different  rates  along  individual  motor 
nerve  fibers.  The  composite  potential  recorded 
is  derived  from  impulses  conducted  at  slightly 
different  rates.  If  its  duration  is  abnormally  long, 
when  compared  with  responses  in  normal  per- 
sons, presumably  some  of  the  motor  nerve  fibers 
are  conducting  more  slowly  than  normal. 

In  this  study  I tried  to  determine  which  of  the 
three  above  mentioned  parameters  was  the  most 
reliable  guide  in  the  differential  diagnosis  of  ul- 
nar nerve  lesions;  conduction  velocity,  conduc- 
tion time,  or  duration  of  action  potential. 

method 

The  method  used  was  similar  to  that  described 
by  Hodes.’  Recording  electrodes  were  tin  alloy 
cups  (8  mm  in  diameter)  placed  over  the  end 
plate  zone  and  the  insertion  of  the  abductor 
digitiquinti  muscle.  Some  recordings  were  made 
from  the  first  dorsal  interosseus  muscle  as  well  as 
the  abductor  digitiquinti.  The  stimulus  was  ap- 
plied by  two  rounded  electrodes  held  firmly 
over  the  ulnar  nerve  at  the  wrist  and  at  the  elbow. 
Distances  were  measured  by  applying  steel  tape 


closely  over  the  skin  between  the  point  of  stimu- 
lation and  the  recording  electrodes.  Responses 
were  photographed  with  a Polaroid  camera.  In 
all  cases  conduction  time  and  conduction  veloc- 
ity were  calculated.  In  most  cases  total  duration 
and  amplitude  of  action  potential  derived  from 
nerve  stimulation  at  elbow  were  measured.  Nerve 
conduction  of  the  ulnar  nerve  on  the  affected 
arm  was  always  compared  with  that  on  the 
contra-lateral  arm. 

Subjects  were  patients  referred  for  electrodiag- 
nostic evaluation  to  the  University  Hospital. 
About  two-thirds  of  the  subjects  were  men  and 
they  ranged  in  age  from  16  to  85.  In  this  study 
there  were  twenty  subjects  with  no  clinical  or 
other  evidence  of  neurologic  disease  in  the  arm 
that  was  examined,  twenty-four  subjects  with 
lesions  of  the  lower  brachial  plexus  or  lowest 
cervical  nerve  roots,  and  sixteen  subjects  with 
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Figure  2 


ulnar  palsy.  All  cases  of  ulnar  palsy  had  unilat- 
eral lesions  with  one  exception.  I excluded  pa- 
tients with  other  neurologic  disturbances,  such 
as  polyneuritis,  amyotrophic  lateral  sclerosis  and 
carpal  tunnel  syndrome.  All  cases  had  needle 
electromyographic  studies  in  addition  to  nerve 
stimulation.  The  diagnosis  of  root  or  plexus 
lesion  was  made  when  there  was  a history  of 
trauma  to  the  plexus  or  roots  or  there  was  x-ray 
evidence  of  cervical  spondylosis  with  relief  of 
symptoms  by  conservative  or  surgical  means.  The 
diagnosis  of  ulnar  palsy  was  made  in  almost  all 
instances  on  the  basis  of  trauma  to  the  ulnar 
nerve  with  typical  sensory  and  motor  loss  in  the 
hand  and  forearm.  Nine  of  the  sixteen  cases  had 
surgical  relief  of  pressure  on  the  ulnar  nerve. 
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Conduction  velocity  in  meters/second  forearm 
segment  of  ulnar  nerve  Supplying  hypothenor 
muscles. 


Figure  3 


results 

Figure  2 sho\\  s conduction  time  from  tlie  point 
of  stimulation  on  elbow  to  hand  on  the  abscissa 
with  conduction  distimce  on  the  ordinate.  Normal 
\alues  range  between  6.0  and  9.0  milliseconds 
(a\  erage  = 7.6),  values  in  nerve  root  lesions  are 
between  7.1  and  12.8  m sec  (average  = 8.4), 
and  values  for  ulnar  palsy  range  from  7.5  to 
32  m sec  (average  = 12.3). 

In  figure  3,  conduction  velocit\-  measurements 
are  shown  in  the  form  of  a bar  graph.  Normal  val- 
ues ranged  from  47 to 75 M /sec  (average  = 53.3). 
\’alues  for  root  or  ple.xus  lesions  ranged  from 
37  — 69  M/sec  (average  = 55.5),  and  those  for 
ulnar  nerve  lesions  ranged  from  27  to  68  M/sec 
(average  = 42.5). 

In  figure  4,  durations  of  potentials  recorded 
when  the  ulnar  ner^■e  was  stimulated  at  the 
elbow  are  presented  in  the  form  of  a bar  graph. 
Normal  values  ranged  from  8 to  19  m sec 
(average  = 12.1).  Values  for  root  or  plexus 
lesions  ranged  from  10  to  21  m sec  (ax  erage  = 
12.7)  and  x alues  for  ulnar  palsy  ranged  from  11 
to  23  m sec  (average  = 16.5).  There  are  fewer 
cases  recorded  here  because  of  technical  diffi- 
culties in  ex  aluating  some  of  the  older  recordings. 

When  needle  electrode  examinations  xvere  per- 
formed, all  patients  xxith  root  or  plexus  lesions 
xvho  had  denerxation  in  muscles  supplied  by 
the  ulucir  nerx  e had,  in  addition,  denervation  in 
other  muscles  of  the  arm.  All  patients  xx  ith  ulnar 
palsy  had  denerxation  exclusixely  in  the  dis- 
tribution of  the  ulnar  nerx  e.  Hoxx  exer,  in  txvo 
cases  there  xvas  denerxation  in  none  of  the 
muscles,  diagnosis  resting  primarily  on  clinical 
findings. 


comment 

It  is  apparent  that  in  patients  xx  ith  ulnar  palsy, 
conduction  time  betxxeen  elboxv  stimulus  and 
recording  electrode  is  prolonged  and  conduction 
x elocitx'  is  sloxver  than  in  normal  subjects  and  in 
patients  xx  ith  brachial  ple.xus  or  root  lesions.  My 
axerage  value  of  53.3  M/sec  for  conduction 
xelocitx'  in  normal  subjects  is  slightly  loxver  than 
that  reported  in  other  series  such  as  Johnson  and 
Olsen’  xx'hose  axerage  value  xvas  55.1  M/sec. 
This  may  be  due  to  the  small  sample,  or  it  is  pos- 
sibly due  to  the  selection  of  subjects,  as  all  of 
them  xxere  referred  for  electrodiagnostic  exam 
and  some  may  haxe  had  subclinical  changes  in 
nerve  function. 

Fix'e  patients  xxith  ulnar  palsy  fall  into  the 
range  of  normal  values  for  conduction  velociW 
of  45-70  M/sec.  Three  of  these  patients  xxith 
ulnar  palsy  also  had  conduction  times  from  elboxv 
stimulus  of  less  than  10  m sec  and  so  appear  to 
fall  xx'ithin  the  limits  of  normal.  These  three 
cases  deserxe  some  discussion. 

The  first  of  these  patients  xvas  a 37  year  old 
housexxife  xxho  injured  the  ulnar  nerxe  in  her 
hand  by  a hard  bloxx-  to  the  hx*pothenar  emi- 
nence against  a telexision  set.  A nerxe  stimula- 
tion study  shoxved  sloxving  in  fibers  distal  to  the 
xx'rist  supplying  the  first  dorsal  interosseus  mus- 
cle but  no  sloxx'ing  of  conduction  x’elocitx'  in  these 
fibers  aboxe  the  xxrist  or  in  fibers  to  the  hypo- 
thenar  muscles.  Subsequent  surgery  released 
compression  of  the  ulnar  nerve  in  the  hand, 
relieved  her  symptoms,  and  restored  EMG  pat- 
tern to  normal. 

The  second  patient  xvas  seen  four  xxeeks  fol- 
loxx'ing  trauma  to  the  ulnar  nerx  e at  the  elboxv 
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with  an  indisputable  clinical  picture  of  ulnar 
palsy.  Although  the  length  of  the  action  poten- 
tial ( 17  m sec ) appears  prolonged  when  com- 
pared with  most  normals  (average  = 12.1)  there 
was  a duration  of  action  potential  of  16  m sec  on 
the  normal  side.  In  spite  of  the  fact  that  the 
needle  EMC  findings  were  compatible  with  ulnar 
palsy,  presumably  not  enough  time  had  elapsed 
for  nerve  conduction  velocity  to  be  altered. 

The  third  patient  was  also  seen  about  four 
weeks  after  onset  of  symptoms.  In  this  case,  al- 
though conduction  time  was  8 m sec  and  con- 
duction velocity  was  52  M/sec,  there  was  a 
definite  block  of  conduction  behind  the  elbow. 
This  was  determined  when  the  nerve  was  stimu- 
lated above  and  below  the  elbow  and  the 
response  compared  with  the  normal  side.  A 
block  in  conduction  is  demonstrated  by  a marked 
drop  of  amplitude  of  a response  when  stimulation 
above  is  compared  with  stimulation  below  a 
lesion.'’  These  responses  are  shown  in  figure  1. 

One  case  of  ulnar  palsy  in  a patient,  (H.S), 
whose  findings  were  equivocally  normal  (con- 
duction time  9.2  m sec  and  conduction  velocity 
45  M/sec),  had  pain  along  his  medial  forearm 
following  a previous  ulnar  nerve  transplant  but 
had  no  fibrillation  or  definite  sensory  loss  in  the 
hand.  Re-exploration  freed  up  some  scarring 
around  the  nerve  and  relieved  his  symptoms. 

An  interesting  case,  not  included  in  this  series, 
was  a 40  year  old  man  who  was  studied  in  May 
1961  because  of  parasthesias  and  sensory  loss  in 
an  ulnar  distribution  in  the  right  hand  with  a se- 
vere loss  of  strength  in  the  hypothenar  and  inter- 
osseus  muscles  of  the  hand.  He  had  previously 
had  a successful  ulnar  nerve  transplant  at  the  el- 
bow for  left  ulnar  palsy.  No  response  in  the  hypo- 


thenar or  first  dorsal  interosseus  muscles  could  be 
elicited  when  his  ulnar  nerve  was  stimulated 
above  or  below  the  right  elbow.  However,  a good 
response  was  elicited  from  these  muscles  when 
the  right  median  nerve  was  stimulated  at  the 
elbow.  When  the  ulnar  nerve  was  stimulated  at 
the  wrist  a similar  response  to  that  seen  from  me- 
dian nerve  stimulation  was  obtained.  By  moving 
the  electrode  proximally  along  the  forearm  a point 
at  which  no  response  could  be  elicited  from  the 
ulnar  nerve  was  found.  Presumably  there  was  a 
cross  connection  from  the  median  nerve  to  the 
ulnar  nerve  just  distal  to  this  point.  Thus  the 
median  nerve  was  the  only  motor  nerve  supply 
to  the  right  hand.  This  was  borne  out  by  the 
results  of  a surgical  transplant  of  the  right  ulnar 
nerve.  The  nerve  was  thickened  and  scarred 
and  nine  months  later  there  was  still  no  evidence 
of  return  of  function  in  the  right  hand,  suggest- 
ing that  the  ulnar  nerve  was  damaged  beyond 
recovery. 

These  cases  bring  out  some  pitfalls  in  using 
this  technique  for  diagnosis  of  ulnar  palsy.  First 
there  may  be  no  changes  in  conduction  velocity  or 
conduction  time  in  the  forearm  if  the  lesion  is 
distal  to  the  wrist.  Fortunately  such  a lesion  can 
be  located  by  using  a method  described  by  Gilli- 
att  in  which  responses  from  the  hypothenar 
muscles  and  the  first  dorsal  interosseus  muscle 
are  compared.''  Secondly  there  may  be  no  changes 
within  the  first  four  weeks  in  conduction  velocity 
although  information  regarding  a partial  nerve 
block  may  be  obtained.  Thirdly,  if  there  are  only 
sensory  changes,  conduction  studies  of  motor 
fibers  may  be  equivocal  as  in  patient  H.S.  In  the 
presence  of  complete  nerve  blocks  the  findings 
may  be  confused  by  the  presence  of  innervation 
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of  hN'pothenar  and  interosseus  muscles  by  the 
median  nerve.  It  is  important  in  these  cases  to 
study  the  responses  to  median  nerve  stimulation 
as  well  as  those  to  ulnar  stimulation. 

Duration  of  the  action  potential  was  generally 
more  prolonged  in  ulnar  nerve  palsy  than  in  the 
other  two  groups  studied  (figure  4).  However, 
the  normal  variation  is  so  great  that  reliance  on 
this  value  alone  appears  to  be  unwise.  For  an 
adequate  assessment  of  the  situation,  both  con- 
duction time  and  conduction  velocity  must  be 
considered.  As  measurement  of  conduction  veloc- 
iU'  involves  more  sources  of  error  than  conduc- 
tion time^  the  latter  value  may  be  more  useful 
if  used  alone.  However,  whichever  method  is 
used  other  factors  such  as  the  time  since  injiu'y 
or  the  possible  location  of  the  injur\'  must  be 
taken  into  consideration. 

In  root  or  ple.xus  lesions,  conduction  time,  con- 
duction velocitx’  and  length  of  action  potential 
were  generally  within  normal  limits  except  for 
one  glaring  exception  (conduction  time  12.8  m 
sec,  CV=37  M sec,  duration  of  potential  = 21  m 
sec).  This  patient  was  much  improved  following 
a cervical  laminectomy  and  so  presumably  had  a 
root  lesion.  Other  authors  have  described  root 
lesions  as  gi\’ing  some  slowing  of  conduction 
velocity.  A new  technique  of  stimulating  the  sen- 
soiy^  nerves  holds  some  promise  of  further  sep- 
arating root  and  ulnar  nerve  lesions.  Sensorx^ 
nerve  potentials  recorded  from  the  ulnar  nerve 
at  the  elbow  when  the  fingers  are  stimulated  are 
always  altered  in  ulnar  nerve  lesions  but  not  in 
cervical  root  compression.' 

summary 

In  patients  with  cervical  root  or  brachial  plexus 
lesions,  nerve  conduction  in  the  forearm  and  hand 
segment  of  the  ulnar  nerve  is  generally  only 
slightly  altered  from  normal.  In  patients  with 


ulnar  palsy,  on  the  other  hand,  the  findings  dif- 
fer significantly  from  normal.  Values  for  conduc- 
tion time  are  altered  more  frequently  than  those 
for  conduction  velocity'  or  duration  of  action  po- 
tential. Three  cases  of  ulnar  palsy  where  these 
values  appeared  normal  were  discussed. 

Motor  nerve  conduction  in  the  forearm  may 
appear  to  be  normal  in  ulnar  palsy  when  there  is: 
1.  a lesion  distal  to  the  wrist,  2.  a time  interval 
of  four  weeks  or  less  from  onset  of  symptoms, 
3.  absence  of  definite  muscle  involvement.  Mea- 
surement of  the  duration  of  the  action  potential 
adds  some  information  about  nerve  conduction 
velocity'  but  is  not  reliable  when  used  alone. 

The  measurement  of  nerve  conduction  appears 
to  be  a useful  adjunct  to  clinical  and  needle  elec- 
tromyographic examination  in  differential  diag- 
nosis of  a patient  presenting  with  weakness  in 
the  small  muscles  of  the  hand  and  sensory  loss 
over  the  ulnar  side  of  the  palm.  ■ 

University  Hospital  (5) 
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Hope  you're  not  allergic  to  shellfish,  Doctor 


If  you’re  not  allergic  to  oysters,  clams, 
or  shrimp,  then  you  probably  enjoy 
shellfish  soups.  Even  the  aroma  of  a 
steaming  bowlful  of  Clam  Chowder, 
Oyster  Stew,  or  Cream  of  Shrimp  Soup 
is  vei’y  likely  to  kindle  the  appetite  of  a 
tired  doctor ...  or  of  his  patients,  too,  for  that  matter. 

Campbell’s  shellfish  soups,  in  fact,  are  one  of  the  best 
ways  you  may  find  of  adding  interest  to  a patient’s  diet 
or  of  getting  him  to  follow  the  diet  that  you’ve  prescribed. 
These  soups  are  made  with  succulent  clams,  tender  little 
shrimp,  or  flavorful  oysters.  They  have  a wide  variety  of 
essential  nutrients  and  provide  nourishment  and  fluid 
which  the  body  can  readily  utilize.  A single  7 oz.  serving 
of  Cream  of  Shrimp  Soup,  for  instance,  provides  a patient 
with  about  4.0  gm.  of  protein  and  132  calories.  For  a 
patient  who  needs  something  satisfying  and  filling  but 


with  fewer  calories,  suggest  Manhattan  Style  Clam 
Chowder  with  approximately  63  calories  per  serving. 

Campbell’s  shellfish  soups  — like  all  Campbell’s  Soups  — 
are  made  of  the  finest  ingredients.  The  clams  you  see  in 
our  picture  ai’e  typical  of  this  quality.  All  ingredients 
are  blended  carefully  and  processed  to  preserve,  as  much 
as  possible,  the  natural  flavors  and  nutritive  values. 
That’s  the  secret  of  the  goodness  you  associate  with  all 
Campbell’s  Soups. 

By  the  way.  Doctor,  the  Oyster  Stew,  Cream  of  Shrimp 
Soup,  and  a New  England  Style  Clam  Chow- 
der are  included  in  our  line  of  delicious 
frozen  soups. 

Recommend  Campbell’s  Soups  to  your 
patients... and,  of  course,  enjoy  them  your- 
self. There’s  a soup  for  almost  every  patient 
and  diet,  for  every  meal. 
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C Thomas,  Springfield.  1962. 

Malpractice  law  dissected  for  quick  grasping. 

By  Charles  L.  Cusumano,  member  of  New  York  Bar. 
132  pp.  Medicine-Law  Press,  Inc.,  New  York.  1962. 


Intravenous  cholangiography.  American  Lecture 
Series. 

By  Robert  E.  Wise,  B.S.,  M.D.,  F.A.C.R.,  Radiolo- 
gist, The  Lahey  Clinic  and  New  England  Baptist 
Hospital,  Boston.  Foreward  by  Richard  B.  Cattell, 
M.D.,  Director,  The  Lahey  Clinic,  Boston.  139  pp. 
Illustrated.  Price  $9.50.  Charles  C Thomas,  Spring- 
field.  1962. 

Iliopsoas:  development  of  anomalies  in  man. 

By  Arthur  A.  Michele,  M.D.,  M.Sc.  (Ortho.  Surg. ), 
F.A.C.S.,  F.I.C.S.,  Professor  and  Chairman,  Depart- 
ment of  Orthopaedic  Surgery,  New  York  Medical 
College,  Flower  and  Fifth  Avenue  Hospitals;  Director 
of  Orthopaedic  Surgery,  Flower  and  Fifth  Avenue 
Hospitals,  Metropolitan  Hospital,  Bird  S.  Coler  Me- 
morial Hospital,  United  States  Public  Health  Serv- 
ice Hospitals  at  Staten  Island  and  New  York  City, 
Saint  Peters  Hospital,  and  Bay  Ridge  Hospital;  At- 
tending Orthopaedic  Surgeon,  Saint  John’s  Episcopal 
Hospital;  Orthopaedic  Staff,  Newark  Crippled  Chil- 
dren’s Hospital,  and  Saint  Giles  Orthopaedic  Hospi- 
tal. 5.50  pp.  Illustrated.  Price  $25.75.  Charles  C 
Thomas,  Springfield.  1962. 

The  common  headache  syndromes:  biochemistry, 

pathophysiology,  therapy.  American  Lecture  Series. 

By  Adrian  M.  Ostfeld,  M.D.,  Associate  Professor  of 
Preventive  Medicine,  University  of  Illinois  College  of 
Medicine,  Attending  Physician,  University  of  Illinois 
Research  and  Educational  Hospitals,  Chicago.  86 
pp.  Illustrated.  Price  $4..50.  Charles  C Thomas, 
Springfield.  1962. 

Answering  parents'  questions. 

By  William  G.  Crook,  M.D.,  Associate  Pediatrician. 
The  Childrens’  Clinic,  Jackson,  Tenn.,  Attending 
Pediatrician,  Jackson-Madison  County  General  Hos- 
pital, Member  of  Faculty  and  \’ice-dean  Southern 
Pediatric  Seminar,  Saluda,  N.C.  280  pp.  Illustrated. 
Price  $9.50.  Charles  C Thomas,  Springfield.  1963. 

Current  therapy  1963. 

Edited  by  Howard  F.  Conn,  M.D.,  with  consulting 
editors.  775  pp.  Price  $12.50.  W.  B.  Saunders 
Company,  Philadelphia  and  London.  1963. 

Dietary  and  neural  factors  in  hypertension. 

By  C.  .M.  Wilhelm],  M.S.,  M.D.,  Professor  of  Physi- 
ology', Director  of  Research,  Formerly  Dean  of  The 
Creighton  University  School  of  Medicine,  Omaha; 
and  H.  H.  McCarthy',  M.S.,  M.D.,  Professor  of 
Surgery,  Formerly  Director  of  the  Department  of 
Surgery.  The  Creighton  University  School  of  Medi- 
cine, Omaha.  154  pp.  Illustrated.  Price  $6.75. 
Charles  C Thomas,  Springfield.  1963. 

Bone  remodelling  dynamics. 

By'  H.  M.  Frost,  M.D.,  Department  of  Orthopaedic 
Surgery',  Henry  Ford  Hospital,  Detroit.  175  pp. 
Illustrated.  Price  $8.50.  Charles  C Thomas,  Spring- 
field.  1963. 

Protein  metabolism.  An  international  symposium. 

Edited  by  F.  Gross,  Basle.  521  pp.  159  figures. 
Springer  Verlag,  Berlin,  Gottingen,  Heidelberg.  1962. 


286 

Northwest  Medicine,  April  1963 


Statistics  for  medical  students. 

By  Robert  G.  Hoffman,  Ph.D.,  J.  Hillis  Miller  Health 
Center,  University  of  Florida,  Gainesville.  197  pp. 
Illustrated.  Price  $7.50.  Charles  C Thomas,  Spring- 
field.  1963. 

The  pigment  cell:  molecular,  biological  and  clinical 
aspects.  2 volumes. 

Monographs  from  Fifth  International  Pigment  Cell 
Conference  held  October,  1961.  1124  pp.  New  York 
Academy  of  Sciences,  New  York.  1963. 

Acute  head  injury.  Second  edition. 

By  Joseph  P.  Evans,  Professor  of  Neurological  Sur- 
gery, Director,  Division  of  Neurological  Surgery, 
University  of  Chicago  Hospitals  and  Clinics.  159  pp. 
Illustrated.  Price  $6  50.  Charles  C Thomas,  Spring- 
field.  1963. 

The  surgeon. 

By  W.  C.  Heinz.  245  pp.  Price  $3.95.  Doubleday 
& Company,  Garden  City.  1963. 

Evaluation  of  thyroid  and  parathyroid  functions. 

By  F.  William  Sunderman,  M.D.,  Ph.D.,  Sc.D., 
Director,  Division  of  Metabolic  Research  and  Clinical 
Professor  of  Medicine,  Jefferson  Medical  College, 
Philadelphia;  and  F.  William  Sunderman,  Jr.,  M.D., 
Instructor  in  Medicine,  Jefferson  Medical  College, 
Philadelphia;  Consultant  in  Clinical  Pathology,  Har- 
risburg Hospital,  Harrisburg,  and  City  of  Kingston 
Laboratory,  Kingston,  N.Y.  292  pp.  Illustrated. 
Price  $12.50.  J.  B.  Lippincott  Company,  Philadel- 
phia. 1963. 

Moving  into  manhood. 

By  W.  W.  Bauer,  M.D.,  LL.D.,  Director  of  Health 
Education,  Emeritus,  American  Medical  Association. 
Foreword  by  Morris  Fishebin,  M.D.  107  pp.  Price 
$2.95.  Doubleday  & Company,  Garden  City.  1963. 

The  afferent  innervation  of  the  heart. 

By  A.  Ya  Khabarova,  M.D.  Translated  from  the 
Russian  by  Basil  Haigh,  M.A.,  M.B.,  B.  Chir.  175  pp. 
Illustrated.  Price  $12.50.  Consultants  Bureau,  New 
York.  1963. 

Current  diagnosis  and  treatment. 

By  H.  Brainerd,  M.D.,  Professor  of  Medicine  and 
Chairman,  Department  of  Medicine,  University  of 
California  School  of  Medicine  (San  Francisco)  and 
Physician-in-Chief,  University  of  California  Hospitals 
(S.F.);  S.  Margen,  M.D.,  Associate  Professor  of 
Human  Nutrition,  Department  of  Nutritional  Sci- 
ence, University  of  California  (Berkeley),  and  As- 
sociate Professor  of  Social  Welfare,  University  of 
California  (Berkeley),  Research  Biochemist,  Depart- 
ment of  Biochemistry,  University  of  California 
School  of  Medicine  (San  Francisco),  and  M.  J. 
Chatton,  M.D.,  Assistant  Clinical  Professor  of  Medi- 
cine, University  of  California  (San  Francisco)  and 
Stanford  University  Schools  of  Medicine,  and  Geri- 
atric Consultant,  Palo  Alto  Medical  Clinic;  with 
associate  authors.  844  pp.  Price  $9.50.  Lange  Med- 
ical Publications,  Los  Altos.  1963. 


Physiology  of  the  circulation  in  human  limbs  in  health 
and  disease. 

By  John  T.  Shepherd,  M.D.,  M.Ch.,  D.Sc.,  Professor 
of  Physiology,  Mayo  Foundation  Graduate  School, 
University  of  Minnesota,  Rochester,  Consultant,  Sec- 
tion of  Physiology,  Mayo  Clinic.  416  pp.  Illustrated. 
Price  $12.00.  W.  B.  Saunders  Company,  Philadelphia 
and  London.  1963. 

The  fat  boy  goes  poly-unsaturated. 

By  Elmer  Wheeler.  Price  $3.50.  156  pp.  Illustrated. 
Doubleday  & Company,  New  York.  1963. 

Fungus  diseases  of  the  lungs.  Second  edition.  Ameri- 
can Lecture  Series. 

By  Davis  T.  Smith,  M.D.,  Professor  of  Micro- 
biology, Associate  Professor  of  Medicine,  Duke  Uni- 
versity School  of  Medicine,  Durham,  N.  C.  113  pp. 
Illustrated.  Price  $5.00.  Charles  C.  Thomas,  Spring- 
field.  1962. 

Synopsis  of  pediatrics. 

By  James  G.  Hughes,  B.A.,  M.D.,  Professor  of  Pedi- 
atrics and  Chairman  of  the  Department  of  Pediatrics, 
University  of  Tennessee  College  of  Medicine,  Mem- 
phis. Chief  of  the  Pediatric  Service,  Frank  T.  Tobey 
Memorial  Children’s  Hospital  (City  of  Memphis 
Hospitals);  Staff  Member  and  former  Chief  of  Staff 
of  the  LeBonheur  Children’s  Hospital,  Memphis; 
with  the  collaboration  of  twenty  faculty  members 
of  the  University  of  Tennessee  College  of  Medicine. 
1031  pp.  Illustrated.  Price  $9.85.  The  C.  V.  Mosby 
Company,  St.  Louis.  1963. 

Geriatric  surgical  emergencies. 

Edited  by  J.  E.  Jesseph,  M.D.  and  Henry  N.  Har- 
kins, M.D.,  Ph.D.,  with  sixteen  contributing  authors 
from  The  Department  of  Surgery,  University  of 
Washington  School  of  Medicine  and  The  Veterans 
Administration  Hospital,  Seattle,  447  pp.  Illustrated. 
Price  $16.00.  Little,  Brown  and  Company,  Boston. 
1963. 

Sarcomas  of  the  Brain.  Carl  Vernon  Weller  Lecture 
Series. 

By  James  W.  Kernohan,  M.D.,  D.P.H.,  Senior  Con- 
sultant, Section  of  Pathologic  Anatomy,  Mayo  Clinic, 
Professor  of  Pathology,  Mayo  Foundation,  Graduate 
School,  University  of  Minnesota,  and  Alfred  Uihlein, 
M.D.,  Consultant,  Section  of  Neurologic  Surgery, 
Mayo  Clinic,  Associate  Professor  of  Neurologic  Sur- 
gery, Mayo  Foundation,  Graduate  School,  University 
of  Minnesota.  192  pp.  Illustrated.  Price  $8.00. 
Charles  C Thomas,  Springfield.  1962. 

Gastroenterology.  Second  edition.  Volume  I. 

By  H.  L.  Bockus,  M.D.,  Emeritus  Professor  of  Medi- 
cine, University  of  Pennsylvania  Graduate  School  of 
Medicine,  and  Present  and  Former  Colleagues  at  the 
University  of  Pennsylvania  Graduate  School  of  Medi- 
cine and  School  of  Medicine.  958  pp.  Illustrated. 
Price  $25.00.  W.  B.  Saunders  Company,  Philadel- 
phia and  London.  1963. 
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WA  SH I A{G  TON 


Washington  State  Medical  Association — 1309  seventh  avenue,  Seattle  i, Washington 

PRESIDENT  Dean  K.  Crystal,  M.D.,  Seattle 

SECRETARY  Wilbuf  E.  Watson,  M.D.,  Seattle 

executi\’e:  secretary  Mr.  R.  W.  Neill,  Seattle 
annual  meeting  September  15-18,  1963,  Seattle 


WAPG  Annual  Scientific  Session 


George  Crile  will  be  one  of  the  major  speakers 
at  the  Annual  Scientific  Session  of  the  Washington 
Academy  of  General  Practice  in  the  Chinook  Hotel, 
^^'enatchee,  May  16-18.  Dr.  Crile  is  head  of  the  De- 
partment of  General  Surger)’  in  the  Cleveland 
Clinic,  Cleveland,  Ohio.  His  three  talks  will  deal 
with  treatment  of  cancer. 

Other  speakers  will  include  Herbert  Griswold,  of 
the  University  of  Oregon  Medical  School;  Jess  Read, 
Tacoma  surgeon;  Arthur  A.  M'ard,  Jr.,  and  Clement 
A.  Finch,  both  of  the  UniversiR-  of  Washington 
School  of  Medicine. 

Thursday,  May  16,  will  be  devoted  to  meetings 
of  the  Board  of  Directors  and  the  House  of  Delegates. 
A special  women’s  program  has  been  set  up  for  May 
17  and  18,  and  a boat  trip  up  Lake  Chelan  has 
been  arranged  for  Sunday,  May  19,  for  attending 
physicians  and  their  wives.  Scientific  portion  of 
the  program  follows; 


GEORGE  CRILE,  JR.,  M.D. 


Friday,  May  17 
9:00  Exhibits  open 

9;. 50  Acute  Otitis  Media  lU.  Baldwin,  M.D. 
10:20  The  Arrhythmias  ].  H.  Delaney,  M.D. 
10:50  Some  Biological  Considerations  in  Treat- 
ment of  Cancer  George  Crile,  M.D. 
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1:15  On  Listening  to  the  Heart  H.  Griswold,  M.D. 
2:00  How  to  Prevent  Head  Injuries 

A.  A.  Ward,  }r.,  M.D. 
2:40  Diagnosis  and  Treatment  of  Respiratory 
Acidosis  T.  Fuller,  M.D. 

3:30  Treatment  of  Cancer  of  the  Breast 

G.  Crile,  M.D. 

4:20  Selection  of  Patients  for  Aortic  and  Mitral 
Valve  Replacement  H.  Griswold,  M.D. 

Saturday,  May  18 

8:30  Acute  Hand  Injuries  J.  Read,  M.D. 

9:00  Surgical  Treatment  of  Parkinsonism 

A.  A.  Ward,  }r.,  M.D. 
9:40  Treatment  of  Carcinoma  of  the  Thyroid 

G.  Crile,  M.D. 

10:50  Circulatory  Adjustments  in  Aortic  Insuf- 
ficiency H.  Griswold,  M.D. 

11:15  Dupuytren’s  Contracture  }.  Read,  M.D. 
11:45  Recognition  and  Treatment  of  Organic 
Phosphate  Insecticide  Poisoning 

G.  Quinbij,  M.D. 

1:40  Treatment  of  Coronary  Artery  Disease 

H.  Griswold,  M.D. 
2:20  Recent  Advances  in  Surgical  Therapy  of 
Epilepsy  A.  A.  Ward,  }r.,  M.D. 

2:40  Diagnosis  and  Treatment  of  Anemia 

C.  Finch,  M.D. 


Heart  Association  meets 


HOWARD  B.  SPRAGUE  ROBERT  L.  VAN  CITTERS 


Annual  meeting  of  the  Washington  State  Heart 
Association  will  be  held  at  the  Washington  Athletic 
Club,  Seattle,  May  2.  Howard  B.  Sprague,  of  Brook- 
line, Massachusetts  will  be  the  guest  speaker.  His 
afternoon  presentation  will  be  on  Trauma  and 
Strain  and  the  Medicolegal  Aspects  of  Coronary 
Disease.  Robert  L.  Van  Citters,  of  the  University 
of  Washington,  will  give  the  luncheon  address  on 
Heart  Research  in  Russia.  This  will  be  a report  of 
his  observations  when  an  exchange  fellow  under  the 
U.  S.-U.  S.  S.  R.  exchange  program. 


Postgraduate  coagulation  course 

A postgraduate  course  on  coagulation  will  be 
offered  May  16-18  by  the  University  of  Wa.shington 
Medical  School.  Open  to  physicians  and  medical 
technicians,  the  course  will  cover  both  theory  and 
practice  in  the  understanding  of  coagulation  dis- 
orders. 

Guest  faculty  for  the  sessions  will  be  Benjamin 
Alexander,  Associate  Professor  of  Medicine,  Har- 
vard Medical  School;  Samuel  1.  Rapaport,  Associate 
Professor  of  Medicine,  University  of  Southern  Cali- 
fornia School  of  Medicine  at  Los  Angeles,  and  Sol 
Sherry,  Professor  of  Medicine,  Washington  Univer- 
sity, St.  Louis,  Mo. 

University  of  Washington  faculty  participating 
will  include  Earl  W.  Davie,  Ph.D.,  Robert  S.  Evans, 
Melvin  M.  Figley,  Clement  A.  Finch,  Lamont  W. 
Gaston,  John  R.  Hartmann,  and  Cecil  Hougie. 

The  course  will  be  held  in  the  Health  Sciences 
Building  Auditorium  and  Laboratories  on  the  Uni- 
versity of  Washington  campus.  Registration  fee  for 
phyicians  is  $60.00.  Further  information  on  the  pro- 
gram may  be  obtained  from  the  Division  of  Post- 
graduate Medical  Education  at  the  School  of  Medi- 
cine. 


Northwest  Rheumatism  Society 

John  Lansbury,  of  Temple  University  School  of 
Medicine,  Philadelphia,  will  discuss  “How  to  Meas- 
ure Responses  to  Therapy  in  Rheumatoid  Arthritis” 
at  the  Interim  Clinical  Meeting  of  the  Northwest 
Rheumatism  Society.  The  meeting  will  be  at  the 
Davenport  Hotel,  Spokane,  Saturday,  April  27.  The 
program  includes  other  topics  of  general  interest,  in- 
cluding discussion  of  immunologic  reactions  to  mal- 
ignancy and  laboratory  aids  in  rheumatic  disease.  A 
panel  discussion  on  current  trends  in  therapy  will  be 
presented  by  E.  E.  Rosenbaum,  Robert  S.  Johnson, 
Robert  Wilkens  and  Dr.  Lansbury. 


Conference:  cars,  crashes,  casualties  and  care 

Trauma,  a topic  of  major  importance  in  current 
medical  practice,  is  the  subject  of  a postgraduate 
course  to  be  given  at  the  University  of  Washington 
School  of  Medicine,  Seattle,  May  23,  24.  The  course 
will  bring  together  a faculty  representing  a vast 
amount  of  infomiation  on  basic  principles  and  recent 
developments  in  the  care  of  injuries.  Although 
not  confined  to  problems  arising  from  traffic  acci- 
dents, much  of  the  emphasis  will  be  on  such  cases. 
Ample  time  will  be  devoted  to  discussion  of  the  ur- 
gent problems  associated  with  multiple  injuries.  The 
course  will  range  from  life  saving  measures  in  emer- 
gency to  planning  for  long-term  functional  and  cos- 
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metic  repair.  There  will  be  opportuniU'  for  general 
discussion  and  questions. 

Faculty'  includes  Julian  S.  Ansell,  Head,  Division 
of  Urology;  D.  Kay  Clawson,  Head,  Division  of  Or- 
thopedic Surgery;  Eldon  L.  Foltz,  Division  of  Neuro- 
surgery; and  Henry  D.  Green,  Department  of  Anes- 
thesiology. 

Guest  speakers  include,  Horace  E.  Campbell, 
Chairman,  Automotive  Safety  Committee,  University 
of  Colorado  School  of  Medicine,  Denver;  Mr.  Louis 
C.  Lundstrom,  Director,  General  Motors  Proving 
Ground,  Milford,  Michigan;  Robert  M.  McCormack, 
Professor  of  Plastic  Surgery,  University  of  Rochester 
School  of  Medicine  and  Dentistry,  Rochester,  N.  Y.; 
\'ictor  Richards,  Chief  of  Surgery,  Presbyterian  Med- 
ical Center,  San  Francisco;  and  Frank  C.  Spencer, 
Professor  of  Surgei'y’  University  of  Kentueky  School 
of  Medicine,  Lexington,  Kentucky. 

•Mr.  Lundstrom  will  speak  on  automotive  safety 
research  at  a banquet  at  the  Windjammer  Restaurant, 
Thursday  evening.  May  23.  Full  information  on  the 
eourse  may  be  obtained  from  Mrs.  Alice  Steen,  304 
Health  Sciences  Building,  University  of  Washington 
School  of  Medicine,  Seattle  5. 

Clark  County  Medical  Society 

Clark  County  Medical  Society  held  its  regular 
monthly  meeting  in  \'ancouver  on  Tuesday,  March  5. 

Following  dinner  and  social  hour,  one  of  the  past 
year’s  largest  turnouts  listened  to  Dean  Crystal, 
WSMA  president,  discuss  matters  of  interest  per- 
taining to  the  medical  profession  on  a state-wide 
basis. 

Tacoma  Surgical  Club  annual  meeting 

Two  guest  surgeons  will  speak  at  the  all-day  annual 
meeting  of  the  Tacoma  Surgical  Club,  Saturday, 
May  4,  at  Jackson  Hall,  Tacoma  General  Hospital 
School  of  Nursing.  Joseph  H.  Boyes,  clinical  pro- 
fessor of  surgery'.  University  of  Southern  California, 
known  for  work  in  hand  surgery',  will  give  a paper 
at  the  afternoon  session  and  the  address  at  the  evening 
banquet.  David  L.  Bassett,  professor  of  anatomy  at 
University  of  Washington  School  of  Medicine,  will 
speak  at  the  afternoon  session.  Program  is  as  follows; 

9:00  a.m.  Anatomical  Dissections  and  Demon- 
strations 

2:00  p.m.  Scientific  Papers 

Anatomy  of  the  Hand  in  Stereoscopic  Pro- 
jection D.  L.  Bassett,  M.D. 

Renal  Injuries  H.  C.  Kennedy,  M.D. 

Tendon  Healing  /.  W.  Read,  M.D. 

Regional  Anesthesia  for  Upper  Extremity 

VF.  H.  Pratt,  M.D. 
Intrinsic  Muscle  Function  and  Rheumatoid 
Arthritis  of  the  Hand  }.  H.  Boyes,  M.D. 
“Routine”  Hand  Repair  }.  H.  Alger,  M.D. 


Bunionectomy  W.  G.  Peterson,  M.D. 

Discussion  of  Afternoon  Papers 

/.  H.  Boyes,  M.D. 
7:30  p.m.  Dinner,  Dumont  Staatz,M.D.,  presiding 
The  Primary  Care  of  the  Injured  Hand 

J.  H.  Boyes,  M.D. 


An  unrestricted  ?5000  grant  for  medical  research  is  pre- 
sented to  John  J.  Bonica  (right),  executive  officer,  De- 
partment of  Anesthesiology,  University  of  Washington 
School  of  Medicine,  by  Mr.  Thomas  M.  Curtis,  clinical  as- 
sociate of  Wyeth  Laboratories.  The  Wyeth  award  is  one 
of  twenty  made  annually  by  the  Philadelphia  pharma- 
ceutical manufacturer  to  further  medical  research  by 
medical  schools  and  hospitals. 


continued  from  page  243 

trained  nurse,  there  would  be  an  important  place  for 
her  in  the  nurses  training  program;  or  to  a school 
teacher,  an  opportunity'  to  teach  in  the  secondaiy' 
school  on  the  hospital  compound. 

Extensive  experience  is  not  a requirement  but 
graduation  from  an  “A”  class  medical  school  is. 
Professional  practice  at  the  Namkham  Hospital  is 
intensive,  widely  varied  and  often  rare  to  Western 
medical  experience. 

The  candidate  must  be  prepared  to  leave  for 
Burma  not  later  than  the  Spring  of  1963,  or  sooner 
if  possible  (depending  upon  issuance  of  his  visa) 
so  that  his  appointment  can  overlap  that  of  the 
American  doctor  now  serving  the  program. 

This  appointment  offers  a modest  salary  per 
annum.  Travel  expenses  and  Western  st>'le  housing 
will  be  provided.  Anyone  interested  should  write: 
American  Medical  Center  for  Burma,  Inc.,  6 Penn 
Center  Plaza,  Philadelphia  3,  Penn,  stating  qualifi- 
cations, etc. 

Sincerely  yours, 

JOHN  F.  RICH 

Executive  Vice  Chairman 
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OBITUARIES 


DR.  WILLIAM  FREDERICK  CUNNINGHAM,  90,  died 
December  8 of  skull  fracture  and  brain  injury  result- 
ing from  a fall  downstairs  in  the  Arctic  Club,  in 
Seattle.  He  was  born  in  Walkstrom,  Ontario,  Canada, 
and  received  his  medical  degree  from  Toronto  School 
of  Medicine  in  1897.  He  came  to  Seattle  in  1900 
and  practiced  as  an  eye,  ear,  nose  and  throat  special- 
ist until  his  retirement  in  1937. 

DR.  JAMES  GREEN  MATTHEWS,  81,  died  of  myO- 
cardial  failure  and  diabetes  on  November  11  at 
his  home  in  Spokane.  His  terminal  cardiac  arrest 
followed  infarcts  in  1960,  1961,  and  1962.  He 
graduated  from  the  University  of  Maryland  School 
of  Medicine  and  College  of  Physicians  and  Surgeons, 
Baltimore,  in  1905,  and  was  licensed  in  1908.  He 
practiced  in  Spokane  for  54  years,  and  was  past- 
president  of  Spokane  County  Medical  Society,  Spo- 
kane Surgical  Society,  and  St.  Luke’s  Hospital  staff. 
He  was  not  in  practice  at  the  time  of  his  death. 

DR.  ALBERT  B.  MURPHY,  65,  died  of  coronary 
thrombosis,  in  Everett  December  15.  He  was  a 
graduate  of  Tufts  School  of  Medicine,  and  obtained 
his  degree  in  1919.  He  was  a commissioned  officer 
in  the  Navy  in  World  War  1.  He  served  three  years 
on  the  staff  of  Mayo  Clinic,  Rochester,  before  open- 
ing practice  in  Everett  in  1924.  Dr.  Murphy  acted 
in  many  civic  and  professional  capacities;  he  was 
vice-president  of  the  Board  of  Regents  of  the  Uni- 
versity of  Washington,  a director  of  the  Bank  of 
Everett,  chairman  of  Snohomish  County  Democratic 
Party,  and  past  president  of  Snohomish  County 
Medical  Society. 

DR.  GEORGE  IRA  MELHORN,  of  Seattle,  died  Decem- 
ber 2,  of  a recurrent  brain  tumor.  He  was  33  and 
had  been  a member  of  the  Tumor  Institute  Staff, 
in  Seattle,  for  several  years.  He  was  a specialist  in 
radiology.  He  graduated  from  George  Washington 
University  School  of  Medicine  in  1955. 


DR.  ROBERT  WHITCOMB  BROWN,  61,  ossistant  Super- 
intendent of  Western  State  Hospital,  Fort  Steilacoom, 
died  October  11,  of  massive  hemorrhage  from 
abdominal  aneurysm.  He  received  his  medical  train- 
ing at  Harvard  Medical  School,  Boston,  and  gradu- 
ated in  1928.  From  1932  until  1937  he  was  senior 
physician  at  the  Cambridge  State  School  and  Hos- 
pital. He  served  as  consultant  to  the  Buckley  School 
for  a time  and  came  to  Western  State  as  neurologist, 
being  appointed  clinical  director  in  1951  and  assist- 
ant superintendent  in  1961. 

DR.  ALBERTUS  HENRY  BUIS,  Tacoma,  died  suddenly 
November  2,  apparently  from  coronary  occlusion. 
He  was  70.  His  medical  degree  was  obtained  at 
Rush  Medical  College,  Chicago,  in  1919  and  he 
practiced  in  Tacoma  from  1920  until  his  retirement 
in  1947. 

DR.  WILLIAM  DORMAN  CLARK,  of  Battle  Ground, 
died  September  16,  of  cerebral  thrombosis,  arterio- 
sclerosis, diabetes,  and  carcinoma  of  the  prostate. 
He  graduated  from  the  University  of  Kansas  School 
of  Medicine  in  1928  and  came  to  Washington  the 
following  year.  He  had  practiced  in  Battle  Ground 
for  25  years.  Dr.  Clark  served  with  the  Army  Air 
Corps  in  World  War  I. 

DR.  LEWIS  BATY  HUNTER,  53,  Staff  member  of  Vet- 
erans Administration  Hospital,  Spokane,  died  of 
myocardial  insufficiency  due  to  myocardial  infarc- 
tion, on  January  12.  He  attended  the  State  University 
of  Iowa  College  of  Medicine  in  Iowa  City,  and  was 
granted  his  degree  in  1939.  He  had  been  on  the  staff 
of  V A in  Spokane  for  nine  years. 


T acoma 

Electrophysics  Laboratory 

Electroencephalography 

Electromyography 

John  T.  Robson,  M.D. 

Stevens  Dimant,  M.D. 

Marcel  Malden,  M.D. 
Lorraine  Knudson,  R.N. 

Puget  Sound  Medical  Building 
1104-06  South  4th  Street 
Tacoma  5,  Washington 
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PRESIDENTS  page 


Recently  this  page  was  used  to  underline  the  im- 
portance of  political  activity  on  the  part  of  the  pro- 
fession. 

Now  that  the  legislative  session  in  Olympia  has 
closed,  it  probably  is  most  important  that  we  review 
a number  of  lessons  which  we  as  a profession,  and 
as  political  novices,  could  be  said  to  have  learned 
during  the  course  of  this  session. 

First  of  all  it  must  be  said  that  the  hallmark  of 
this  entire  sessions  was  “NO!”  probably  as  a response 
(belated  but  emphatic)  to  years  and  years  of  free 
spending  on  the  part  of  our  legislature  and  on  the 
part  of  our  state  government  generally.  Most  poli- 
ticians were  anxious  to  appear  to  the  voters  to  be 
“conservative”  this  time,  especially  as  regards  the 
citizens’  tax  money. 

There  was  little  discrimination  in  the  blanket  re- 
fusals to  appropriate  more  money.  People  may  be 
upset  over  the  failure  of  pet  projects  to  pass.  All  in 
all,  however,  a session  of  thrift  may  be  a really  heal- 
thy reaction  and  come,  despite  some  of  its  short- 
comings, as  a relief  to  those  of  us  who  have  seen 
our  financial  situation  grow  worse  and  worse. 

The  staff  and  oflRcers  of  the  Washington  State 
Medical  Association  attempted  to  keep  close  atten- 
tion to  those  issues  in  the  legislative  grist  which  bore 
on  health.  There  were,  in  all,  over  thirty  bills  rela- 
tive to  welfare,  more  than  twenty-five  pertaining  to 
mental  health,  five  or  six  relating  to  osteopathy,  three 
concerned  with  medical  corporations  or  associations 
and  a number  of  others  that  had  to  do  with  broad 
aspects  of  sanitation,  public  health,  water  supplies, 
etc.,  etc.  The  best  and  most  succinct  way  to  com- 
ment is  that  nearly  all  the  bills  died  in  committee. 

The  primary  lesson  which  your  President  feels  he 
learned  and  which  he  thinks  must  be  passed  as  a 
legacy  to  future  officers  and  to  those  who  set  the 
state  association  policies  involves  both  a technique 
and  a time  schedule  for  the  introduction  of  legisla- 
tion in  future  sessions. 

In  the  first  place,  no  legislation  which  we  should 
like  to  see  passed  apparently  can  go  through  our 
legislature  unless  it  becomes  identified  with  a pres- 
sure group.  One  of  the  most  shocking  revelations  of 
the  current  session  was  the  somewhat  weary  and 
cynical  statement  from  an  experienced  legislator  who 
told  me  very  frankly  that  our  hope  for  getting  a 
rational  system  of  medical  examiners  established  in 
this  state  obviously  could  not  succeed  because  the 
only  people  it  benefited  were  all  the  people  in  the 
State.  This  old  pro  made  it  plain  that  the  only  way 
we  ever  could  look  forward  to  successful  establish- 
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ment  of  a medical  examiners  system  or  any  other 
matter  which  is  close  to  our  hearts  as  doctors  is  to 
be  sure  that  we  have  an  organized  minority  which  not 
only  pushes  vigorously  for  enactment  of  laws,  but 
which,  in  a sense,  has  something  to  trade  with  other 
pressure  groups. 

Certainly  this  may  come  as  a repugnant  discovery 
to  a number  of  our  more  timorous  members,  but  it 
is  important  and  should  not  be  forgotten. 

Yet  another  problem  is  that  of  timing.  In  the  ses- 
sion now  drawing  to  a close,  one  of  the  measures 
which  your  officers  felt  really  required  enactment 
was  increase  in  the  license  renewal  fees  for  the  Board 
of  Medical  Examiners  in  this  State.  Oirr  board  is 
comprised  of  five  of  our  own  members  and  has  been 
attempting  to  keep  up  with  the  I960’s  on  the  basis 
of  income  and  staff  suitable,  perhaps,  to  conditions 
of  thirty  or  forty  years  ago.  Our  medical  examining 
board  has  no  status  independent  from  that  of  the 
general  licensing  bureau.  No  one  on  the  Board  can 
criticize  the  members  of  the  License  Bureau.  The 
relationship  has  always  been  cordial  and  fruitful  of 
cooperation,  but  it  has  been  the  conviction,  both  of 
the  Department  of  Licenses  and  of  the  Medical  Ex- 
amining Board,  that  considerably  more  investigation 
of  applicants  should  be  done.  Under  the  present  ar- 
rangement there  simply  are  no  finances  available  for 
competent  investigation  of  those  who  come  here  as 
new  young  graduates  and,  probably  even  more  im- 
portant, those  who  come  here  on  reciprocity.  Funds 
have  been  so  meager  for  this  important  function  that 
our  own  men  who  have  served  as  examiners  have 
not  had  any  transportation  paid,  at  times  when  they 
were  giving  examinations  have  had  no  per  diem  al- 
lowances and,  in  most  instances,  even  have  had  to 
provide  their  own  meals.  In  addition,  the  chairman 
of  our  examining  board,  John  Fiorino  of  Everett, 
has  paid  his  own  way  to  national  conventions  of 
medical  examining  boards  and  apparently  has  made 
a sufficiently  good  impression  on  his  colleagues  from 
other  states  so  that  he  now  enjoys  status  as  an  officer 
of  the  Federation  of  State  Medical  Boards  of  the 
United  States. 
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Much  too  late  to  expect  favorable  enactment,  the 
Medical  Examining  Board  and  the  State  Association 
endeavored  to  get  a bill  through  the  Legislat\ire 
which  would  have  corrected  a number  of  these  glar- 
ing inequities.  It  was  lost— and  in  committee— be- 
cause of  pressure  by  a small  minority  of  medical 
people  within  the  state  who  probably  did  not  under- 
stand a good  bit  of  the  purpose  of  the  bill,  or  who 
simply  were  happy  to  find  an  opportunity  to  register 
an  objection  to  something,  however  vague. 

It  should  be  the  intention  of  future  officers  and  of 
future  legislative  committees  to  see  to  it  that  those 
bills  which  are  in  need  of  enactment,  and  have  a bear- 
ing on  health  matters,  are  prepared  in  an  expert,  pro- 
fessional manner  as  acceptable  bills,  not  simply  as 
abstracts  of  laws  which  are  reported  in  the  lay  press 
from  other  States;  and  that  these  carefully  weighed 
and  debated  measures  in  proper  form  are  available 
for  presentation  via  helpful  legislators  to  the  suitable 
committees  within  the  first  two  or  three  days  of  a 
legislative  session.  There  is  no  other  way  that  our 
intentions  can  get  an  adequate  hearing.  There  is  no 
other  way  that  forces  in  their  favor  can  be  marshaled 
and  repeatedly  assembled,  if  necessary,  to  secure 
passage  through  the  legislative  labyrinth.  If  no  other 


lession  were  forthcoming,  this  one  eertainly  should 
be  plain  to  all. 

It  must  be  said  in  closing  that  our  legislative  rep- 
resentatives, those  who  were  our  lobbyists,  Mr.  Rich- 
ard Gorman  and  Mr.  Harlan  Knudsen,  worked  with 
extraordinary  vigor  in  our  behalf.  We  have  nothing 
but  praise  for  them.  Our  lobbyists,  however,  were 
never  confused  about  their  role.  They  knew  it  was 
up  to  them  to  speak  for  the  medieal  association  and 
to  keep  alert  to  developments  as  they  presented 
themselves.,  Neither  of  these  fine  gentlemen,  how- 
ever, endeavored  to  become  policy  makers.  They 
rely  on  us  for  direction.  Unfortunately,  your  asso- 
ciation officers,  with  the  best  intent  in  the  world,  did 
not,  in  most  instances,  recognize  the  overwhelming 
importance  of  methods  of  presentation  of  issues  to 
the  legislature  and  probably  even  more  important 
the  necessity  for  a reasonable  time  table.  Certainly 
these  defects  must  be  corrected  in  the  future. 


too,  is 
compatible  with  a well- 
balanced  menu.  As  a 
pure,  wholesome  drink, 
it  provides  a bitof  quick 
energy.. brings  you  back 
refreshed  after  work  or 
play.  It  contributes  to 
good  health  by  provid- 
ing a pleasurable  mo- 
ment’s pause  from  the 
pace  of  a busy  day. 
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Whether  your  patient  eats,  breathes,  or  wears  the  allergens. 

No  matter  what  the  allergy,  the  prescription  can  be  the  same:  Pyribenzamine.  Consider  its  wide 
range  of  benefits: 

1.  Pyribenzamine  relieves  allergic  nasal  congestion. 

Patients  can  breathe  freely  again,  enjoy  a good  night’s  sleep. 

2.  Pyribenzamine  helps  stop  the  sneezing,  running  nose,  and  tears 
that  contribute  to  allergic  misery. 

3.  Pyribenzamine  takes  the  itch  out  of  allergy,  subdues  hives  and 
other  allergic  skin  reactions. 

Pyribenzamine  is  available  in  50-  and  25-mg.  tablets,  and  for  prolonged  relief,  in  100-  and  50-mg.  Lontabs. 
Special  forms  available: 

For  Allergic  and  Non-Allergic  Cough 

Expectorant  with  Ephedrine  (red,  cherry-flavored),  containing  30  mg.  Pyribenzamine  citrate 
(equivalent  to  20  mg.  Pyribenzamine  hydrochloride),  10  mg.  ephedrine  sulfate,  and  80  mg. 
ammonium  chloride  per  4-ml.  teaspoon. 
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you  can  relieve  his  symptoms  promptly  with  Pyribenzamine 

Expectorant  with  Codeine  and  Ephedrine  (orange,  peach-flavored),  containing 
30  mg.  Pyribenzamine  citrate,  8 mg.  codeine  phosphate,  10  mg.  ephedrine  sulfate, 
and  80  mg.  ammonium  chloride  per  4-ml.  teaspoon.  Exempt  narcotic. 

For  Relief  of  Itching  Dermatoses 
Ointment,  2%  (petrolatum  base). 

Cream,  2%  (water-washable  base). 

For  Allergic  Children 

Elixir  (green,  cinnamon-flavored),  containing  30  mg.  Pyribenzamine  citrate  per  4-ml.  teaspoon. 
PYRIBENZAMINE®  hydrochloride  (tripelennamine  hydrochloride  CIBA) 

PYRIBENZAMINE®  citrate  (tripelennamine  citrate  CIBA) 

LONTABS®  (long-acting  tablets  CIBA) 

For  complete  information  about  Pyribenzamine  (including  dosage,  cautions, 

and  side  effects),  see  current  Physicians’  Desk  Reference  or  write  CIBA,  Summit,  N.  J. 

Pyribenzamine'^  ( tripelennamine  CIBA ) ./,06»mk 
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IDAHO 


Idaho  State  Medical  Association — 364  sonna  building,  Boise,  Idaho 

PRESIDENT  Manley  Shaw,  M.D.,  Boise 

SECRETARY  A.  Curtis  ]ones,  M.D.,  Boise 

EXECUTIVE  SECRETARY  Mr.  A.  L.  Bird,  Boise 

annual  meeting  June  26-29,  1963,  Sun  Valley 


Annual  meeting  plans 

The  Program  Committee  met  at  Sun  \’alley  on 
March  8 and  9 to  make  final  arrangements  for  the 
Tlst  annual  meeting  of  the  Idaho  State  Medical  As- 
sociation, June  26-29,  1963.  Committee  members  at- 
tending were  Max  F.  Bell,  Boise,  Chairman;  George 
W.  Warner,  Twin  Falls;  J.  Douglas  Davis,  Idaho 
Falls,  and  Oliver  M.  Mackey,  Jr.,  Lewiston.  President 
Manley  B.  Shaw,  Boise;  President-Elect  Paul  B. 
Heuston,  Twin  Falls;  Secretar\-Treasurer  A.  Curtis 
Jones,  Boise,  Councilor  James  R.  Kircher,  Burley  and 
Executive  Secretary  Bird. 

The  auxiliary  was  represented  by  Mrs.  Glen  M. 
Whitesel,  Kellogg,  President,  and  Mrs.  Richard  A. 
Forney,  Boise,  Program  Chairman. 

The  meeting  had  its  unfortunate  aspects.  President- 
Elect  Heuston  broke  his  leg  skiing,  and  Mr.  Bird  suf- 
fered a mild  coronary.  Both  were  in  the  Sun  \'alley 
Hospital  for  two  weeks,  but  have  now  been  returned 
to  their  homes,  and  are  doing  quite  well. 

The  ten  Guest  Speakers  for  the  Tlst  annual  meet- 
ing are: 

Benson  B.  Roe,  San  Erancisco,  Associate  Professor 
of  Surger\’,  University  of  California  School  of  Medi- 
cine. 

Carl  M.  Eklund,  Hamilton,  Montana,  Medical  Di- 
rector, National  Institute  of  Allergy  and  Infectious 
Diseases,  Rocky  Mountain  Laboratory,  U.  S.  Public 
Health  Service. 

George  E.  Moore,  Buffalo,  N.Y.,  Director,  Roswell 
Park  Memorial  Institute,  Department  of  Health,  State 
of  New  York. 

George  H.  Lowrey,  Ann  Arbor,  Michigan,  Associ- 
ate Professor  of  Pediatrics,  University  of  Michigan 
■Medical  School. 

D.  H.  Stoddard,  Washington,  D.  G.,  Assistant  Di- 
rector for  Medical  Operations,  Space  Medicine,  Of- 
fice of  Manned  Space  Flight,  National  Aeronautics 
and  Space  .\dministration. 


Allan  G.  Barney,  Baltimore,  Professor  and  Chair- 
man, Department  of  Obstetrics  and  Gynecology, 
Johns  Hopkins  University  School  of  Medicine. 

William  E.  Snell,  Portland,  Associate  Professor  of 
Orthopedic  Surgery  and  Head  of  the  Department  of 
Orthopedics,  University  of  Oregon  Medical  School. 

James  \\  Warren,  Columbus,  Professor,  Depart- 
ment of  Medicine,  Ohio  State  University  College  of 
■Medicine. 

Norman  J.  Wilson,  Boston,  Assistant  Clinical  Pro- 
fessor of  Surgery,  Tufts  University  School  of  Medi- 
cine, and  Associate,  Overholt  Thoracic  Clinic. 

John  K.  Frost,  Baltimore,  Director,  Division  of 
Cytopathology,  Johns  Hopkins  University  School  of 
Medicine. 

Each  Guest  Speaker  will  present  Rvo  papers. 

Featured  Speaker  for  the  meeting  will  be  Norman 
A.  Welch,  Boston,  Speaker  of  the  House  of  Dele- 
gates, American  Medical  Association.  The  topic  of  his 
address  to  all  attending  the  meeting  will  be  “Prob- 
lems Associated  with  the  Preservation  of  the  Private 
Practice  of  Medicine.” 

Social  events: 

Wednesday,  June  26:  “Welcome  to  Sun  \’alley” 
Cocktail  Party  and  Buffet  Dinner. 

Thursday,  June  27:  The  Annual  Barbecue  at  Trail 
Creek. 

Friday,  June  28:  Open  for  your  personal  plans. 
Nothing  scheduled. 

Saturday,  June  29:  The  Annual  President’s  Ban- 
quet in  the  Lodge  Dining  Room.  The  dress-up  parR’ 
of  the  meeting  will  be  followed  by  dancing  on  the 
Lodge  Terrace. 

Record  session  ends 

The  37th  session  of  the  Idaho  State  Legislature 
adjourned  sine  die  the  afternoon  of  March  19.  The 
72-day  session  was  the  second  longest  in  the  seventy 
three  year  history  of  State  Legislative  Sessions.  The 
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first  session  of  the  Legislature,  1890-1891,  lasted 
82  days. 

A complete  report  of  the  activities  of  the  Associa- 
tion’s Legislative  Committee  will  be  presented  to  the 
June  meeting  of  the  House  of  Delegates  by  Loy  T. 
Swinehart,  Boise,  Chairman. 

Our  Legislative  Dispensary,  operated  under  the 
capable  direction  of  C.  A.  Robins,  Lewiston,  again 
proved  to  be  an  excellent  public  relations  project. 
The  Association  received  much  publicity  on  this  pro- 
ject and  many  favorable  comments  from  the  legisla- 
tors. During  the  session  senators  and  representatives 
and  attaches  from  43  of  the  44  counties  visited  the 
dispensary  for  a total  of  488  calls. 

Meetings  scheduled 

Boise,  May  25.  Owyhee  Hotel  and  Motor  Inn. 
Spring  meeting  of  the  Boise  Valley  Chapter,  Ameri- 
can College  of  Surgeons.  Guest  speaker  will  be  David 
Dahlin,  Surgical  Pathologist,  Mayo  Clinic.  Richard 
A.  Forney,  Boise,  is  president  of  the  organization. 

Ogden,  May  22,  23,  24.  The  18th  Annual  Meeting 
of  the  Ogden  Surgical  Society. 

State  Board  of  Medicine  section 

High  tribute  was  paid  to  S.  M.  Poindexter,  Boise, 
Chairman  of  the  Idaho  State  Board  of  Medicine,  in 
Chicago  early  in  February  when  he  presided  at  the 
annual  meeting  of  the  Federation  of  State  Medical 
Boards  of  the  United  States.  Dr.  Poindexter  served  as 
president  of  the  organization  during  the  past  year. 

The  session,  in  connection  with  the  A. M. A. -spon- 
sored Annual  Congress  on  Medical  Education,  was 
held  at  the  Palmer  House.  Other  members  of  the 
Board  who  attended  the  session  included  W.  Wray 
Wilson,  Coeur  d’Alene;  John  E.  Comstock,  Pocatello; 
and  Charles  E.  Kerrick,  Caldwell. 

New  members  of  the  Idaho  State  Board  of  Medi- 
cine, appointed  by  Governor  Robert  E.  Smylie,  upon 
the  recommendation  of  the  Officers  and  Councilors 
of  the  Idaho  State  Medical  Association  are: 

Charles  E.  Kerrick,  Caldwell,  six-year  term,  until 
March  17,  1969;  Charles  A.  Terhune,  Burley,  six- 
year  term,  until  March  17,  1969;  James  S.  Newton, 
Lewiston,  four-year  term,  until  March  17,  1967  to 
complete  the  unexpired  term  of  the  late  Clarence  I. 
Gibbon  of  Kellogg. 

Two  temporary  licenses  were  issued  in  February. 
Receiving  them  were:  Jack  Darwin  Noyes,  Mountain 
Home  AFB,  (locum  tenems.  Cascade.)  Graduate 
Stanford  University  School  of  Medicine,  1960.  In- 
ternship USAF  Hospital,  Lackland  AFB,  Texas.  Gen- 
eral. 


Conlyn  John  Cederblom,  Coeur  d’Alene.  Gradu- 
ate University  of  Virginia  School  of  Medicine,  1961. 
Internship  Springfield  City  Hospital,  Springfield, 
Ohio,  1961-62.  General. 

Idaho  helps  students 

Under  the  plan  supervised  by  Western  Interstate 
Commission  for  Higher  Education,  Boulder,  Colo- 
rado, Idaho  is  contracting  to  pay  the  difference  be- 
tween in-state  and  out-of-state  tuition  for  45  Idaho 
medical  students.  Preferential  admission  to  any  of 
13  Western  schools  under  WICHE  is  given  qualified 
students  resident  in  states  having  no  professional 
schools  in  their  fields.  The  student  pays  in-state  tui- 
tion and  the  “sending  state”  pays  the  school  a fee 
approximating  the  out-of-pocket  cost  to  the  institu- 
tion. Idaho  presently  has  89  students  studying  at 
medical  schools,  dental  schools  and  colleges  of  vet- 
erinary medicine  in  other  Western  states. 

Service  Bureau  officers  meet 

The  Executive  Secretary  and  officers  of  the  South 
Idaho  M.S.B.,  Inc.,  met  March  11  to  review  the 
Basic  Subscriber’s  Contract  and  the  Blue  Cross 
Contract.  Present  at  the  meeting  were  Joseph  M. 
Thomas,  President;  William  D.  Forney,  Secretary- 
Treasurer,  Manley  B.  Shaw  and  A.  Curtis  Jones, 
all  of  Boise. 


OBITUARIES 

DR.  FRANCIS  SAMUEL  MILLER,  84,  died  ill  Poccitello 
February  27.  He  was  horn  January  7,  1879  in  Jones- 
boro, Tennessee  and  received  his  early  education 
there.  After  serving  in  the  U.  S.  Army  during  the 
Spanish-American  War,  he  entered  the  Chattanooga 
Medical  College  and  received  his  M.D.  degree  in 
1908.  Dr.  Miller  then  practiced  medicine  and  surgery 
in  Oaksdale,  Washington  for  several  years  before 
moving  to  Pocatello  where  he  entered  practice  with 
his  brother.  Dr.  James  Miller.  Dr.  Miller  retired 
from  active  practice  in  1948. 

DR.  CLARENCE  IRWIN  GIBBON,  of  Kcllogg,  died  of 

coronary  occlusion,  January  4.  He  was  47.  His 
medical  degree  was  granted  by  the  University  of 
Colorado  School  of  Medicine  in  1946  and  he  teas 
licensed  in  Idaho  in  1949.  His  practice  was  restricted 
to  ENT.  Dr.  Gibbon  was  a veteran  of  World  War  II 
and  was  active  in  numerous  community  affairs.  He 
was  a member  of  the  Idaho  Board  of  Medical 
Examiners. 
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the  best  of  everything  most 
coughers  need... 

"’Dimetane  Expectorant 
DimetaneExpectorant-OC 

Each  5 cc.  tcaspoonful  contains:  An  excellent  antihistamine,  Dinietanc*  (bromphen- 
iramine maleate),  2.0  mg.;  one  of  the  most  efficient  expectorants,  Glyceryl  Guaiaco- 
late,  100.0  mg.;  two  outstanding  decongestants.  Phenylephrine  HCl,  5.0  mg./Phenyl- 
propanolamine  HCl,  5.0  mg.  And  when  additional  cough  suppressant  action  i« 
needed,  Dimetane  Expectorant-DC  provides  Codeine  Phosphate,  10  mg. 

A.  H.  ROBINS  COMPANY,  INC.,  RICHMOND,  VIRGINIA 


5ANC[U^Y  I mXcc  I 


BELAP 

Antispasmodic  sedative 
Natural  alkaloids  of  Belladonna 

economical  to  use 

BELAP  No.  2 (Scored)  Formula 

Belladonna  Extract % gr.* 

Phenobarbital 'A 

•Equivalent  5 minims  Tinct.  Belladonna;  USP. 


BELAP  No.  0 Formula 

Belladonna  Extract 'A  gr.* 

Phenobarbital % gr. 

BELAP  No.  1 Formula 

Belladonna  Extract % gr.* 

Phenobarbital % gr. 


® 

Prescribe  BELAP  with  confidence 


Haack  Laboratories,  Inc.,  Portland  1,  Oregon 
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GEORGE  CRILE,  JR.,  M.D. 


CECIL  J.  WATSON,  M.D. 


GORDON  MCH.^RDY,  M.D. 


Closed  Circuit  Telecast  April  24 

A nation-wide,  three-part,  ninety  minute  telecast 
of  more  than  ordinary  interest  will  be  sponsored  by 
the  A.  H.  Robins  Company,  of  Richmond,  Virginia, 
Wednesday  evening,  April  24,  6-7:30  pm.  In  Port- 
land, the  program  will  be  seen  at  Portland  State 
College,  1620  South  West  Park  Avenue.  In  Seattle 
it  will  be  at  the  Senator  Auditorum,  708  Union  Street. 

George  Crile  and  Owen  Wangensteen  will  provide 
the  first  half  hour  with  Dr.  W'agensteen  answering 
questions  on  gastric  freezing,  second  look  operations, 
treatment  of  intestinal  obstruction,  new  procedures 
for  carcinoma  of  the  breast,  treatment  of  carcinoma 
of  the  colon,  the  future  of  surgical  research  and  the 
possibilities  offered  by  chemotherapy  of  malignancies. 
This  portion  of  the  progiam  will  be  live,  from  New 
York. 

The  second  half  hour  will  be  a pre-recorded  trans- 
Atlantic  conference  between  Sbeila  Sherlock  at  the 
Royal  Free  Hospital  in  London,  and  Cecil  J.  W'atson 
in  Minneapolis.  Moderator  will  be  Gordon  McHardy 
of  Louisiana  State  Medical  School,  New  Orleans. 
This  team  will  cover  various  laboratory  tests  used 
in  hepatic  disease,  management  of  hepatitis,  prob- 
lems associated  with  portal  hypertension,  and  what 
treatment  may  be  used  in  hepatic  coma. 

The  concluding  half  hour,  also  live  from  New 
York,  will  be  another  interview,  this  time  with  Peter 
Forsham,  of  San  Francisco,  asking  the  questions, 
Tinsley  Harrison  of  Rirmingham,  Alabama,  answer- 
ing. They  will  discuss  the  differential  diagnosis  of 
chest  pain,  and  of  coronarv’  artery  disease.  They  will 
offer  suggestions  on  management  of  patients  with 
angina  pectoris  and  those  with  various  arrhythmias. 
New  methods  of  treating  hypertension  will  be  dis- 
cussed and  Dr.  Harrison  will  conclude  with  comment 
on  diagnosis  and  management  of  pericarditis. 

These  interview-discussions  are  expected  to  be 
quite  informal,  revealing  not  only  knowledge  and 
wisdom  of  the  participants  but  personalities  as  well. 
For  this  reason  the  program  has  been  called  “Col- 
leagues in  Close-up.”  All  physicians  are  invited. 


O.  H.  WANGENSTEEN,  M.D. 


SHEIL.A  SHERLOCK,  M.D. 


T.  HARRISON,  M.D. 


Loans  to  Medical  Students 


Contributions  to  the  student  loan  fund  of  the 
AMA  Education  and  Research  Foundation  are 
not  used  directly  hut  create  a guarantee  making 
such  loans  possible.  Each  dollar  deposited  in 
the  fund  enables  a hank  to  loan  $12.50  to  a 
student,  intern,  or  resident.  Maximum  per  year, 
per  indix’idual,  is  $1,500. 

The  original  fund,  now  almost  entirely  on 


guarantee  deposit,  has  enabled  more  than  3,000 
individuals  to  obtain  loans  totaling  more  than 
$6,000,000.  If  further  loans  are  to  be  provided 
there  must  be  contribution  to  the  basic  fund. 

Tax  deduction  may  be  claimed  for  money 
given  for  this  purpose.  Checks  should  be  sent  to 
AMA-ERF,  535  North  Dearborn  Street,  Chicago 
10,  Illinois. 
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r 


for 

inflamed, 
infected, 
itching 
skin  lesions 


‘CORTISPORIN’ OINTMENT 

brand  , . . 

anti-inflammatory  / bactericidal  / antipruritic 


• relieves  pain  and  itching 

• reduces  inflammation  and  edema 

• provides  bactericidal  action  against 
most  gram-positive  and  gram-negative 
organisms,  including  Pseudomonas 
aeruginosa 

• rarely  sensitizes 

General  Indications:  Wherever  inflam- 
mation or  infection  occurs  and  is  acces- 
sible for  topical  therapy,  as  in  burns, 
wounds,  skin  grafts;  and  plastic,  proc- 
tologic, gynecologic,  or  general  surgi- 
cal procedures. 

Dermatologic  Indications:  Atopic,  con- 
tact, stasis,  infectious  eczematoid,  and 
lichenoid  dermatitis:  neurodermatitis, 
eczema,  pyoderma;  anogenital  pruritus; 


primary  dermatoses  with  or  without  sec- 
ondary infection:  external  otitis. 
Caution:  As  with  other  antibiotic  prep- 
arations, prolonged  use  may  result  in 
overgrowth  of  nonsusceptible  organ- 
isms. 

Available:  In  tubes  of  V2  oz.  with  appli- 
cator tip  and  Vs  oz.  with  ophthalmic  tip. 
Although  the  Vs  oz.  tube  is  intended  for 
ophthalmic  use,  it  may  be  used  topically. 

Each  gram  contains: 

‘Aerosporin’®  brand 

Polymyxin  B*  Sulfate 5,000  Units 

Zinc  Bacitracin  400  Units 

Neomycin  Sulfate  5 mg. 

(equivalent  to  3.5  mg.  Neomycin  Base) 

Hydrocortisone  10  mg.  (1  °/o) 

Special  White  Petrolatum q.s. 

*U.S.  PAT.  NOS.  2,565,057  AND  2,695,261 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.  Y. 
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advancing 

or  complicated 
hypertension 

responds  to 


trichlormethiazide  and  reserpine 


with  STEP-BY-STEP  reduction  (no  sudden 
drops^'^)  of  elevated  blood  pressure  □ re- 
lief of  associated  headache,"-^  dizziness, 
edema,"-"  anxiety  and  tension^  □ simplified 
dosage  (twice  daily)... long-term  economy 

added  potassium’  is  rarely  needed.) 

Supplied:  Naquival  Tablets,  containing  4 mg.  trichlormethiaz.  e 
and  0.1  mg.  reserpine.  bottles  of  100. 

D ♦ onroc  m Frnst  E M.:  Current  Therap.  Res.  3-.167,  1961. 
69:1561. 1962.  (5)  Mattey.  W.  E.:  Indust.  Nled.  31:33, 1962. 


responds  to 


4 


4 


brand  of  H trichlormethiazide 


Reduces  elevated  blood  pressure 
while  providing  symptomatic  re- 
lief...permits  more  normal  activ- 
ities...liberalizes  salt  intake. ..in 
severe  hypertension,  potentiates 
other  antihypertensives. ..as  a di- 
uretic, controls  edema  with  mini- 
mal, once-daily  dosage. 

Supplied:  Naqua  Tablets,  2 and  4 mg.,  scored,  bot- 
tles of  100  and  1000. 

For  complete  details  concerning  Naquival  and 
Naqua.  consult  Sobering  literature  available  from 
your  Sobering  Representative  or  Medical  Services 
Department,  Sobering  Corporation,  Bloomfield,  N.  J. 


now:  a SANBORN  TOTAL  CARDIAC  MONITORING  SYSTEM 

Here  is  the  first  cardiac  monitoring  system,  with  alarms  and  pacemaker, 
to  provide  an  integral  electrocardiograph  — that  can  be  set  for  automatic 
ECG  recordings  at  either  selected  intervals,  at  the  onset  of  any  of  four  dis- 
tress conditions,  or  while  the  patient  is  being  paced.  Characteristic  Sanborn 
operating  advantages  are  reflected  throughout  the  design  of  the  new 
Model  780  Viso-Monitor  - in  the  amount  of  useful  information  presented 
and  the  completeness  of  controls  and  operating  modes  to  meet  individual 
patient  needs.  ■ The  four  basic  functions  of  the  Viso-Monitor  are  provided 
by  these  built-in  facilities;  direct-writing  electrocardiograph  of  proven  de- 
sign with  added  marker  stylus  to  record  digital  pulse  and  to  distinguish 
between  "programmed"  ECG's  and  "distress"  ECG’s;  front  panel  heart 
rate  meter  with  adjustable  upper  and  lower  limits;  visual  alarms  by  indicator 
lights  for  tachycardia,  bradycardia,  arrest,  no  pulse,  QRS  complex  - plus 
instrument  operating  conditions  (power,  pacing,  inoperate);  and  a pace- 
maker for  internal  or  external  pacing,  operated  manually  or  set  for  auto- 
matic pacing  at  arrest,  with  controls  to  preset  pace  current  and  rate.  . For 
simultaneous  visual  and  audible  alarm^  the  780-800  Remote  Indicator  dis- 
plays heart  rate  and  the  8 events  as  on  bedside  Viso-Monitor,  plus  a 
"beep"  at  each  QRS  complex  and  steady  tone  if  distress  occurs.  Indicator 
lights  remain  on  until  reset  at  main  unit.  The 
connected  to  the  hospital  call  system,  for  an  addi- 
tional means  of  display  and  warning.  ■ Model  780 
Viso-Monitor  $1850,  Model  780-800  Remote  Indicator 
unit  $250,  F.O.B.  Waltham,  Mass.,  continental  U.S.A. 

Compact  bedside  unit  signals  8 events,  provides  ECG’s,  pacing 


SANBORN 


COMPANY  • MEDICAL  DIVISION  • WALTHAM  54,  MA 

Seattle  Branch  Office  111  Second  Ave.  North,  Mutual  2-1144 
Portland  Sales  ir  Service  Agency  Corvek  Medical  Equipment  Co. 
1005  N.  VV.  16th  Ave.,  Capitol  7-7559 


SSACHUSETTS 
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‘Miltown’  is  a known  and  dependable  drug.  Its  few  side 
effects  have  been  fully  reported.  There  are  no  surprises  in  store  for 
either  the  patient  or  the  physician.  This  is  why,  despite 
the  appearance  of  “new  and  different”  tranquilizers,  meprobamate  (‘Miltown’) 
is  prescribed  more  than  any  other  tranquilizer  in  the  world. 


Clinically  Proven 

in  more  than.750  published  elinical  studies 
and  over  seven  years  of  elinical  use 

Outstanding  Record  of 
Effectiveness  and  Safety 


1 

2 

3 


Relieves  anxiety  and  anxious  depression  in  a 
broad  spectrum  of  clinical  conditions.  Doesn’t 
leave  patients  “too  groggy’’  to  work  or  think 
or  learn. 

Relaxes  both  mind  and  skeletal  muscle.  Relieves 
physical  tension  as  well  as  emotional  stress. 

I'oxicity  is  low  and  side  effects  are  few.  Does  not 
cause  liver  damage  or  Parkinson-like  effects. 


USUAL  DOSAGE:  One  or  two  400  mg.  tablets  t.i.d. 
SUPPLIED:  400  mg.  scored  tablets,  200  mg.  sugar-coated 
tablets;  bottles  of  50.  Also  as  Meprotabs®  —400  mg. 
unmarked,  coated  tablets;  and  in  sustained-release 
capsules  as  Meprospan®-400  and  Meprospan*-200 
(containing  respectively  400  mg.  and 
200  mg.  meprobamate ) . 


Miltowir 

meprobamate  (Wallace) 

WALLACE  LABOR.ATORIES/Cran(?u»y,A(.y. 


i n cerebrovascular  disorders 
well  tolerated 
in  long-term  therapy 


® © D ILZ?\  K]’ 


Isoxsuprine  hydrochloride,  Mead  Johnson 

To  relieve  symptoms -renew  patient  outlook' 


Because  VasodIlan  “...appears  to  act  directly  to  relax  smooth 
muscle,  with  some  selectivity  for  the  smooth  muscle  of  the  blood 
vessels... ”2  it  is  concluded  that  spasm  of  the  human  cerebral 
vascular  system  may  be  prevented  by  this  “myo-vascular”  agent.^ 

In  patients  with  cerebrovascular  disease,  therapy  with 
VasodIlan  reduces  the  number  of  ischemic  attacks. ^ “Definite 


improvement  in  attitude,  eating  habits,  personal  appearance, 
alertness... was  observed.  Improvement  in  the  accompanying 
vertigo  and  paralysis  as  well  as  a decreased  incidence  of  head- 
ache was  also  noted.  VasodIlan  is  well  tolerated  with  no 


troublesome  side  effects  observed  at  recommended  oral  doses. i"* 
It  is  compatible  with  other  medications  such  as  antispasmodics,^ 
hormones,^  and  insulin.® 

Dosage  and  administration:  Oral  — 10  to  20  mg.  (1  to  2 tablets)  t.i.d.  or  q.i.d.;  I.M. 
— 5 to  10  mg.  b.i.d.  or  t.i.d.  Contraindications:  There  are  no  known  contraindications 
to  oral  administration  of  VASODILAN  in  recommended  doses.  Cautions : VasodIlan 
should  not  be  given  immediately  postpartum  or  in  the  presence  of  arterial  bleeding. 
Parenteral  administration  is  not  recommended  in  the  presence  of  hypotension  or 
tachycardia.  Intravenous  administration  is  not  recommended  because  of  the  in- 
creased likelihood  of  side  effects.  Side  effects:  Few  side  effects  occur  when  given  in 
recommended  oral  doses.  Occasional  palpitation  and  dizziness  can  usually  be  con- 
trolled by  dosage  adjustment.  Single  intramuscular  doses  of  10  mg.  or  more  may 
result  in  hypotension  or  tachycardia.  Supplied:  10  mg.  tablets  in  bottles  of  100  and 
1,000;  in  2 cc.  ampuls  containing  10  mg.  (5  mg./cc.)  for  intramuscular  use,  boxes  of 
6.  For  complete  details  on  indications,  dosage,  administration,  and  clinical  back- 
ground of  VasodIlan,  see  the  brochure  of  this  product  available  on  request  from 
Mead  Johnson  Laboratories,  Evansville  21,  Indiana.  References : (1)  Clarkson,  I.  S., 
and  Le  Pere,  D.  M.:  Angiology  17:190-192  (June)  1960.  (2)  Kaindl,  E;  Samuels, 
S.  S.;  Selman,  D.,  and  Shaftel,  H.:  Angiology  10:185-192  (Aug.)  1959.  (3)  Dhrymi- 
otis,  A.  D.,  and  Whittier,  J.  R.:  Current  Therap.  Res.  4:124-129  (April)  1962. 
(4)  Billiottet,  J.,  and  Ferrand,  J.:  Seniaine  med.  .?4  :635-637  (May  20)  1958.(5)  Sam- 
uels, S.  S.,  and  Shaftel,  H.  E. : J.  Indiana  M.  A.  54  : 1021-1023  (July)  1961. 

® I9C3  MEAD  JOHNSON  A COMPANT.  EVANSVILLE  21.  INDIANA  07763/V-M3 


Mead  Johnson 
La  bo  ratori  e s 

Symbol  of  service  in  medicine 


PROFESSIONAL  classified 


Practice  Opportunities 

INTERNIST  WANTED 

To  join  eight-man  multi-specialty  group.  In  new, 
completely  equipped  building  with  room  for  expan- 
sion. Excellent  starting  salary  with  early  opportunity 
for  full  partnership.  Contact  Business  Manager,  The 
Richland  Clinic,  Richland,  Wash. 

GENERAL  PRACTITIONER  NEEDED 

In  residential  area  of  Seattle.  Office  equipped;  shared 
overhead.  Write  Box  33-D,  Northwest  Medicine,  500 
Wall  Street,  Seattle,  Wash. 

DIRECTOR  OF  MEDICAL  EDUCATION— PORTLAND 

For  400  bed  hospital.  Apply  with  curriculum  vitae  to 
R.  G.  Gustavson,  M.D.,  Providence  Hospital,  Port- 
land, Oregon. 

MEDICAL  SPECIALIST 

Board  eligible  or  certified,  to  develop  and  provide 
authoritative  medical  opinions  regarding  drug  prod- 
ucts. Salary  to  $13,695.  Limited  private  practice 
permitted.  Membership  and  participation  in  pro- 
fessional organizations  encouraged.  Liberal  benefits  of 
Federal  Civil  Service  including  life  insurance,  health 
benefits,  and  excellent  sick,  vacation,  and  retirement 
benefits.  5 day,  40  hour  week.  Cost  of  travel  and 
transportation  of  household  furnishings  to  Washing- 
ton, D.C.,  will  be  paid.  Send  complete  curriculum 
vitae  to;  Ralph  G.  Smith,  M.D.,  Acting  Medical 
Director,  Food  and  Drug  Administration,  Washing- 
ton 25,  D.C. 

CHILDREN'S  CLINIC,  SEATTLE 

Fine  pediatric  and  pediatric  allergy  practice  in 
Seattle  34  years.  For  sale,  lease,  or  rent  on  your  own 
terms  if  your  references  are  satisfactory.  Write 
Norman  W.  Clein,  M.D.,  .500  Wall  St.,  Seattle,  Wash. 

VETERANS  ADMINISTRATION-OREGON 

Physician,  internist,  general  practitioner,  for  VA 
Domiciliary,  White  City,  Ore.  Unfurnished  house- 
keeping apartment  available  on  station  at  reasonable 
rate.  Attractive  salary  and  retirement  system  with 
excellent  sick  and  annual  leave  benefits.  For  addi- 
tional information  write  to  Director,  VA  Domiciliary, 
White  City,  Ore. 


PHYSICIAN  WANTED 

Walla  Walla  has  immediate  opening  in  Washington 
State  Penitentiary.  New  well-equipped  hospital.  Salary 
$12,216-$  14,580  depending  on  qualifications.  Re- 
quires four  years  of  experience.  Civil  service,  paid 
vacations  and  sick  leave,  social  security  and  State 
retirement.  Good  hunting,  fishing  and  recreation  area. 
Contact  L.  Delmore,  Jr.,  Supervisor,  Division  of 
Adult  Corrections,  State  Department  of  Institutions, 
Post  Office  Box  867,  Olympia,  Washington,  or 
Department  of  Personnel,  110  General  Administration 
Building,  Olympia,  Washington. 

STAFF  PHYSICIAN-CALIFORNIA 

Background  in  internal  medicine,  23.5-bed  accredited 
hospital,  treating  thoracic  diseases,  general  medical- 
surgical  division,  pediatrics.  Approved  Grippled  Ghil- 
dren  Services.  State  approved  rehabilitation  center. 
Located  17  miles  east  of  Porterville,  Galif.,  in  recre- 
ational area  of  Sierra  foothills.  Salary  $950  to  $998, 
by  experience,  maximum  to  $1100  by  annual  incre- 
ment. If  American  Board  certified,  salary  $998  to 
$1048,  by  experience,  maximum  to  $1155  by  annual 
increment.  Furnished  house  included.  Vacation,  re- 
tirement plan.  Social  Security.  Eligibility  California 
licensure  requirement.  Contact  Medical  Director, 
Tulare-Kings  Counties  Hospital,  Springville,  Calif. 

MEDICAL  DENTAL  PERSONNEL 

Openings  in  obstetrics,  gynecology,  internal  medicine, 
orthopedics,  pediatrics  and  general  practice.  Wash- 
ington, Oregon  or  Alaska  license  required.  508 
Medical-Dental  Building,  Seattle,  Wash.,  MU 
2-0545. 

MEDICAL  OFFICERS 

Our  recruiting,  screening  and  referral  services, 
can  be  of  invaluable  assistance  to  you  in  securing  the 
medically  trained  person  or  job  you  desire.  Please 
phone  MA  4-4793  or  write  Allied  Offices,  Inc.,  247 
Logan  Bldg.,  Seattle,  707  Medical  Dental,  Everett. 

Locations  Desired 

ORTHOPEDIC  SURGEON  DESIRES  LOCATION 

Western  Washington  or  Oregon.  Board  eligible; 
completes  residency  in  University  Center,  July,  1964. 
Plans  to  visit  Northwest  in  May,  1963.  Write  Richard 
L.  Morgan,  M.D.,  7927  W.  Lorraine  Place,  Milwau- 
kee 10,  Wisconsin. 
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Office  Space 


GP  OR  SPECIALIST  WANTED-BELLEVUE 

To  share  in  ownership  and  tenancy  of  a new  medical- 
dental  building.  Excellent  opportunity'  to  own  a share 
in  an  active  business  with  others,  including  a practic- 
ing D.D.S.  Xot  an  association— an  ownership.  Building 
to  be  built,  and  interested  party  would  have  chance 
to  express  wishes  relating  to  layout,  etc.  Prime  loca- 
tion and  investment.  Call  Mr.  Thomas  E.  Coulton,  Jr., 
MA  2-2392  in  Seattle,  or  GL  4-4475  in  Bellevue, 
Wash. 

MEDICAL  OFFICE-YAKIMA 

For  rent  or  lease,  fully  equipped  physician’s  office 
and  practice.  Immediate  possession;  splendid  op- 
portunity. Call  or  write  Mrs.  Roger  Coglon,  3307 
W.  Cestnut,  Yakima,  GL  7-5075. 

OFFICE  BUILDING-KIRKLAND 

10  rooms,  suitable  for  clinic  or  office  building. 
Choice  location  in  heart  of  business  district.  Lease 
all  or  part,  or  sell  for  863,000.  Statewide  Properties, 
Woodinville,  Wash.  Phone  HU  6-6055;  HU  6-1901; 
ME  2-2520. 

FURNISHED  OFFICES-TILLAMOOK 

For  rent  or  sale  on  installment  basis,  in  community 
short  of  physicians,  small  building  adequate  to  ac- 
commodate Lvo  physicians.  Contains  standard  equip- 
ment, including  x-ray;  off-street  parking.  Located 
three  blocks  from  Tillamook  Hospital.  M’rite  Box 
34-D,  Northwest  Medicine,  500  M’all  St.,  Seattle, 
M’ash. 

SEMI-RETIREMENT  OPPORTUNITY-WESTPORT 

Office  space  and  living  quarters,  reasonable  for 
physician  who  wishes  to  work  part-time.  Contact 
Mr.  H.  C.  Harms,  309  No.  “H”  St.,  Aberdeen,  Wash. 
Phone  LE  3-0891. 

CUSTOM-BUILT  SUITES-JUANITA-KIRKLAND  AREA 

Building  60x200  being  built,  suitable  for  clinic. 
Suites  divided  and  decorated  to  your  specifications. 
Ample  parking.  Contact  Mr.  T.  E.  Clark,  5555  - 116th 
N.E.,  Kirkland,  Wash.,  VA  2-2166. 

MEDICAL  OFFICE  SPACE-NORTH  SPOKANE 

N'icinity  of  Northtown.  Air-conditioned.  Off-street 
parking.  Across  street  from  new  apt.  building,  3 
blocks  Holy  Family  Convalescent  Home  and  new 
150-bed  general  hospital.  Contact  William  K.  Nor- 
wood, D.D.S.,  W.  22  Central  Ave.,  Spokane  19, 
M'ash. 


MEDICAL  SUITES-BELLINGHAM,  WASH.  1 

Space  in  established  modern  downtown  office  build- 
ing. M’ould  like  internist,  orthopedic  surgeon  or  ' 
ob-gyn  man.  Write  Box  7-D,  Northwest  Medicine, 

•500  Mall  St.,  Seattle,  Wash. 

MEDICAL  CENTRAL  BLDG.-EDMONDS  ^ 

Now  welcoming  applications  for  office  space.  This  4 
modern  clinic  will  have  25  individual  suites,  all  on  i 
ground-floor  level.  Paved  parking  area  on  this  3-acre 
site  will  accommodate  120  cars.  Stevens  Hospital  ■ 
one  block  south.  Easy  drive  to  Seattle,  salt  water  and  | 
mountains.  Flexible  terms.  For  complete  descriptive 
brochure,  write  Manager,  Medical  Central  Building,  ! 
P.O.  Box  366,  Lynnwood,  Wash.  j' 

NEW  MEDICAL  OFFICE  INTERCITY  AREA-EVERETT 

Suite  available  for  physican  in  group  of  offices,  ar-  ■ 
ranged  to  individual  speeifications.  Seven  schools 
within  walking  distance.  Write  or  call  Norman 
Anderson,  Intercity  Medical  Dental  Center,  91st  and  j, 
Hiwav  99  South,  Everett,  Wash.,  EL  3-2485.  !j 

} 

MEDICAL  CLINIC  OFFICE  | 

Exceptional  opportunity  for  G.P.  or  OB-GYNman  J 

in  Plaza  Medical  and  Dental  Glinic,  Seattle.  Location  I 
between  two  elementary  schools  and  in  Plaza  Shop-  } 
ping  Center.  Serving  population  of  25,000  in  imme- 
diate  vicinity.  Experience  during  past  three  years  * 

indicates  need  of  evening  office  hours.  Contact  Plaza  1 

Shopping  Centers,  SU  3-2600,  Seattle,  \Vsh.  * 

NEW  CLINIC-EAST  OF  KENT  I 

In  fast-growing  suburban  area  near  Seattle.  Prime 
location  with  a clear-cut  need  for  physicians.  M’rite 
Mrs.  W.  R.  Walter,  8-lOOth  N.E.,  Bellevue,  Wash. 

COLO-PROCTOLOGY  PRACTICE-SPOKANE 

Established  office  of  recently  deceased  colo-proctolo- 
gist  available  to  properly  qualifed  physician.  Serves 
area  over  million  population.  Only  practice  limited  to 
colo-proctolog>-  in  area  since  1926.  More  interested 
in  securing  capable  specialist  than  big  price  for  ( 

office.  Contact  Mrs.  James  M’.  Mounsey,  353  Paulsen 
Medical  and  Dental  Bldg.,  Spokane  1,  Wash.  ' 

GP's  WANTED-TILLAMOOK,  OREGON 

Office  space  available  due  to  the  loss  of  3 physicians 
in  the  last  3 years.  This  area  is  in  desperate  need  of 
2 or  3 general  practitioners.  New'  w'ell  equipped  75 
bed  hospital.  Contact  the  Administrator,  Tillamook 
County  General  Hospital,  Tillamook,  Oregon. 
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PHYSICIAN-DENTIST  CLINIC-SEATTLE 

In  South  End  community  needing  physician.  Building 
ready  for  occupancy;  2100  sq.  ft.;  16-car  parking  lot. 
Lease  or  sell.  Call  EA  5-1233,  Seattle. 


SNO  KING  AREA 


Services 


PERISTALTIC  ENEMA  SERVICE 


Referred  cases.  Mary  E.  Stack,  R.N.,  offices  in 
Rhododendron  Building,  Room  102,  1006  Spring  St., 
Seattle,  Wash.  Call  MA  3-2971. 


Applications  are  being  invited  for  space  in  a well- 
designed,  15-unit  building  soon  under  construction. 
Centrally  located;  2 blocks  from  Stevens  Memorial 
Hospital.  Address  inquiries  to  Director,  Tri-City 
Professional  Center,  143  - 5th  Ave.  North,  Edmonds, 
W'ash.  Phone  PR  8-1151. 

GP  NEEDED-SEATTLE 

Office  space  for  rent.  Share  staff  and  part  of  the 
equipment  with  overly  busy  North  End  physician. 
Build  own  practice  rapidly.  Exchange  days  off.  Call 
EM  2-0758,  Charles  R.  Leighton,  M.D.,  1556  N.E. 
177th,  Seattle  55,  Wash. 


Equipment 

PICKER  300  PICTRONIC  X-RAY 

Complete  unit,  for  sale.  Rotating  anode,  1.5  mm., 
focal  spots,  includes  table,  Horoscope,  extras.  New 
1952,  stored  since  1960.  Entire  unit  and  tubes  in 
exceptionally  good  condition.  Original  cost  $13,000, 
will  sell  for  4,000.  Call  or  write  Mrs.  Roger  Coglon, 
3377  W.  Chestnut,  Yakima,  CL  7-5075. 

UNUSED  DIATHERMY 

1961  model,  $250.  Contact  Mr.  Van  Natter,  3838  - 
29th  Ave.,  West,  Seattle,  AT  3-5477. 


NORTHGATE  MEDICAL  CENTER-SEATTLE 

Suite  now  available  for  one  or  two  physicians,  at 
10560  - 5th  N.E.  For  further  information,  contact 
Mr.  George  Buck,  MU  2-3533. 


RESEARCH  EQUIPMENT 

Photo  kymograph,  two  consoles  (EKG,  oximeter  and 
muscle  strain  gauges).  $400  for  the  pair  or  will  trade 
for  comparable  tape  recorder  or  photographic  equip- 
Meut.  Seattle  LA  4-5066,  or  EM  4-1675  eves. 


MEDICAL  TREATMENT  FOR  ALCOHOLISM 

A member  of  the  American  Hospital  Association  and  ap- 
proved by  the  American  Medical  Association.  Devoted 
exclusively  to  providing  medical  and  psychiatric  care  for 
alcoholics  and  medical  research  in  the  field  of  alcoholism. 


7106  35th  AVE.,  S.W.  • SEATTLE  6,  WASHINGTON  • WEst  2-7232 
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MeetlJlgS  OF  MEDICAL  SOCIETIES 


AMA  Annual — Atlantic  City,  June  16- 
20,  1963;  San  Francisco,  June,  21-25, 
1964,  New  York,  June  20-24,  1965. 

AMA  Clinical — Portland,  Dec.  1-4,  1963; 
Miami  Beach,  Nov.  29-Dec.  2,  1964. 

American  Association  on  Mental  Defi- 
ciency, Portland,  May  21-25,  1963. 

Idaho  State  Medical  Association — June 
26-29,  1963,  Sun  Valley. 

Northwest  Soc.  for  Clin.  Research — Jan. 
10-11,  1964,  Vancouver,  B.  C. 

Pres.,  Denys  K.  Ford,  Vancouver 
Sec.,  R.  E.  Beck,  Vancouver 

Oregon  State  Medical  Society — Sept.  25- 
28,  1963,  Portland. 

Pacific  Northwest  Obstetrical  and  Gyn- 
ecological Association  — June  3-5, 
1963,  Victoria,  B.C. 

Pres.,  R.  R.  de  Alvarez,  Seattle 
Sec.,  J.  McDonagh,  Vancouver,  B.C. 

Washington  State  Medical  Association — 
Sept.  15-18,  1963,  Seattle. 


OREGON 


Ore.  Acad.  Ophth.  & Otolar. — Portland 
Aero  Club,  4th  Tue.,  Sept.-May. 
Pres.,  M.  Harvey  Johnson,  Portland 
Sect.,  D.  W.  McDaniel,  The  Dalles 

Oregon  Dermatologic  Society — Portland 
2nd  Wednesday  (Nov.,  Jan. -Apr.) 
Pres.,  Sheldon  Walker.  Portland 
Sec.,  F.  A.  J.  Kingery,  Portland 

Oregon  Pathologists  Association — Port- 
land, 2nd  Wednesday  (Feb.,  Apr., 
Oct.,  Dec.) 

Pres.,  F.  L.  Vrtiska,  Corvallis 
Sec.,  A.  A.  Oyama,  Portland 

Oregon  Radiological  Society — Univer- 
sity Club,  Portland,  2nd  Wednesday 
through  school  year 
Pres.,  L A.  Gay,  The  Dalles 
Sec.,  G.  R.  Satterwhite,  Portland 

Ore.  Soc.  Obst.  & Gynec. — Portland, 
Park  Heathman,  3rd  Frl.  (Oct.,  Nov., 
Jan.,  May) 

Pres.,  W.  L.  Hartmann.  Portland 
Sec.,  T.  A.  Treanor,  Portland 


Oregon  State  Society  of  Anesthesiolo- 
gists— Portland,  3rd  Friday  (except 
June,  July,  Aug.) 

Pres.,  J.  A.  Siebs.  Eugene 
Sec.,  P.  E.  Schaff,  Portland 

Oregon  Urological  Society — Quarterly 
Meetings,  University  Club,  Portland 
Pres.,  T.  A.  Davis,  Portland 
Sec.,  G.  W.  Schwiebinger,  Portland 

Portland  Academy  of  Hypnosis  — 3rd 
Monday  (Sept.-May)  Aero  Club 
Pres.,  V.  P.  Shoemaker 
Sec.,  M.  S.  Skiff 

Portland  Academy  of  Pediatrics — 1st 
Monday 

Pres.,  W.  M.  Clark.  Jr. 

Sec.,  J.  W.  Bussman 

Portland  Surgical  Society — last  Tuesday 
(Sept.-May),  UOMS  Library 
Pres.,  J.  M.  Guiss 
Sec.,  H.  W.  Baker 


WASHINGTON 


Puget  Sd.  Acad.  Ophth.  & Oto. — 3rd 
Tues.  (Oct. -May)  Seattle  or  Tacoma. 
Annual — Seattle,  Jan.  17,  18,  1964. 
Pres.,  H.  L.  Maier,  Tacoma 
Sec.,  D.  F.  Milam,  Jr.,  Bellevue 

Seattle  Academy  of  Surgery — 3rd  Wed. 
bi-monthly;  Seattle  Yacht  Club. 
Pres.,  E.  B.  Parmelee 
Sec.,  W.  S.  Brown 

Seattle  Gyn.  Soc. — 3rd  Wed.  exc.  June, 
Aug.,  Dec.,  Feb. 

Pres.,  D.  M.  McIntyre,  Seattle 
Sect.,  E.  T.  MacCamy,  Seattle 

Seattle  Pediatric  Society — 3rd  Friday 
(Sept.-Mav).  College  Club 
E.  J.  Wollenweber,  Seattle 
A.  L.  Skinner,  Seattle 

Seattle  Surg.  So. — 4th  Mon.  (Sep.- 
June)  Annual — Seattle,  Jan.  24-25, 
1964. 

Pres.,  Eric  Sanderson.  Seattle 
Sec.,  R.  C.  Coe,  Seattle 

Spokane  Society  of  Internal  Medicine — 
Quarterly,  Rockwood  Clinic 
Pres.,  Robert  Berghan 
Sec.,  Richard  E.  Steury 


Tacoma  Academy  of  Internal  Medicine 
— 4th  Tuesday  (Sept.-May) 

Pres.,  R.  A.  Kallsen 
Sec.,  R.  A.  O’Connell 

Tacoma  Surgical  Club — May  4,  1963,  3rd 
Tuesday  (Sept.-May) 

Pres.,  Dumont  Staatz 
Sec.,  Robert  B.  Burt 

Washington  Academy  of  Clinical  Hyp- 
nosis—3rd  Friday  (Sept.-June) 
Pres.,  Edward  G.  Goodrich,  Ph  D., 
Seattle 

Sec.,  John  E.  Nelson,  Seattle 

Washington  Academy  of  General  Prac- 
tice—May  17-19,  1963,  Wenatchee. 
Pres.,  Louis  Dewey,  Omak 
Sec.,  J.  E.  Gahringer,  Jr.,  Wenatchee 

Washington  State  Obstetrical  Associa- 
October  12,  1963,  Yakima. 

Pres.,  R.  K.  Plant,  Seattle 
Sec.,  F.  LeCocq,  Yakima 

Washington  State  Radiological  Society 
— Seattle,  4th  Mon.,  (Sept.-Apr.) 
Business  Session,  Meany  Hotel,  Sci- 
entific Sn.  UWSM  X-ray  Dept. 
Pres.,  W.  A.  Chesledon,  Seattle 
Sec.,  R.  H.  Rosenberg,  Seattle 

Washington  State  Society  of  Allergy — 
May,  1963,  Portland 
Pres.,  James  W.  Georges,  Seattle 
Sec.,  Paul  P.  Van  Arsdel,  Jr.,  Seattle 

Wash.  St.  Soc.  of  Anesthesiologists 
Pres.,  M.  W.  Bulmer,  Wenatchee 
Sec.,  Robt.  M.  Kintner,  Wenatchee 

Washington  State  Society  of  Internal 
Medicine — Sept.  18,  1963 
Pres.,  D.  M.  Ulrich,  Seattle 
Sec.,  J.  H.  Lindberg,  Seattle. 

Yakima  Obstetrical  and  Gynecological 
Society — Last  Monday  (except  July, 
Aug.,  Dec.) 

Sec.,  A.  W.  Bostrom,  Jr. 

Yakima  Surgical  Society — Last  Thurs- 
day (Sept.-May) 

Pres.,  H.  C.  Lynch 
Sec.,  J.  Goeckler 
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Last  night, 
had  a good 


patients  all  over  America 
night’s  sleep  with  Doriden 


Since  1955,  nearly  one  billion  Doriden 
tablets  have  been  used  in  the  United  States 


From  this  vast  clinical  experience,  two  facts  about  Doriden  have  emerged:  (1)  Almost  all 
patients  get  a good  night’s  sleep  with  Doriden;  (2)  Doriden  can  be  prescribed  with  a high 
degree  of  safety  for  many  types  of  patients. 

Doriden  also  has  these  specific  advantages  over  the  barbiturates:  Doriden  rarely  causes 
pre-excitation;  onset  of  action  is  rapid, smooth.  Doriden  is  metabolized  quickly,  thus  rarely 
produces  morning  “hangover.”  Doriden  is  not  contraindicated  in  the  presence  of  liver  and 
kidney  disorders.  Doriden  is  well  tolerated  by  elderly  patients  and  those  debilitated  by  ill- 
ness. Doriden  rarely,  if  ever,  causes  respiratory  depression. 

SUPPLIED:  Tablets,  0.5  Gm.  (white,  scored),  0.25  Gm.  (white,  scored)  and  0.125  Gm.  (white). 
Capsules,  0.5  Gm.  (blue  and  white). 


As  with  any  sedative,  care  should  be  taken  to  avoid  excessive  dosage.  For  complete  information 
about  Doriden  (including  dosage,  cautions,  and  side  effects),  see  current  Physicians’  Desk  Refer- 
ence or  write  CIBA,  Summit,  New  Jersey,  i/sobsmsi  I — ^ , I g. 


C I B A 


Doriden 

(glutethimide  CIBA) 


Right  iiow/from  Cutter 

real  news 
about 
Hyper-Tet 


Tetanus  Immune  Globulin  (Human) 


new  500  unit 
dosage  viels 
for  single 
administration 


Each  new  500  unit  vial  contains  the  recommended  individual  prophylactic  dose  of 
non-equine  Hyper-Tet  (Tetanus  Immune  Globulin),  prepared  from  human  venous  blood 
for  greater  safety.  Because  patients  may  be  protected  by  a smaller  amount,  the  cost  to 
them  is  reduced.  Please  note  that  1500  unit  vials  are  still  available. 


Origin:  Tetanus  Immune  Globulin  is  a gamma  globulin 
fraction  prepared  from  venous  blood  of  humans  hyper- 
immunized  with  tetanus  toxoid.  Usage:  This  product  is  pro- 
vided for  use  in  those  individuals  who  have  sustained 
wounds,  possibly  contaminated  with  tetanus  organisms,  and 
where  such  individuals  are  not  known  to  have  received  prior 
active  immunization  with  tetanus  toxoid.  Contraindications 
and  Reactions:  Very  rare  serious  reactions  from  the  intra- 
muscular injection  of  human  gamma  globulin  products  have 
been  reported.  Their  extreme  rarity  makes  it  impossible  to 
predict  their  occurrence.  However,  the  possibility  for  such 
should  be  noted  so  that  this  or  any  gamma  globulin  product 
is  not  used  indiscriminately.  It  must  be  appreciated  that  the 
injection  of  any  product  carries  some  risk  to  some  individ- 
uals. Slight  soreness  at  and  over  the  intramusuclar  injection 
site  may  be  noted  subsequent  to  the  injection.  Precautions: 


Do  not  give  intravenously.  A separate,  heat-sterilized  syringe 
and  needle  should  be  used  for  each  individual  patient  to 
prevent  transmission  of  homologous  serum  hepatitis  and 
other  infectious  agents  from  one  person  to  another.  War- 
ranty: Since  we  have  no  control  over  the  conditions  under 
which  this  product  is  used;  diagnosis  of  the  patient,  dosage, 
methods  of  administration  or  its  handling  after  it  leaves  our 
possession,  we  do  not  warrant  either  a good  effect  or  against 
an  ill  effect  following  its  use.  We  warrant  only  that  at  the 
time  of  manufacture  it  was  prepared  according  to  the  appli- 
cable standards  of  the  United  States  Public  Health  Service. 
Regulations:  that  it  is  true  to  label;  and  that  the  solution 
contained  in  each  unopened,  undamaged  container  is  sterile. 
The  foregoing  warranty  is  exclusive  and  in  lieu  of  all  other 
warranties  whether  written,  oral  or  implied  (including  any 
warranty  of  merchantability  or  fitness  for  purpose). 


Leaders  in  Human  Blood  Fractions  Research 


CUTTER  LABORATORIES  • Prescription  Products  Department  • Berkeley  10,  California 


noFmxDesT 

m®icine 


Aftercare  Program  for  Discharged  Mental  Patients 

William  R.  Conte,  M.D.,  Olympia,  Washington  / Willard  B.  Rew,  M.D., 
Yakima,  Washington  / Essey  Wolfrom,  ACSW,  Fort  Steilacoom,  Washington 

Page  341 


Use  of  Steel  Wire  Sutures  for  Closure  of  Abdorninal  Wounds 

Robert  S.  Smith,  M.D.  / Glenn  E.  Talboy,  M.D.,  Boise,  Idaho 


Page  344 


Perianal  Verruca  Acuminata  with  Mucosal  Lesions 

Robert  A.  Pommerening,  M.D.  / Lucius  D.  Hill,  M.D.  / Charles  J.  Hammer,  M.D.,  Seattle,  Washington 

Page  348 


Pulmonary  Physiology  in  Clinical  Practice 
V.  Arterial  Blood  Gas  Analysis 

William  R.  Pace,  Jr.,  M.D.,  Seattle,  Washington 

Page  350 


Contralateral  U reteroureterostomy 

C.  Balcom  Moore,  M.D.,  Walla  Walla,  Washington 
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the  patient 
under 
physiologic 
stress... 

a prime  candidate  for 

MYADEC 

high-potency  vitamin  formula  with  minerals 


It  is  generally  agreed  that  vitamin  requirements 
are  often  increased  after  surgery,  during  acute  or 
chronic  stages  of  disease,  throughout  convales- 
cence, and  at  other  times  of  physiologic  stress. 
Moreover,  nutritional  intake  may  be  inadequate  as 
a result  of  restricted  diets.  In  conditions  such  as 
these,  MYADEC  can  provide  an  extra  measure  of 
support.  Just  one  capsule  a day  provides  9 vita- 
mins in  therapeutic  potencies,  plus  a supplement 
of  selected  minerals  normally  present  in  body 
tissues.  MYADEC  is  also  useful  for  the  prevention 
of  vitamin  deficiencies  in  patients  whose  usual 
diets  are  lacking  in  these  important  food  factors. 

Each  MYADEC  capsule  contains:  Vitamins:  Cyanocobala- 
min  — 5mcg.;  Riboflavin— 10  mg.;  Pyridoxine  hydrochloride 

— 2 mg.;  Thiamine  mononitrate— 10  mg.;  Nicotinamide 
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Phosphorus  - 80  mg.  (Minerals  supplied  as  potassium 
iodide,  dibasic  calcium  phosphate,  sodium  molybdate,  and 
the  sulfates  of  manganese,  cobalt,  potassium,  iron,  copper, 
zinc,  and  magnesium.)  ussj 
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Which  securities 
should  you  buy? 

This  is  a question  we  /ike  to  answer.  Not  that  it’s  always 
easy.  But  it’s  the  best  way  we  know  to  demonstrate 
the  difference  in  our  service  and  our  value  to  you. 

The  answer  starts  with  research,  a continuous  and  vital 
operation  at  Dean  Witter  & Co.  We  think  it’s  impor- 
tant enough  to  spend  hundreds  of  thousands  of  dollars 
annually  to  find  the  best  answers.  Our  69-member 
research  team  is  one  of  the  largest  in  the  industry  and 
it’s  available  to  you  — through  our  Account  Executives. 

Values  change,  and  it  pays  to  select  investments  with 
just  }’ou  in  mind  — your  objectives,  financial  require- 
ments and  living  habits. 

If  you  want  professional  help  specifically  designed  for 
you  alone,  based  on  thorough  analysis,  we  can  be  of 
practical  help ...  we  can  suggest  which  stocks  or  bonds 
you  should  buy.  Why  don’t  you  contact  an  Account 
Executive  today  at  one  of  our  forty-nine  offices?  Or,  if 
you’d  like  more  information  about  our  firm,  its  policies 
and  the  services  available  to  you,  write  for  our  24-page 
illustrated  booklet,“Working  for  You  at  Dean  Witter.” 

Dean  Witter  & Co. 

Members  New  York  Stock  Exchange  • Pacific  Coast  Stock  Exchange 

1603  Hewitt,  Everett  — AL  9-3156 
4.4.0  Washington  Building,  Seattle  — MA  4-6800 
944  Pacific  Ave.,  Tacoma  — FU  3-4535 
220  Equitable  Bldg.,  Portland  — CA  6-6571 
935  Lloyd  Center,  Portland  — AT  2-7211 
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from  the  feet  up— clears  ringworm 
economically  with  half  the  dosage 


iulviciii-u/i. 

griseofulvin,  ultra/fine,  Schering 


'‘"‘Culture  negative” 
after  four  weeks 
in  this  case  of 
plantar  tinea  pedis 

R.  B.,  a 36-year-old  writer,  was 
first  seen  on  November  5, 1962, 
with  severe  inflammatory  tinea 
pedis  involving  the  sole  of  the 
right  foot.  There  was  an  8-cen- 
timeter area  of  erythema,  with 
vesicles,  bullae  and  scales  on 
the  plantar  surface  of  the  foot. 
The  lesion  had  been  present 
for  two  weeks.  Microscopic  ex- 
amination of  scrapings  showed 
hyphae,  and  cultures  grew  out 
T.  mentagrophytes. 

The  patient  was  started  on  0.5 
gm.  Fulvicin-u/f  (griseoful- 
vin, ultra-fine)  daily.  Three 
weeks  later  there  was  distinct 
improvement  with  only  mild 
erythema  and  scaling  present. 
After  one  additional  week, 
therapy  was  discontinued  and 
a second  culture  was  negative. 
The  patient  was  last  seen  on 
December  24,  approximately 
three  weeks  after  termination 
of  therapy.  At  this  time  the 
skin  was  entirely  normal  in 
appearance. 

1 Plantar  tinea  pedis  before 
therapy. 

2 After  two  weeks  of  therapy. 

3 Six  weeks  later,  skin  essen- 
tially normal  (two  weeks  after 
termination  of  therapy). 


Clinical  considerations:  Al- 
though clinical  studies  with 
griseofulvin  have  not  revealed 
evidence  of  serious  toxicity, 
side  effects  — as  with  any  po- 
tent drug  or  antibiotic  — may 
occur  in  some  patients.  An  oc- 
casional minor  decrease  in 
leukocyte  count  has  been  ob- 
served, which  was  reversible 
when  medication  was  discon- 
tinued. Occasionally,  there  may 
be  heartburn,  nausea,  epigas- 
tric discomfort,  diarrhea,  leth- 
argy, fatigue,  psychomotor 
incoordination  and,  during  the 
first  week  of  therapy,  headache. 
Studies  are  in  progress  to  de- 
termine the  safety  of  this  drug 
during  pregnancy;  until  the 
results  of  these  studies  are 
available,  griseofulvin  is  con- 
traindicated during  pregnancy. 
Caution  should  be  observed  in 
patients  with  known  penicillin- 
sensitivity.  Should  urticaria  or 
drug  rash  develop,  the  drug 
should  be  withdrawn.  Avail- 
able in  125  mg.,  250  mg.  and 
500  mg.  scored  tablets,  bottles 
of  60  and  250. 


For  complete  details,  consult 
Schering  literature  available 
from  your  Schering  Represen- 
tative or  Medical  Services 
Department,  Schering  Corpo- 
ration, Union,  New  Jersey. 


CASE  HISTORY  AND  PHOTOGRAPHS  COURTESY 
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IMEOSORB® 

peptic  ulcer  management 
without  acid  rebound 


economical  to  use  • less  constipation 


Each  Tablet  contains 

Aluminum  Hydroxide  Gel  (Dried) 
4 grs.  (0.26  gram) 

Magnesium  Trisilicate 

7 grs.  (0.45  gram) 

Methylcellulose  (mucin-like 
colloid)  1 gr.  (0.065  gram) 


Dosage:  2 tablets  every  2 to  4 
hours.  Tablets  to  be  chewed  and 
swallowed  with  minimum  amount 
of  fluids.  1 tablespoonful  of  liquid 
neosorb  equivalent  to  2 neosorb 
tablets.  Supplied  in  sizes  100,  500 
and  1,000  tablets.  Liquid  in  quarts 
and  pints. 


tablet 
or  liquid 


Prescribe  NEOSORB®  with  confidence 


Haack  Laboratories,  Inc.,  Portland  1,  Oregon 
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Whether  your  patient  eats,  breathes,  or  wears  the  allergens. 


No  matter  what  the  allergy,  the  prescription 
can  be  the  same:  Pyribenzamine 
(tripelennamine  hydrochloride).  It  relieves 
allergic  nasal  congestion;  helps  stop 
sneezing,  running  nose,  and  tears;  takes  the 
itch  out  of  allergy,  subdues  hives  and  other 
allergic  skin  reactions. 

CAUTION:  Give  hypnotics  and  sedatives 
cautiously  with  tripelennamine. 


SIDE  EFFECTS:  Drowsiness,  gastric  discomfort, 
nausea,  dryness  of  mouth,  vertigo. 

SUPPLIED;  Tablets,  50  mg.  and  25  mg. 

Lontabs,  100  mg.  and  50  mg. 

Special  forms:  Elixir  (green,  cinnamon-flavored), 
30  mg.  Pyribenzamine®  citrate  (tripelennamine 
citrate  CIBA)  per  4-ml.  teaspoon  (equivalent 
to  20  mg.  tripelennamine  hydrochloride). 
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you  can  relieve  his  symptoms  promptly  with  Pyribenzamine 

(tripelennamine  hydrochloride) 


Expectorant  with  Ephedrine  (red,  cherry- 
flavored),  30  mg.  tripelennamine  citrate,  10  mg. 
ephedrine  sulfate,  and  80  mg.  ammonium 
chloride  per4-ml.  teaspoon. 

Expectorant  with  Codeine  and  Ephedrine 
(orange,  peach-flavored),  30  mg.  tripelennamine 
citrate,  8 mg.  codeine  phosphate,  10  mg. 
ephedrine  sulfate,  and  80  mg.  ammonium 
chloride  per  4-ml.  teaspoon.  Exempt  narcotic. 


Ointment,  2°h  (petrolatum  base). 

Cream,  2°/o  (water-washable  base). 

LONTABS®  (long-acting  tablets  CIBA)  2/3102MK 
C I B A SUMMIT,  N.J. 

O 

Pyribenzamine 

hydrochloride 
(tripelennamine  hydrochloride  CIBA) 
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in  alcoholism : vitamins  are  therapy 


A full  “comeback”  for  the  alcoholic  is  partly  dependent  on  nutritional  balance... 
aided  by  therapeutic  allowances  of  B and  C vitamins.  Typically,  the  alcoholic  patient 
is  seriously  undernourished  . . .from  long-standing  dietary  inadequacy,  from  deple- 
tion of  basic  reserves  of  water-soluble  vitamins. 

Each  capsule  contains : Vitamin  B 1 (Thiamine  Mononitrate) ...  10  mg.  / Vitamin  B2  (Riboflavin) ...  10  mg.  / Niacinamide... 
100  mg.  / Vitamin  C (Ascorbic  Acid)  . . . 300  mg.  / Vitamin  85  (Pyridoxine  HCI)  ...  2 mg.  / Vitamin  B12  Crystalline  . . . 
4 mcgm.  / Calcium  Pantothenate ...  20  mg.  Recommended  intake;  Adults,  1 capsule  daily,  for  the  treatment  of  vitamin 
deficiencies.  Supplied  in  decorative  “reminder”  jars  of  30  and  100. 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 

6315-3 


STRESSGAPS 


Stress  Formula  Vitamins  Lederle 


throughout  the  wide  middle  range  of  pain  — control 

with  one  analgesic  PERCODAN  tablets 

(Salts  of  Dihydrohydroxycodeinone  and  Homatropine,  plus  APC) 

In  a comprehensive  range  of  indications  marked  by  moderate  to  moderateiy 
severe  pain,  Percodan  assures  speed,  duration,  and  depth  of  anaigesia  by 
the  orai  route...  acts  within  5 to  15  minutes ...  usuaily  provides  uninterrupted 
reiief  for  6 hours  or  ionger  with  just  7 tablet ...  rareiy  causes  constipation. 


Formula  — Each  scored  yellow  Percodan*  Tablet  contains  4.50  mg.  dihydrohydroxycodeinone  HCI  (Warning;  May  be  habit-forming), 
0.38  dihydrohydroxycodeinone  terephthalate  (Warning:  May  be  habit-forming),  0.38  mg.  homatropine  terephthalate,  224  mg.  acetyl- 
salicylic  acid,  160  mg.  acetophenetidin,  and  32  mg.  caffeine.  Also  available:  Percodan®-Demi,  containing  the  complete  Percodan 
formula  but  with  only  half  the  amount  of  salts  of  dihydrohydroxycodeinone  and  homatropine.  Both  products  are  on  oral  Rx  in  all 
states  where  laws  permit.  Average  Adult  Dose  — 1 tablet  every  6 hours.  Side  Effects  and  Contraindications— Al- 
though generally  well  tolerated,  Percodan  may  cause  nausea,  emesis,  or  constipation  in  some  patients.  Percodan 
should  be  used  with  caution  in  patients  with  known  idiosyncrasies  to  acetylsalicylic  acid  or  acetophenetidin  and 
in  those  with  blood  dyscrasias.  Literature  on  request.  ENDO  LABORATORIES  Richmond  Hill  18,  New  York 


•U.s.  Pats.  2,628,185  and  2,907,768 
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WORDS  THAT  CHARACTERIZE 
THE  MANY  DIFFERENT 
DEPRESSIVE  PATIENTS 
IN  WHOM  DEXAMYL®  CAN 
BE  SO  EFFECTIVE 


“I  feel  as  though  everything  in  me 
has  slowed  down.  . . 


"After  all  those  months,  the  baby  is 
here  and  all  I do  is  cry.” 


"Everything  bothers  me  now,  Doctor. 
I wasn’t  like  this  before  my  meno- 
pause. . . .” 


‘The  harder  I try  to  work,  the  more 
I get  behind.  ...  my  boss  doesn’t 
respect  me— my  own  children  don’t 
seem  to  respect  me  anymore.” 


‘Now  that  Dad  is  gone,  I just  sit 
and  wait  to  die.” 


DEXAMYL®  SPANSULE®  brand  of  sustained  release  capsules 


FORMULA:  Each  'Spansule'  capsule  No.  1 contains 
10  mg.  of  DexedrineS  (brand  of  dextro  amphetamine 
sulfate),  and  1 gr.  of  amobarbital,  derivative  of  bar- 
bituric acid  [Warning,  may  be  habit  forming].  Each 
'Spansule'  capsule  No.  2 contains  IS  mg.  of  'Dexedrine' 
(brand  of  dextro  amphetamine  sulfate)  and  IJi  gr.  of 
amobarbital  [Warning,  may  be  habit  forming].  The 
active  ingredients  of  the  'Spansule'  capsule  are  so  pre- 
pared that  a therapeutic  dose  is  released  promptly  and 
the  remaining  medication,  released  gradually  and  with- 
out interruption,  sustains  the  effect  for  10  to  12  hours. 


SIDE  EFFECTS:  Insomnia,  excitability  and  increased 
motor  activity  are  infrequent  and  ordinarily  mild. 
CAUTIONS:  Use  with  caution  in  patients  hypersensitive 
to  sympathomimetics  or  barbiturates  and  in  coronary  or 
cardiovascular  disease  or  severe  hypertension.  Excessive 
use  of  the  amphetamines  by  unstable  individuals  may 
result  in  a psychological  dependence;  in  these  rare  in- 
stances withdrawal  of  medication  is  recommended.  It 
is  generally  recognized  that  in  pregnant  patients  all 
medications  should  be  used  cautiously,  especially  in 
the  first  trimester. 


INDICATIONS:  (1)  For  mood  elevation  in  depressive 
states;  (2)  for  control  of  appetite  in  overweight. 

USUAL  DOSAGE:  One  'Dexamyl'  Spansule  capsule 
taken  in  the  morning  for  10-  to  12-hour  effect. 


UPPLIED:  'Spansule'  capsules  No.  1 (1  dot  on  cap- 
ule)  and  No.  2 (2  dots  on  capsule),  in  bottles  of  50. 
'rescribing  information  Jan.  1963. 

Imith  Kline  & French  Laboratories 
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In  all  degrees  of  essential  hypertension 


Protect  the  kidneys  and  other  threatened  organs  with 

13  ^4-Y^r-|v]VrSQUIBB  STANDARDIZED  RAUWOLFIA  SERPENTINA  WHOLE  ROOT 
X VdLLLl  dATXl  AND  BENDROFLUMETHIAZIDE  WITH  POTASSIUM  CHLORIDE 


When  treatment  of  hypertension  is  effective,  the  danger 
of  damage  to  the  renal  system  is  reduced. “Hyper- 
tensive patients  suffer  from  vascular  deterioration 
roughly  proportional  to  the  severity  of  the  hypertension. 
...Reduction  of  blood  pressure  to  normotensive  levels 
reduces  or  arrests  the  progress  of  vascular  damage  with 


effective  in  mild,'*  moderate®''*  or  severe  hyperten- 
sion.®' ® It  lowers  blood  pressure  gently  and  gradually. 
And  control  of  hypertension  helps  protect  not  only  the 
kidneys  but  also  the  heart  and  brain  from  vascular 
damage.®  For  full  information,  see  your  Squibb  Prod- 
uct Reference  or  Product  Brief. 


a resultant  decrease  in  morbidity  and  mortality.  Among 
two  comparable  groups  of  patients  with  [nonmalig- 
nant]  hypertension  of  equal  severity,  72  per  cent  of 
those  treated  were  still  living  after  five  years  or  more, 
while  only  24  per  cent  of  those  not  treated  were  alive 
at  the  end  of  this  period.”*  Because  Rautrax-N  lowers 
blood  pressure  so  effectively,  it  will  provide  this  impor- 
tant protection  for  your  hypertensive  patients. 

Rautrax-N  — a combination  of  Raudixin,  Squibb 
Standardized  Rauwolfia  Serpentina  Whole  Root,  and 
the  diuretic,  Naturetin,  Squibb  Bendroflumethiazide— is 


Supply:  R<7Hr/-(/x-Af— capsule-shaped  tablets  providing  50  mg. 
Raudixin,  4 mg.  Naturetin,  and  400  mg.  potassium  chloride. 
Rautrax-N  Modified— capsule-shaped  tablets  providing  50  mg. 
Raudixin,  2 mg.  Naturetin,  and  400  mg.  potassium  chloride. 

References:  (1)  Moyer,  J.  H.,  and  Heider,  C.;  Am.  J.  Cardiol. 
9:920  (June)  1962.  (2)  Brest,  A.  N.,  and  Moyer,  J.  H.;  Penn- 
sylvania M.  J.  6J:545  (Apr.)  1960.  (3)  Hutchison,  J.  C.:  Cur- 
rent Therap.  Res.  4:610  (Dec.)  1962.  (4)  Berry,  R.  L.,  and 
Bray,  H.  P.:  J.  Am.  Geriatrics  Soc.  70:516  (June)  1962.  (5) 
Feldman,  L.  H.:  North  Carolina  M.  J.  25:248  (June)  1962. 

'RAUTRAX'®.  'RAUDIXIN'®  AND  'NATURETIN'®  ARE  SQUIBS  TRADEMARKS. 

Squibb 

Squibb  Quality— the  Priceless  Ingredient 
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Lifts  depression 


^ “I  feel  like  my  old  self  ag^ain!”  Thanks  to 

your  balanced  therapy  with  ‘Deprol’,  her  depression  has  lifted 
and  her  mood  has  brightened  — while  her  anxiety  and  tension  have  been 
calmed.  She  sleeps  better,  eats  better,  and  normal  drive 

and  interest  have  replaced  her  emotional  fatigue.  ^ 


IS  it  calms  anxiety 


Tightens  mood... relaxes  tension 


•gizers  may  stimulate  the  depressed 
nt,  but  they  often  aggravate  anxiety  and 
ania.  Tranquilizers  may  help  the  anxious 
nt,  but  they  often  deepen  depression  and 
ional  fatigue. 

rol’  avoids  these  “seesaw”  effects;  it  re- 
s both  depression  and  anxiety.  Moreover, 
^s  not  cause  liver  damage,  psychotic  reac- 
i or  changes  in  sexual  function. 

uct  Information : ‘Deprol’  is  indicated  for 


depression,  especially  when  accompanied  by 
anxiety,  tension,  agitation,  rumination  or  in- 
somnia. Slight  drowsiness  and,  rarely,  allergic 
reactions,  due  to  meprobamate ; and  occasional 
dizziness  or  feeling  of  depersonalization  in 
higher  dosage,  due  to  benactyzine,  may  occur. 
Meprobamate  may  increase  effects  of  exces- 
sive alcohol.  Use  with  care  in  patients  with 
suicidal  tendencies.  Consider  possibility  of  de- 
pendence, particularly  in  patients  with  history 
of  drug  or  alcohol  addiction.  Withdraw  gradu- 
ally after  prolonged  use  at  high  dosage. 


Energizers 
’elieve  depression 


Tranquilizers 
reduce  anxiety 


1 Dosage;  1 tablet  q.i.d.  May  be 
ased  gradually,  as  needed,  to  3 
ts  q.i.d.;  with  establishment  of 
',  may  be  reduced  gradually  to 
tenance  levels. 


*Deprol*' 

meprobamate  400  mg. 
+ benactyzine  1 mg. 


Ya7. 

WALLACE  LABORATORIES N.J. 


by 

HOSPITAL 
DESIGNING  and 
BUILDING 
COMPANY 


"'’Single  Responsibility' 
cuts  costs  in  half  for 
completely  equipped  hospitals 

COMPARED  WITH  the  estimated 
national  average  of  $20,000  or 
more  per  new  hospital  bed,  Hospital  Designing 
and  Building  Company  offers  a superior  struc- 
ture, complete,  for  approximately  $10,000 
exclusive  of  site. 

The  step-saving  design  of  the  Integral 
Hospital  provides  the  opportunity  for  profitable 
operation.  Staff  efficiency  is  increased;  operat- 
ing costs  reduced;  patient  care  improved. 

Medical  groups,  private  investors  and 
communities  all  find  it  advantageous  to  avail 
themselves  of  our  program  of  multiple  services 
under  single  responsibility.  These  include  site 
analysis  . . . preliminary  planning . . . organizing 
the  investing  group . . . designing . . . financing 


OSPITAL.rr.c  COMPANY 

4140  N.E.  Cully  Blvd.  Portland  18,  Oregon 

Telephone;  284-5082 


FOREST  GROVE  COMMUNITY  HOSPITAL 
Forest  Grove,  Oregon 

This  46-bed  "Integral  Hospital”  provides  func- 
tional efficiency  with  compact  design.  Medical . . . 
surgical  . . . obstetrics  . . . X-ray  . . . laboratory  . . . 
pharmacy  . . . ancillary  services. 

■ ffi  vitarioN 

...  to  attend  a private,  pre-opening  showing  of 
this  fine  hospital  which  is  the  result  of  concerted 
community  effort  coupled  with  the  facilities  of 
Hospital  Designing  and  Building  Company. 
Write  or  phone  for  special  invitation. 


assistance . . . construction . . . and  equipment 
integration. 

Call  on  Hospital  Designing  and  Building 
Company  for  consultation  and  preliminary 
studies  to  solve  the  hospital  shortage  in  your 
area.  No  obligation,  of  course. 


Partial  List  of  Integral  Hospitals 
Now  in  Successful  Operation 

Woodland  Park  Hospital,  10300  N.E.  Hancock,  Portland,  Ore. 
American  River  Hospital,  4747  Engle  Road,  Sacramento,  Calif. 
Campbell  Community  Hospital,  1650  Winchester  Blvd., 

Campbell,  Calif. 

Warrack  Medical  Center  Hospital,  2457  Summerfield  Road, 

Santa  Rosa,  Calif. 

Doctors’  Hospital  of  San  Leandro,  13855  E.  14th  St., 

San  Leandro,  Calif. 

West  Valley  General  Hospital,  300  DeSoto  Drive,  Los  Gatos,  Calif. 
Community  Hospital  of  Los  Angeles,  4081  E,  Olympic  Blvd., 

Los  Angeles,  Calif. 

Katella  Community  Hospital,  7770  Katella  Ave.,  Stanton,  Calif. 
Parkview  Memorial  Hospital,  3865  Jackson,  Riverside,  Calif. 
Woodruff  Community  Hospital,  3800  Woodruff  Avenue, 

Long  Beach,  Calif. 

Baldwin  Hills  Hospital,  5525  W.  Slauson  Blvd.,  Los  Angeles,  Calif. 
Canoga  Park  Hospital,  20800  Sherman  Way,  Canoga  Park,  Calif. 

We  have  been  invited  back  to  handle  expansions  on 
several  of  our  original  projects 
and  have  others  under  design  study. 


Sounds  like 
a case  for 
Protamide, 

Jim...” 


Just  a few  words  from  one  physician  to  another  and  yet  thousands  of 
patients  with  the  pain  of  neuritis  or  herpes  zoster  have  been  helped  to 
fast  relief  and  speedier  recovery  by  this  helpful  suggestion. 

Relief  of  inflammatory  radicular  pain,  including  herpes  zoster,  is  prompt 
when  Protamide  is  administered  early*"'*  in  the  course  of  the  disease. 
More  important,  recovery  usually  follows  in  three  to  six  days,  with 
prompt  response  even  in  ophthalmic  herpes  zoster.^ 

references:  (1)  Baker,  A.  G.:  Penn.  Med.  J.  63:691  (May)  1960.  (2)  Smith,  R.  T.:  New  York 
Med.  (Aug.  20)  1952,  pp.  16-19.  (3)  Smith,  R.  T.:  Med.  Clin.  N.  Amer.  (Mar.)  1957.  (4) 
Lehrer,  H.  W.;  Lehrer,  H.  G.,  and  Lehrer,  D.  R.:  Northw.  Med.  (Nov.)  1955.  (5)  Sforzolini, 
G.  S.:  Arch.  Ophthal.  52:381  (Sept.)  1959. 

—an  exclusive  colloidal  solution  of 
processed  and  denatured  enzyme— 
is  not  foreign  protein  therapy. 

Boxes  of  10  ampuls,  1.3  cc.  each,  for  intramuscular  injection. 


PROTAMID 


mm 


Detroit  11,  Michigan 
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urine 

tests 


as 

basic 


your 

stethoscope 


Ames  products  are  available 
through  your  regular  supplier 


oacetest' 

urine  ketones 

0 clinltest' 

urine  sugar 

Oictotest’ 


urine  bilirubin 


albustix' 

urine  protein 

clinistix’ 


urine  glucose 


hemastix 

hematuria  f hemoglobinuria 

ketostix' 

urine  ketones 

phenistix' 

urine  bhenslketones 
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when  diminished  pedal  pulse  suggests 
PERIPHERAL  VASCULAR  DISEASE 


w/A^(o)rD)nruA\Rn 


ISOXSUPRINE  HCI 

for  effective  relief  of  pain,  cramping,  numbness,  and  cold 


© 


In  the  clinical  management  of  peripheral  vascular  disease,  VasodIlan  (Isoxsuprine  HCI) 
acts  directly  on  the  arterial  wall  to  increase  deep  peripheral  circulation.^-'*  It  is  well  toler- 
ated and  effective  at  recommended  oral  doses, essentially  — 


• without  adverse  effects  on  coronary  flow^-^  • without  ganglionic  blocking^ 

• without  increase  in  gastric  acidity^  • loithout  appreciable  incidence  of 
hypotension  or  tachycardia^-^  • without  development  of  tolerance'’ 


Dosage  and  admhiistration : Oral— 10  to  20  mg.  (1  to  2 tablets)  t.i.d.  or  q.i.d. ; I.M.— 5 to  10  mg.  b.i.d.  or  t.i.d.  Coyitraindications : 
There  are  no  known  contraindications  to  oral  administration  of  VasodIlan  (Isoxsuprine  HCI)  in  recommended  doses.  Cautions:  Do 
not  give  immediately  postpartum  or  in  the  presence  of  arterial  bleeding.  Parenteral  administration  not  recommended  in  the  pres- 
ence of  hypotension  or  tachycardia.  Avoid  intramuscular  doses  above  10  mg.  Side  effects:  Occasional  palpitation  and  dizziness  usu- 
ally controllable  by  dosage  reduction.  Brief  hypotension  or  tachycardia  may  occur  with  intramuscular  doses  of  10  mg.  or  more. 

For  complete  details  on  indications,  dosage,  administration,  and  clinical  background,  see  the  brochure  of  this  product  available 
on  request  from  Mead  Johnson  Laboratories,  Evansville  21,  Indiana. 

References : (1)  Clarkson,  I.  S.,  and  Le  Pere,  D.  M. ; Angiology  11:190-192  (June)  1960.  (2)  Kaindl,  F. ; Samuels,  S.  S. ; Selman,  D., 
and  Shaftel.  H. : Angiology  1^:185-192  (Aug.)  1959.  (3)  Kaindl,  F. ; Parian,  J.,  and  Polsterer,  P.:  Wien.  klin.  Wchnschr,  C^:186-191 
(March  16)  1956.  (4)  Samuels,  S.  S.,  and  Shaftel,  H.  E. : J.A.M.A.  171:142-145  (Sept.  12)  1959.  (6)  Billiottet,  J.,  and  Ferrand,  J.; 
Semaine  med.  54  : 635-637  (May  20)  1958.  f©i963  mead  johnson  a company,  evansville  21,  indjana  09353 


Mead  Johnson 
Laboratories 


Symbol  of  service  in  medicine 


1 


Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 

No  in  vitro  test  can  duplicate  a clinical  situation  on  living  skin.  ‘Neosporin’  (polymyxin  B 
-bacitracin- neomycin)  Antibiotic  Ointment  has  consistently  proven  its  effective- 
ness in  thousands  of  cases  of  bacterial  skin  infection.  The  spectra  of  the  three  anti- 
biotics overlap  in  such  a vjay  as  to  provide  bactericidal  action  against  most  pathogenic 
bacteria  likely  to  be  found  topically.  Diffusion  of  the  antibiotics  from  the  special 
petrolatum  base  is  rapid  since  they  are  insoluble  in  the  petrolatum,  but  readily  soluble 
in  tissue  fluids.  The  Ointment  is  bland  and  rarely  sensitizes. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  non- 
susceptible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken  if  this  occurs. 
Supplied:  Tubes  of  1 oz.,  V2  oz.  with  applicator  tip,  and  Vs  oz.  with  ophthalmic  tip. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


‘NEOSPORIN' 


brand 


POLYMYXIN  B-BACITRACIN-NEOMYCIN 

ANTIBIOTIC  OINTMENT 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 
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Last  night,  patients  all  over  America 
had  a good  night’s  sleep  with  Dorideh 

(glutethimide  CIBA) 


From  vast  clinical  experience,  two  facts  about 
Doriden  (glutetliiinide)  have  emerged:  (1) 
It  gives  almost  all  patients  a good  night’s 
sleep;  (2)  it  can  be  prescribed  with  a high 
degree  of  safety  for  almost  all  patients. 

Note  these  specific  advantages  over  the  bar- 
biturates: rarely  causes  pre-excitation;  onset 
of  action  is  rapid,  smooth;  metabolized 
quickly,  rarely  produces  morning  “hang- 
over”; not  contraindicated  in  the  presence  of 
liver  and  kidney  disorders;  well  tolerated  by 
elderly  and  chronically  ill  patients;  rarely 
causes  respiratory  depression. 

Average  Dosage:  0.5  Gm.  at  bedtime.  Total 
daily  dosage  over  1 Gm.  is  not  recommended 
for  continuing  therapy. 

2/3101MB 


Caution:  Careful  supervision  of  dosage  is 
advised,  especially  for  patients  with  a known 
propensity  for  taking  excessive  quantities  of 
drugs.  Excessive  and  prolonged  use  of  Doriden 
(glutethimide)  in  susceptible  persons,  for  ex- 
ample alcoholics,  former  addicts,  and  other 
severe  psychoneurotics,  has  sometimes  re- 
sulted in  dependence  and  withdrawal  reac- 
tions. In  those  cases,  dosage  should  be  reduced 
gradually  to  lessen  the  likelihood  of  with- 
drawal reactions  such  as  nausea,  abdominal 
discomfort,  tremors,  or  convulsions. 

Side  Effects:  Occasional  reversible  skin  rash 
and  nausea. 

Supplied : Tablets,  0.5  Gm.,  0.25  Gm.,  and 
0.125  Gm.  Capsules,  0.5  Gm.  C I fj  A 

Summit,  N.  J. 
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BIRTCHER  MEDICAL  ELECTRONICS 

Serving  The  Great  Northwest 

Factory  trained  representatives  to  bring  you  direct  counsel  and  service 


TOM  FITZGERALD 

DICK  SWAINSON 

EDWARD  AAMODT 

EDWARD  EIK 

SWAN  OLSON 

Territory  Manager 

Portland 

Asst.  Territory  Mgr. 

Billings 

Spokane 

Portland 

CA  7-0506 

Seattle 

AL  2-6567 

Rl  7-2251 

CA  7-0506 

SU  4-2314 

AL  2-8889 

FREE  96-PAGE  BOOK  — JUST  PUBLISHED 
THE  LATEST  ON  CLINICAL  ULTRASONICS 

We  have  a supply  of  the  just-published  “Proceedings”  of  the 
last  meeting  of  the  American  Institute  of  Ultrasonics  in 
Medicine.  We  will  be  happy  to  send  you  a copy  ...  no  obli- 
gation, of  course.  Write  or  call. 


THE  BIRTCHER  CORPORATION  • 4371  Valley  Blvd.,  Los  Angeles,  Calif.  • 10711  N.E.  Weidler  St.,  Suite  208,  Portland,  Ore.,  AL  2-8889 


HOKMINGSIDE 

HOSPITAL 

Comprehensive  treatment  of  psychiatric  conditions 

• Intensive,  individualized  programs 

• All  treatment  modalities  available 

• Occupational  and  recreational  therapy 

• Long  or  short  term  care 

• All  ages  . . . School  on  premises 

Psychoses  . . . Organic  Syndromes  . . . Mental  Retardation 

ALLAN  G.  ROBERTS.  M.D.,  HENRY  COE, 

Medical  Director  Administrator 

10008  S.  E.  Stark  Street  Portland  16.  Oregon 
Inquiries  invited  Phone:  ALpine  2-5571 

Largest  private  psychiatric  hospital  on  the  west  coast.  Est.  1893 


Neuroses 
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Formerly  nervous  and  tense,  now 
better  able  to . . . 


This,  in  essence,  is  what  happens  when  you 
place  a patient  on  Librium  (chlordiazepox- 
ide  HCl).  Since  this  agent  generally  relieves 
anxiety  and  tension  without  dulling  mental 
clarity  or  inducing  drowsiness,  most  pa- 
tients become  better  able  to  function  nor- 
mally, take  an  active  interest  in  family  and 
surroundings,  meet  and  solve  daily  prob- 
lems. This  antianxiety  agent  is  virtually 
free  from  extrapyramidal  side  effects,  and 
does  not  produce  or  deepen  depression. 


DOSAGE:  Oral  — Usual  adult  dose  in  mild  to  moderate 
anxiety  and  tension  is  5 or  10  mg,  3 or  4 times  daily; 
in  severe  anxiety  and  tension,  20  or  25  mg,  3 or  4 
times  daily.  Parenteral —To  control  acute  conditions, 
the  usual  initial  adult  dose  is  50  to  100  mg  I.M.  or 
I.V.;  not  more  than  300  mg  should  be  given  during  a 
6-hour  period.  □ SIDE  EFFECTS:  Oral  — Dro\wsiness 
and  ataxia,  usually  dose-related,  have  been  reported 
in  some  patients  - particularly  the  elderly  and  debili- 
tated. Paradoxical  reactions,  i.e.,  excitement,  stimu- 
lation, elevation  of  affect  and  acute  rage,  have  been 
reported  in  psychiatric  patients;  these  reactions  may 
be  secondary  to  relief  of  anxiety  and  should  be 
watched  for  in  the  early  stages  of  therapy.  Other  infre- 
quent dose-related  side  effects  have  included  isolated 
instances  of  minor  skin  rashes,  minor  menstrual  ir- 
regularities, nausea,  constipation,  increased  and  de- 
creased libido.  Parenteral  — Following  parenteral  ad- 
ministration some  patients  may  become  drowsy  or 
unsteady.  The  injectable  form  has  occasionally  pro- 
duced mild,  transitory  fluctuations  of  blood  pressure. 
□ PRECAUTIONS:  Oral -In  elderly,  debilitated  pa- 
tients, limit  dosage  to  smallest  effective  amount  to 
preclude  development  of  ataxia  or  oversedation  (not 
more  than  10  mg  per  day  initially,  to  be  increased 
gradually  as  needed  and  tolerated).  Until  the  correct 
maintenance  dosage  is  established,  patients  receiv- 
ing this  agent  should  be  advised  against  possibly 
hazardous  procedures  requiring  complete  mental 
alertness  or  physical  coordination.  Although  this 
agent  is  a valuable  aid  in  acute  and  chronic  alcohol- 
ism, caution  patients  about  possible  combined  effects 
with  alcohol.  Caution  should  be  exercised  in  admin- 
istering it  to  addiction-prone  individuals.  Careful  con- 
sideration should  be  given  to  the  pharmacology  of  any 
agents  to  be  employed  with  Librium  (chlordiazepoxide 
HCl)  — particularly  the  MAO  inhibitors  and  phenothia- 
zines.  Observe  usual  precautions  in  impaired  renal 
or  hepatic  function.  Periodic  blood  counts  and  liver 
function  tests  may  be  advisable  in  protracted  treat- 
ment. Parenteral  — Parenteral  administration  is  indi- 
cated primarily  in  acute  states,  and  patients  receiving 
this  form  of  therapy  should  be  kept  under  observa- 
tion, preferably  in  bed,  for  a period  of  up  to  three 
hours.  Ambulatory  patients  should  not  be  permitted 
to  operate  a vehicle  following  injection.  The  usual 
precautions  of  reduced  dosage  should  be  observed 
when  treating  patients  with  impaired  renal  or  hepatic 
function.  The  injectable  form  should  not  be  given  to 
patients  in  shock  or  comatose  states.  Reduced  dos- 
age (usually  25  to  50  mg)  should  be  used  for  elderly 
or  debilitated  patients,  and  for  children. 


Anxiety  and  tension  relieved 
Alertness  maintained 


Librium' 


(chlordiazepoxide  HCl) 


enjoy  her 


the  successor 
to  the  tranquilizer*" 


CpocBEJj 


vacancy 

“The  direct  cost  for  caring  for  the  mentally  ill  is 
$1.7  billion  a year.  Workers  icho  become  mentally  ill 
lose  over  half  a billion  dollars  in  eamings  each  year. 

Staff  in  one  mental  hospital  recently  tried  an 
experiment  with  65  patients  who  had  been  confined 
for  an  average  of  13  years.  They  practiced  the  best 
treatment  methods  noiv  knoivn  and,  within  six 
months  to  a year,  37  of  these  patients  were  well 
enough  to  be  discharged.  Only  eight  of  the 
discharged  patients  failed  to  hold  the  gains  they  had 
made  for  at  least  a year  after  they  left  the  hospital.”* 

This  message  is  brought  to  you  on  behalf 


Hope  now,  where  there  was  no  hope.  Drugs  which 
help  now,  where  there  were  no  known  drugs  which 
helped  — even  five  years  ago.  Independent  drug 
research  is  continuing  in  this  vital  area.  But,  should 
it  be  discontinued  because  the  cost  must  somehow  be 
reflected  in  the  ultimate  price  of  the  new  drug  — 
if  it  is  to  be  discovered?  Or  should  the  sign  read, 
as  it  has  throughout  time  in  overcrowded 
mental  institutions : “NO  vacancies.” 

*U.S.  Department  of  Health,  Education  and  Welfare, 

Public  Health  Service  Publication  No.  813. 

of  the  producers  of  prescription  products. 


PHARMACEUTICAL  MANUFACTURERS  ASSOCIATION  • 1411  K STREET,  N.W.  • WASHINGTON,  D.C. 


in  treating  topical  infections,  no  need  to  sensitize  the  patient 


USE  ‘POLYSPORIN’.:^ 

POLYMYXIN  B-BACITRACIN 

ANTIBIOTIC  OINTMENT 

broad-spectrum  antibiotic 
therapy  with  minimum  risk 
of  sensitization 

Caution:  As  with  other  antibiotic  products,  prolonged  use  may  result  in  overgrowth  of 
nonsusceptibie  organisms,  including  fungi.  Appropriate  measures  should  be  taken  if 
this  occurs.  Supplied:  in  V2  oz.  and  1 oz.  tubes. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,Tuckahoe,  N.Y. 


MEDICAL  TREATMENT  FOR  ALCOHOLISM 


A member  of  the  American  Hospital  Association  and  ap- 
proved by  the  American  Medical  Association.  Devoted 
exclusively  to  providing  medical  and  psychiatric  care  for 
alcoholics  and  medical  research  in  the  field  of  alcoholism. 


7106  35th  AVE.,  S.W.  • SEATTLE  6,  WASHINGTON  • WEst  2-7232 
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IN  DIARRHEAS 


Patient:  W.  0. 


Age:  45 


Sex:  F 


Weight  96 


Diagnosis:  Functional  diarrhea 


Results:  Definite 


Side  Effects:  None 


Comment:  Patient  has  been  on  R-1132  (Lomotil)  for  fifteen  months 
with  definite  improvement. 


CHRONIC 


I I®  AI^TIDIARRHEAL 

LwIVI w I I 1-tablets/liquid 


brand  of  Diphenoxylate  Hydrochloride  with  Atropine  Sulfate 


I'* 

^ Lomotil  directly  controls  the  mecha- 
nism  of  diarrhea.  Therefore,  it  acts  to 
give  symptomatic  rehef  in  all  diarrheas. 

/ Lomotil  promptly  arrests  acute  diar- 
! rhea  and  controls  chronic  or  refractory 
diarrhea  with  a high  degree  of  safety. 

Pharmacologic  considerations  indi- 
cate that  Lomotil  acts  on  the  smooth 
muscle  of  the  intestines  and  thus  lowers 
: the  excessive  propulsive  motihty  respon- 

sible for  increased  fluidity  and  frequency 
of  stools.  This  localized  action  makes 
Lomotil  unusually  free  of  secondary 
effects. 

By  reducing  excess  propulsive  motil- 
ity, Lomotil  assures  safe,  selective  symp- 
tomatic control  of  virtually  all  diarrheas. 


maintenance  dosage  may  be  as  low  as 
two  tablets  daily. 

Lomotil  is  supplied  as  unscored,  un- 
coated white  tablets  of  2.5  mg.  and  as 
liquid  containing  2.5  mg.  in  each  5 cc. 
A subtherapeutic  amount  of  atropine  sul- 
fate (0.025  mg.)  is  added  to  each  tablet 
and  each  5 cc.  of  the  hquid  to  discour- 
age deliberate  overdosage.  Recom- 
mended dosage  schedules  should  not  be 
exceeded. 

Note:  Lomotil  is  an  exempt  preparation 
under  Federal  narcotic  statutes. 

Detailed  information  and  directions 
for  use  in  children  and  adults  are  avail- 
able in  Physicians’  Product  Brochure  No. 
81.  G.  D.  Searle  & Co.,  P.  O.  Box  5110, 
Chicago  80,  Dlinois. 


Dosage:  For  adults  the  recommended 
initial  dosage  is  two  tablets  (2.5  mg. 
each)  three  or  four  times  daily.  Lomotil 


e.D.  SEARLE  & CO. 

Research  in  the  Service  of  Medicine 
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EDITORIAL 


Government  Control  of  Drug  Firms 


Although  not  nationalized  or  socialized  in  the 
ordinary  sense,  the  pharmaceutical  industry  has 
been  captured  by  goveimment.  Management, 
still  nominally  in  position  of  responsibility,  is 
less  responsible  to  ownership  than  to  regulatory 
bureaus.  Severe  restrictions  have  now  been 
placed  around  research  and  development  of  new 
products  and  promotion  is  under  control  through 
new  rules  for  advertising. 

The  pharmaceutical  manufacturer  now  finds 
his  performance  determined  by  a set  of  regu- 
lations rather  than  by  a wholesome  sense  of 
responsibility  to  the  public,  to  the  medical  pro- 
fession, or  to  his  own  conscience.  This  may  be 
pleasing  to  those  who  believe  that  changes  must 
be  made  in  the  name  of  social  progress— that  the 
only  way  to  provide  modern  benefits  to  everyone 
is  to  transfer  all  responsibility  to  government. 

Before  clinical  investigation  of  a new 
drug  may  be  initiated,  a comprehensive  state- 
ment must  be  filed  with  the  Food  and  Drug 
Administration.  The  descriptive  name  of  the 
drug  must  be  given  as  well  as  its  chemical  name 
and  structure.  Method  of  administration  must 
be  given.  If  a compound,  the  composition  must 
be  given  and  any  new  components  included 
must  be  described  in  detail,  including  source 
and  method  of  preparation.  There  must  be  a 
statement  of  methods  of  manufacture,  facilities 
and  controls  used,  and  description  of  processing 
and  packaging. 

.Also  with  the  apj^lication  must  go  “adequate” 
information  about  preclinical  work  with  the 
drug,  studies  utilizing  laboratory  animals  or 
other  work  indicating  safety  of  the  new  product. 
This  must  be  authenticated  by  identification  of 
individuals  who  evaluated  the  preclinical  in- 
vestigation and  their  qualifications  for  assuming 
such  responsibility.  The  manufacturer  must  list 
the  places  at  which  these  investigations  were 
made  and  must  report  the  place  at  which  the 
records  are  available  for  inspection.  If  the  FDA 
deems  further  information  necessary,  clinical 
trials  may  be  ordered  withheld  until  complete 
preclinical  data  have  been  provided  and  have 
been  evaluated  by  the  governmental  bureau. 

Five  copies  of  the  information  provided  to 
investigators  must  go  with  the  application.  This 
material  must  include  hazards,  contraindications, 
side  effects  and  precautions. 

The  manufacturer  must  provide  a statement  of 
the  qualifications  he  considers  necessary  for  those 
to  investigate  this  particular  drug  and  must 


show  that  chosen  investigators  meet  them.  He 
must  list  the  name  of  each  investigator,  his 
training  and  experience  and  the  reasons  he  is 
considered  to  be  able  to  undertake  the  project. 

An  outline  of  all  phases  of  investigation  must 
be  submitted,  including  the  time  to  be  devoted, 
the  number  of  subjects  to  be  utilized,  their  age 
groups,  sex,  physical  status  and  other  data. 

Periodic  progress  reports  must  be  made.  The 
FDA  may  stop  the  investigation  at  any  time  if 
reports  indicate  difficulties  with  a drug.  Work 
of  an  investigator  may  be  cancelled,  even  when 
already  under  way,  if  the  FDA  considers  the 
investigator  not  expert  enough. 

Files  of  the  investigator  are  subject  to  in- 
spection by  FDA  representatives  at  any  time. 
Investigator  and  manufacturer  must  account  for 
all  distribution  of  the  material  being  investi- 
gated and  these  records  must  be  in  detail.  Ad- 
verse side  effects  must  be  reported  within  a 
specified  short  joeriod  and  can  be  the  basis  for 
an  order  stopping  the  work. 

This  has  been  merely  an  outline  of  some  of 
the  obstacles  presented  to  the  pharmaceutical 
manufacturers  by  the  new  regulations.  There 
are  more.  It  has  been  estimated  that  they  will 
at  least  double  the  cost  of  developing  a drug  to 
the  point  of  introduction  to  the  market.  This 
added  cost  will  be  passed  to  the  consumer. 

Adding  dollar  cost  is,  however,  not  the  most 
serious  effect.  It  is  obvious  that  progress  in 
development  of  new  and  improved  drugs  has 
been  slowed  materially.  It  is  also  quite  obvious 
that  few  new  substances  offering  great  potency 
will  get  the  benefit  of  adequate  investigation 
if  there  is  even  a slight  chance  that  there  may 
be  risk  of  important  side  effects  linked  to  its 
potency.  No  sensible  director  of  a pharmaceutical 
firm  will  gamble  a million  dollars  on  an  unknown 
substance  when  bureaucratic  edict  can  stop  his 
work  at  any  stage.  Who,  under  these  circum- 
stances, would  risk  time  and  money  to  develop 
a life  saving,  but  sometimes  toxic,  drug  such  as 
kanamycin? 

All  of  this,  and  the  multitude  of  frustrating 
details  not  mentioned  here,  may  be  a part  of 
growing  into  the  new  social  order,  where  in- 
dustry and  government  are  supposed  to  co- 
operate. It  may  offer  some  benefit  but  certainly 
not  without  extracting  a price.  It  cannot  be 
denied,  however,  that  government  has  captured 
the  pharmaceutical  industry. 

What  industry  or  profession  is  next? 
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NEPHROTIC  SYNDROME 

a classic  example  of  the  elTectiveiiess  of 

HALDRONE® 

(paramethasone  acetate,  Lilly) 


I’aticiil  Mas  ailinittcd  willi  iieplirotic  syndrome,  evidenced  l>y  ascites,  peripheral 
edema,  proteinuria,  hypoproteinemia,  and  hypercholesteremia.  Treatment  with 
llaldrone,  4 mg.  e\  ery  six  hours.  M as  begun  on  May  28.  1962,  and  se>  en  days  later 
the  dosage  Mas  increased  to  6 mg.  every  six  hours.  A brisk  diuresis  occurred  on 
.lime  17.  The  amount  of  llaldrone  Mas  then  reduced  to  2 mg.  every  six  hours.  On 
juiie  27,  the  patient  reached  a dry  M cight  of  ninety-seven  pounds  (a  forty-six-pound 
loss  since  the  heginning  of  treatment),  and  he  Mas  discharged  as  satisfactory  on 
July  4,  1962.  lie  has  sinn*  been  maintained  in  remission  on  2 mg.  llaldrone  t.i.d. 

In  summary:  Haldrone  is  a corticosteroid  useful  in  collagen  diseases,  allergic  diseases,  certain  dermatological  dis- 
orders, certain  hematological  diseases,  and  other  steroid-responsive  conditions.  Side-effects  reported  have  included 
rounding  of  the  face,  ecchymosis,  insomnia,  weight  gain,  hypertrichosis,  thinning  of  the  skin,  peptic  ulcer,  occurrence 
of  infections,  and  increased  appetite.  This  steroid  should  not  be  used  in  patients  with  active  or  suspected  tubercu- 
losis, active  peptic  ulcer,  psychosis,  or  herpes  simplex  of  the  eye.  Dosage  should  be  based  carefully  on  such  factors 
as  the  severity,  prognosis,  and  duration  of  a given  illness. 

Supplied  in  1-mg.  (Yellow)  and  2-mg.  (Orange)  scored  tablets,  in  bottles  of  30,  100,  and  500. 

Additional  information  available  upon  request.  Eli  Lilly  and  Company,  Indianapolis  6,  Indiana.  a.ooae 


340 

Northwest  Medicine,  May  1963 


ORIGINAL  ARTICLE 


Aftercare  Program  for  Discharged  Mental  Patmits 

WILLIAM  R.  CONTE,  M.D.  Olympia,  Washington,  WILLARD  B.  R E W,  M.D. 

Yakima,  Washington,  ESSEY  WOLFROM,  ACSW  Fort  Steilacoom,  Washington 


Recent  developments  in  the  Washington  State 
psychiatric  hospitals  provide  a fertile  field  for 
application  of  the  new  policy  of  the  American 
Medical  Association. 

The  AMA,  with  renewed  interest  in  mental 
health,  now  has  a policy  and  program  to  support 
it.  This  development  is  the  result  of  a demonstra- 
ble need  for  additional  psychiatric  services,  the 
obvious  shortage  of  mental  health  personnel,  and 
the  growing  desire  of  the  American  Medical 
Association  to  cooperate  with  other  agencies 
and  services  bringing  help  to  the  mentally  ill. 


meeting  the  basic  needs  of  a good  state  hospital 
program. 

These  monies  have  made  possible  the  acquisi- 
tion of  much  needed,  high  level,  professional 
staffs  with  the  result  that  the  programs  which 
have  been  developed  are  of  high  quality  and  are 
accredited  by  the  Joint  Commission  on  Accredit- 
ation.’ One  practical  result  is  that  the  patient 
population  in  the  hospitals  has  diminished  ap- 
preciably as  a result  of  300  discharges  every 
month. 

problems  remain 


concepts 

Basic  concepts  of  the  new  policy  are  the  out- 
growth of  the  planning  conference  held  in 
Chicago  in  September,  1961,  and  the  First 
National  Congress  on  Mental  Health  sponsored 
by  the  American  Medical  Association  which 
took  place  in  Chicago  in  October,  1962.  Briefly 
stated,  the  program  is  broad  and  covers  psychi- 
atric services,  training  and  research  in  the  whole 
mental  health  field.  Emphasis  is  placed  on 
necessity  for  the  medical  profession  to  support 
both  state  and  private  psychiatric  services  and 
to  become  cooperatively  involved  in  the  several 
highly  specialized  aspects  of  the  practice  of 
psychiatry  as  they  reflect  individual  patient 
needs. 

Coincident  with  the  awakening  of  interests 
on  the  part  of  the  medical  profession,  the  public 
has  become  concerned  over  state  psychiatrie 
hospital  programs.  In  Washington,  for  example, 
the  last  several  sessions  of  the  legislature  have 
produced  appropriations  which  come  close  to 


In  an  earlier  paper  we  reported  on  the  rela- 
tionship between  the  state  hospitals  and  the 
medical  profession  with  special  emphasis  on 
the  matter  of  referrals,  medical  supervision  in 
follow-up,  and  support  of  the  program  by  the 
state  medical  society. “ The  problems  in  aftercare 
of  the  discharged  patient  have,  nonetheless,  re- 
mained pressing.  Most  importantly,  there  is  the 
magnitude  of  the  problem  of  finding  medical 
supervisors  for  300  patients  each  month.  Then 
too,  many  of  the  needs  of  the  patient  go  beyond 
the  realm  of  medical  responsibility.  These  are 
such  things  as  nursing  care  needs,  vocational 
rehabilitation  and  training  programs,  guidance 
and  counseling  efforts,  and  assistance  with 
special  problems  at  home,  at  school  and  in  the 
church.  While  services  to  meet  these  needs  have 
been  in  evidence  for  a long  time,  there  has  not 
been  coordinated  effort  through  which  they 
might  be  brought  to  bear  on  our  problem. 

the  plan 


Dr.  Conte  is  Supervisor,  Division  of  Mental  Health, 
Washington  State  Department  of  Institutions.  Dr.  Rew 
is  Past-President,  Washington  State  Medical  Association 
and  member  of  the  Division-Community  Council.  Miss 
Wolfrom  is  Chief  of  Psychiatric  Social  Work  at  the  Men- 
tal Health  Research  Institute  and  Coordinator  of  the 
Hospital-Community  Council  program. 


In  collaboration  with  leaders  in  both  medical 
and  nonmedical  fields,  the  Division  of  Mental 
Health,  Department  of  Institutions,  has  estab- 
lished a series  of  Hospital-Community  Councils 
to  serve  the  needs  of  patients  discharged  from 
each  of  the  three  state  hospitals. 


341 

Northwest  Medicine,  May  1963 


The  purpose  of  these  councils  is  to  facilitate 
a coordinated  aftercare  program  for  the  dis- 
charged patient.  Representation  on  the  councils 
comes  from  the  many  service  groups  which 
might  be  called  upon  to  assist  the  discharged 
patient.  Some  of  these  are  as  follows:  State 
Medical  Association,  Committee  of  Psychiatrists 
for  Community  Action,  Superior  Court  Judges’ 
.\ssociation.  State  Mental  Health  Association, 
Law  Enforcement,  Council  of  Churches,  State 
Recreation  Society,  State  Nursing  Home  Associ- 
ation, and  the  following  State  Departments: 
Health,  Public  Assistance,  Employment  Securitv’, 
Division  of  Vocational  Rehabilitation,  Labor  and 
Industries,  State  Parks  and  Recreation. 

Aftercare  may  be  defined  as  an\’  service  which 
promotes  the  adjustment  of  the  discharged 
patient  as  he  starts  life  anew  in  his  communitv’. 
In  several  states  it  has  been  shown  quite  con- 
clusiv'ely  that,  where  aftercare  programs  are 
utilized,  readmission  rates  can  be  reduced  to  as 
much  as  10  per  cent  of  all  discharged  patients. “ 
Providing  services  to  maintain  the  ex-patient  in 
his  communitv’  is  both  humanitarian  and  practi- 
cal, and  usually  costs  only  about  one-tenth  of  the 
hospitals’  per  diem  rate.  This,  of  course,  does 
not  take  into  account  savings  to  the  state 
through  change  from  dependency  of  illness 
to  independence  due  to  adjustment  of  the  e.x- 
patient  who  is  employed  and  continues  to  be 
economically  self-sufficient.  It  also  does  not  con- 
sider the  gains  in  human  dignitv-  for  the  individ- 
ual who  is  able  to  maintain  himself  as  a self- 
supporting,  ta.xpaying  citizen  of  his  state. 

variable  needs 

Aftercare  programs  vary  from  state  to  state 
and  there  seems  to  be  no  one  program  or  any 
one  solution  which  would  meet  the  needs  of 
every^  state.  Two  findings  in  a large  five-state 
study,  involving  Colorado,  Kentucky,  Michigan, 
Pennsylvania  and  \hrginia,  made  in  1959  are  as 
follows: 

1.  Procedures  must  be  adapted  to  the  indi- 
vidual state  or  hospital  situation.  In  other  words, 
programs  cannot  be  standardized  for  all  states, 
but  must  be  tailored  to  fit. 

2.  Aftercare  programs  must  be  integrated  with 
the  communitv’  and  the  communitv’  resources. “ 
Currently  many  states  throughout  the  countiy 
are  experimenting  with  ways  to  provide  new 
aftercare  programs  or  to  improve  already  existing 
services.* 


Rationale  for  dev'elopment  of  an  aftercare 
program  in  5\’ashington  is  increasingly  clear  from 
a 5\’ashington  surv'ey  in  vviiich  it  was  showm 
that,  of  126  state  hospital  patients  discharged, 
23.8  per  cent  could  have  benefited  from  services 
of  the  clergyman,  39.6  per  cent  from  the  services 
of  the  public  health  nurse,  and  21.4  per  cent 
from  education  at  vocational  rehabilitation  and 
training  centers. 

In  its  present  program  the  Division  of  Mental 
Health  has  embarked  upon  a two-year  demon- 
stration project  to  work  with  communities  in 
the  implementation  of  a sound  solution  to  the 
needs  of  patients  from  all  of  the  three  state 
psychiatric  hospitals.  M’ith  the  help  of  a grant 
from  Smith,  Kline  and  Erench  Laboratories,  four 
councils  are  established:  One  for  the  Division  as 
a whole  and  one  for  each  of  the  three  hospitals. 
The  project  started  in  May,  1962,  and  will  con- 
tinue at  least  until  May  of  1964.  This  paper  is 
something  of  a progress  report  of  the  early 
months  of  operation  of  the  project. 

goals 

The  Division-Communitv'  Council  concerns 
itself  with  problems  on  a statewide  basis  while 
each  of  the  Hospital-Community'  Councils  con- 
cerns itself  with  problems  within  the  geographi- 
cal area  serv'ed  by  the  hospital.  The  specific 
goals  of  the  councils  are: 

1.  To  study  and  ev’aluate  the  hospital-commun- 
ity needs  of  patients  and  their  families  before 
admission,  during  treatment  and  during  rehabili- 
tation; 

2.  To  make  recommendations  for  meeting 
these  needs; 

3.  To  plan,  advise  and  implement  methods 
for  improv  ing  statewide  coordination  of  services. 

In  selecting  the  membership  for  the  councils, 
an  attempt  was  made  to  gain  participation  from 
all  segments  of  community’  services.  In  no  wav' 
does  the  Division’s  interest  in  the  dev’elopment 
of  the  Hospital-Communitv’  Councils  imply  that 
serv  ices  at  the  communitv'  level  hav’e  not  existed. 
Rather,  it  is  to  provide  a method  of  increasing 
communications  among  those  already  serving 
the  psychiatrically  ill  and  recovered,  to  recognize 
new  needs  and  dev'elop  services  which  could 
be  expanded.  It  is  hoped  that  this  will  aid  in 
continuing  the  “de-isolation”  of  the  traditionally- 
isolated  state  hospitals  and  to  assist  the  hos- 
pitals to  come  into  the  society-  of  other  com- 
munity' services  with  a goal  of  reducing  rates  of 
readmission,  prov-iding  more  meaningful  services 
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after  hospitalization  and  enriching  services 
available  to  families  and  patients  before  and 
during  hospitalization. 

Incorporated  in  the  planning  is  an  evaluation 
at  the  end  of  the  two  years.  The  state  coordinator 
of  the  Division-Community  Council  will  be  re- 
sponsible for  directing  this  evaluation  of  the 
project  and  its  effectiveness.  It  is  anticipated 
that  the  evaluation  will  be  largely  a descriptive 
and  subjective  one  involving  the  participation 
of  the  council  members,  hospital  staffs  and 
other  appropriate  community  agencies  and  prac- 
titioners. 

anticipated  gains 

It  is  understood  that,  with  overwhelming 
needs,  the  small  Hospital-Community  Council 
cannot  hope  to  find  a solution  to  the  problem, 
but  it  is  anticipated  that  this  effort  will  point 
to  the  following  potential  results: 

1)  Improved  communication  between  the  hos- 
pitals, the  medical  profession,  and  the  several 
professional  groups  involved  in  aftercare  services. 
2)  Reasonable  cooperation  between  community 
services  which  may  lead  to  increased  efficiency 
in  the  utilization  of  community  services.  3)  More 
clearly  defined  medical  leadership  in  the  co- 
ordination of  services  to  the  psychiatrically  ill. 

summary 

Recent  developments  in  Washington  State 
psychiatric  hospitals  provide  a fertile  field  for 
application  of  the  new  policy  of  the  American 
Medical  Association.  The  AMA  policy  empha- 
sizes the  obligation  of  the  medical  profession 
to  support  both  state  and  private  psychiatric 
services  and  to  become  cooperatively  involved 
in  the  several  highly  specialized  aspects  of  the 
practice  of  psychiatry  as  they  reflect  individual 
needs. 

In  collaboration  with  leaders  in  both  the 
medical  and  nonmedical  fields,  the  Division  of 


Mental  Health,  Department  of  Institutions,  has 
established  a series  of  hospital-community  coun- 
cils to  serve  the  needs  of  the  patients  discharged 
from  each  of  the  three  hospitals.  One  council 
is  a state  level  planning  committee.  The  other 
councils  relate  the  individual  hospital  to  its 
community,  i.e.,  to  its  area  of  referral.  The 
purpose  of  the  council  is  to  facilitate  a coordinat- 
ed aftercare  program  for  discharged  patients. 
Representation  on  the  councils  comes  from  the 
Medical  Association,  the  Judges’  Association, 
the  Bar  Association,  and  many  nursing,  social 
work,  and  health  organizations  and  facilities. 

This  new  effort  is  a two-year  demonstration 
program  supported  by  help  from  Smith,  Kline 
and  French  Laboratories.  The  specific  goals  of 
the  hospital-community  councils  are: 

1.  To  study  and  evaluate  the  hospital-com- 
munity needs  of  patients  and  their  families 
before  admission,  during  treatment  and  during 
rehabilitation. 

2.  To  make  recommendations  for  meeting 
these  needs. 

3.  To  plan,  advise  and  implement  methods 
for  improving  statewide  coordination  of  services. 

It  is  anticipated  that  this  new  effort  will 
provide  improved  communication  between  the 
hospitals,  the  medical  professions,  and  several 
professional  groups  involved  in  aftercare  serv- 
ices. ■ 

P.  O.  Box  867  (Dr.  Conte) 
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Use  of  Steel  Wire  Sutures  for  Closure  of  Abdominal 

Wounds 

ROBERT  S.  SMITH.M.D.  / GLENN  E.  TALBOY,  M.D.  Boise,  Idaho 


Experience  with  a variety  of  celiotomy  tech- 
niques has  provided  a basis  for  presently  favoring 
broad  base  fascial  approximations  by  stainless 
steel  wire  for  the  closure  of  most  major  abdomi- 
nal incisions.  This  particular  approach  in  man- 
agement of  abdominal  wounds  is  not  new,  hav- 
ing been  advocated  in  the  past  by  Jones  et  al, 
Coller  and  Ransom,  \\dley  and  Sugarbaker,  ^^hd- 
ton,  and  others,  but  acceptance  of  the  technique 
in  this  country  has  been  limited.'  * 

It  is  believed  that  stainless  steel  wire  sutures 
have  certain  outstanding  advantages  when  em- 
ployed in  the  closure  of  abdominal  wounds,  and 
that  the  principles  underlying  the  coaptation  of 
essential  fascial  layers  by  mass  sutures  of  steel 
wire  deserve  further  consideration.  Results  of 
steel  wire  fascial  suturing  in  324  major  abdomi- 
nal operations  performed  during  a nine  year 
period  are  presented  to  support  this  point  of 
view. 

basic  techniques 

To  appose  the  peritoneal  and  fascial  layers 
of  transverse  abdominal  incisions,  a type  of 
buried  through  and  through  suture  of  No.  30 
monofilament  stainless  steel  wire,  generally 
known  as  the  “Tom  Jones  figure  of  eight”,' 
has  proven  very  effective  (Fig.  1).  The  tech- 
nique consists  in  the  application  of  far-near 
mass  sutures  of  steel  to  obtain  approximation 
of  the  peritoneum  and  abdominal  fascias  as  a 
unit.  The  smooth  peritoneal  closure  accomplished 
by  these  sutures  can  be  readily  checked  digitally 
at  the  time  of  operation,  and  the  edges  of  the 
abdominal  aponeurosis  are  seen  to  come  together 
solidly.  The  degree  to  which  the  abdominal 
muscle  layers  are  joined  is  variable,  but  exact 
muscular  approximation  is  not  important. 

While,  in  general,  transverse  incisions  lend 
themselves  best  to  en  bloc  fascial  closure  by  steel 
wire,  midline  incisions  are  also  closed  readily 
by  wire  sutures.  In  the  upper  midline,  the  fibrous 
linea  alba  is  brought  together  solidly  by  No.  30 
stainless  steel  wire  sutures  of  on-end  figure  of 
eight  type  (Fig.  2).  The  wires  may  include 
the  peritoneum  with  aponeurosis;  but,  when 


there  is  a heavy  layer  of  properitoneal  fat,  the 
peritoneoum  is  usually  closed  separately  by  fine 
sutures  of  chromic  catgut  or  silk.  After  the  wires 
have  been  tied,  their  closely  cut  knots  are  turned 
down  directly  into  or  beneath  the  line  of  fascial 
approximation.  Sutures  may  also  be  inserted 
and  tied  so  their  knots  are  set  immediately  be- 
neath the  fascia. 

Since  deeply  placed  stainless  steel  wires 
operate  as  permanent  buried  retention  sutures, 
stay  sutures  are  not  used.  Skin  closure  has  been 
carried  out  ordinarily  by  interrupted  sutures  of 
silk.  Rarely,  in  the  presence  of  contamination, 
a small  subcutaneous  drain  has  been  left  in  the 
wound  for  a day  or  two.  When  peritoneal  drain- 
age has  been  indicated,  drains  have  been  inserted 
through  counter  incisions. 

It  should  be  stated  that  mass  sutures  of  wire 
have  not  been  used  in  young  subjects  and  have 
not  been  applied  in  the  closure  of  modest  muscle 
splitting  incisions  of  McBurney  type.  Groin 
hernias  have  been  repaired  by  layer  tecliniques, 
usually  employing  silk  sutures,  but  occasionally 
using  sutures  of  No.  34  stainless  steel  wire. 

Wound  closure  by  mass  sutures  of  No.  30 
stainless  steel  wire  is  useful  after  a secondary' 
celiotomy  has  been  carried  out  through  a field 
in  which  abdominal  wall  layers  are  ill  defined 
and  obscured  by  scar.  This  method  is  also  appli- 
cable in  operative  correction  of  all  varieties  of 
ventral  hernia,  and  mattress  sutures  of  finer  wire 
have  been  employed  for  fixation  of  fascia  lata 
sheet  transplants  in  adjunctive  repair  of  massive 
abdominal  wall  defects.  Early  ambulation  has 
been  practiced  in  the  management  of  all  patients 
whose  abdominal  incisions  have  been  closed  by 
stainless  steel  wire  technique. 

results 

From  1954  to  1963,  en  bloc  approximation  of 
peritoneum  and  abdominal  fascias  by  stainless 
steel  wire  sutures  has  been  employed  with  in- 
creasing frequency.  At  first,  the  technique  was 
reserved  for  cases  in  which  postoperative  inci- 
sional difficulties  were  anticipated.  These  were 
cases  complicated  by  bowel  obstruction,  periton- 
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Fig.  1.  Closure  of  transverse  incision  by  far-near  sutures  of  monofilament  stainless 
steel  wire.  Sutures  are  inserted  about  three  fourths  of  an  inch  apart,  and  include 
musculofascial  layers  and  peritoneum.  Suture  knots  are  turned  below  the  level  of 
the  aponeurosis  in  the  line  of  the  incision. 


itis,  malignant  disease,  obesity,  or  chronic  cough. 
More  recently,  because  results  had  been  good 
under  unfavorable  conditions,  unit  closure  of  peri- 
toneum and  musculofascial  layers  has  been  ex- 


Fig.  2.  Closure  of  upper  midline  incision  using  monofila- 
ment stainless  steel  wire  sutures.  A solid  aponeurotic 
approximation  along  the  linea  alba  is  accomplished  by  a 
single  row  of  sutures  of  on-end  figure  of  eight  type. 
Suture  knots  and  wire  ends  are  turned  in. 


tended  to  clean  and  uncomplicated  cases. 
Application  of  the  method  in  324  cases  (Table  1) 
has  been  followed  commonly  by  strong  healing 
of  the  abdominal  wall,  and  there  have  been  few 
technical  difficulties. 

It  had  been  thought  that  the  presence  of 
wire  sutures  in  the  abdominal  wall  might  increase 


patient  complaints  of  wound  pain.  This  has  not 


been  the  case. 

Rare  wire 

suture  removals 

in  the 

present  experience  have 

been  re 

quired  for  en- 

tirely  objective 

reasons. 

such  as 

the  projection 

Table 

1 

Steel  Wire 

Closure  of 

Abdominc 

il  Incisions 

1954  - 

1963 

Surgical 

Type  of  incision 

Compli- 

Area Transverse 

Oblique 

Vertical 

cations 

Upper 

gastrointestinal 

17 

0 

138 

5 

Biliary 

tract-pancreas 

26 

31 

4 

0 

Trauma  to 
solid  viscera 

4 

1 

2 

0 

Lower 

gastrointestinal 

67 

0 

0 

3 

Pelvis 

4 

0 

7 

0 

Hernia 

3 

4 

16 

0 

Totals 

121 

36 

167 

8 

of  improperly  inverted  wire  ends,  or  a persistent 
wound  sinus  in  a case  contaminated  by  pus  or 
bowel  content  at  the  time  of  operation. 

Among  the  cases  treated  with  stainless  steel 
wire,  there  have  been  no  instances  of  wound 
dehiscence,  although  in  three  patients  incisional 
weakness  has  permitted  a bulge  of  small  size  to 
develop  within  a year  after  operation.  This  un- 
toward result  was  observed  following  surgical 
procedures  on  the  stomach  through  upper  mid- 
line incisions.  In  each  of  four  contaminated  cases, 
a single  intact  steel  suture  had  to  be  removed 
from  a transverse  incision  to  obtain  healing  of  a 
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draining  sinus;  but  in  these  patients,  wound 
healing  was  finally  solid.  In  another  case,  an 
adventitious  staphylococcal  infection  in  an  upper 
inidline  incision  was  managed  without  suture 
reino\  al,  and  with  no  residual  wound  weakness. 

steel  as  suture  material 

.\t  the  present  time,  great  divergences  of  opin- 
ion e.xist  with  regard  to  all  aspects  of  abdominal 
wound  management.  In  line  with  the  principles 
set  forth  by  Ilalsted,^  layer  approximation  of  the 
peritoneum  and  fascias  by  relatively  fine 
sutures  of  silk  or  cotton  is  probably  the 
most  generally  accepted  method  of  abdomi- 
nal wound  closure.  A large  number  of  surgeons 
prefer  chromic  catgut  for  the  closure  of  ab- 
dominal incisions,  however,  and  new  synthetic 
suture  materials  are  becoming  popular.  In  many 
centers,  monofilament  stainless  steel  wire,  as 
introduced  to  surgical  use  in  this  country  by 
Babcock  in  1934,“  still  finds  favor  as  the  basic 
fascial  suture  in  the  closure  of  abdominal 
wounds. 

Stainless  steel  is  an  alloy,  and  wire  of  this 
material  is  quite  flexible.  The  security’  of  a stain- 
less steel  wire  knot  depends  on  friction  factors 
developed  by  stretehing  and  roughening  of  the 
normally  smooth  wire  as  the  knot  is  tied." 

The  solid  setting  of  a stainless  steel  wire  tie 
may  be  demonstrated  readily  in  a “dry”  e.xperi- 
ment  in  which  the  suture  is  tied  in  a square  knot 
at  a predetermined  point.  Such  a knot  will  come 
down  so  firmly  that  no  further  slipping  of  the 
tie  can  be  induced  manually  by  the  operator. 
This  surgical  virtue  of  stainless  steel  wire  counts 
heavily  on  the  side  of  safety'  in  abdominal  wound 
closure,  tending  to  prevent  undue  and  uninten- 
tional tightening  of  mass  sutures,  and  tissue 
strangulation.  The  ease  with  which  a firm 
square  knot  may  be  set  using  monofilament 
stainless  steel  wire  stands  in  contrast  to  the  less 
predictable  tying  qualities  of  some  of  the  syn- 
thetic sutures  now  being  proposed.®  ® 

At  the  present  time,  many  of  the  objections 
to  use  of  stainless  steel  wire  sutures  have  their 
basis  in  operator  inconvenience  and  the  possi- 
bility of  unfavorable  patient  reactions.  Surgeons 
have  complained  that  tying  of  wire  sutures 
makes  their  fingers  sore,  and  that  wire  ends  have 
punctured  their  fingers  as  well  as  their  glo\es. 
It  must  be  granted  that  special  care  is  necessary 
in  handling  steel  sutures.  It  should  be  pointed 
out,  however,  that  when  en  bloc  approxima- 


tion of  the  abdominal  fascias  is  carried  out  using 
steel  wire,  there  are  considerably  fewer  sutures 
to  tie  than  in  a conventional  layer  closure. 
Patients  have  complained  at  times  about  the 
projeetion  of  wire  ends  against  the  abdominal 
skin,  but  this  complication  can  be  obviated 
almost  completely  if  suture  ends  are  turned  in 
well  after  tying. 

public  acceptance 

Unfavorable  psy'chological  response  in  a pa- 
tient being  informed  at  a late  date  of  the  radio- 
graphie  finding  of  steel  wire  in  his  abdominal  wall 
has  been  considered  as  a possible  undesirable  se- 
quel to  the  employment  of  wire  technique.  In 
view  of  the  long  and  extensix'e  use  of  steel  wire 
sutures,  in  this  eountry  and  abroad,  and  the 
apparent  complete  acceptance  by  the  public 
of  employment  of  more  elaborate  internal  stain- 
less steel  and  plastic  splints  in  other  surgical 
areas,  medicolegal  repercussions  should  not  be 
anticipated  when  stainless  steel  wire  is  used  for 
abdominal  wound  closure.  A late  unfavorable 
psychological  reaction  on  the  part  of  a patient, 
in  whom  steel  sutures  have  been  employed,  may 
be  avoided  if  he  is  told  frankly  and  as  early  as 
possible  that  his  incision  has  been  closed  with 
stainless  steel  wire  sutures,  and  the  rationale  of 
the  method  e.xplained. 

Grindlay'“  has  suggested  that  individuals  with 
metal  implants  in  their  bodies  may  suffer  pain 
on  contact  with  radar  or  microwaves,  but  e.xperi- 
ence  of  the  United  States  Navy  does  not  support 
this  hypothesis.  To  date,  serious  difficulties  re- 
lated to  dental  prostheses  of  metal  have  not  been 
reported  by  naval  personnel  engaged  in  operation 
and  maintenance  of  radar  equipment."  Thera- 
peutic application  of  diathermy  might  appear 
to  be  contraindicated  in  patients  whose  wounds 
have  been  closed  with  steel  wire  sutures.  E.xperi- 
ments  have  indicated,  however,  that  diathermy 
treatments  of  average  duration  and  intensity 
should  not  produce  any  untoward  clinical  effect." 

applications  of  mass  suturing 

As  a mass  approximating  suture,  monofilament 
stainless  steel  wire  would  appear  to  be  outstand- 
ing among  the  materials  available  for  use  at  this 
time.  Buried  stainless  steel  sutures  excite  little 
local  inflammatory  reaction,  and  reactive  swelling 
of  tissues  enclosed  in  a properly  set  wire  suture 
should  be  mild.  It  is  thought  that  the  double 
loop  characteristic  of  figure  of  eight  and  far- 
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near  sutures  operates  to  prevent  tissue  strangula- 
tion by  distributing  suture  pressure  against  a 
relatively  large  tissue  mass.  Although  new  braid- 
ed and  twisted  wire  sutures  are  being  introduced, 
stainless  steel  monofilaments  are  still  preferred, 
as  being  free  of  suture  crevices  which  might  har- 
bor infection  in  a contaminated  surgical  field. 

N'lass  approximations  of  the  peritoneal  and 
musculofascial  layers  by  wire  sutures  have  been 
most  efficacious  in  the  management  of  ti'ansverse 
and  oblique  abdominal  incisions.  As  has  been 
emphasized  by  Singleton  and  Blocker,  Curd, 
Coller  and  his  associates,  Boyden,  and  others, 
there  is  little  disturbance  of  innervation  when  an 
incision  of  transverse  type  is  made,  and  the  pull 
of  the  flat  muscles  tends  to  draw  the  wound 
edges  together  rather  than  to  distract  them.*-’-'’ 
In  the  closure  of  a transverse  incision,  the  surgeon 
deals  with  substantial  fascial  layers  having  an 
excellent  blood  supply. 

In  vertical  midline  incisions  in  the  upper  ab- 
domen, employed  for  ready  exposure  of  the 
stomach  and  lower  esophogus,  closure  by  on- 
end  figure  of  eight  wire  sutures  has  not  been 
entirely  effective.  Late  minor  wound  weaknesses 
have  been  observed.  In  upper  midline  incisions, 
respiratory  movements  probably  induce  some 
fascial  cutting  by  the  wires.  Lower  midline  in- 
cisions closed  with  steel  wire  have  shown  uni- 
formly good  healing,  and  wire  closures  of  vertical 
secondary  incisions  through  the  rectus  sheath 
have  worked  well.  Primary  vertical  incision 
through  the  rectus  sheath  has  \been  avoided,  in 
the  recognition  that  unfavorable  anatomic  factors 
operate  when  this  surgical  approach  is  em- 
ployed.'" 

It  is  believed  that  there  is  a place  for  buried 
en  bloc  wire  sutures  in  the  treatment  of  abdom- 
inal wound  ruptures.  Under  certain  adverse  gen- 
eral conditions,  particularly  when  there  is 
uncontrolled  abdominal  distention,  vomiting,  or 
cough,  incisional  dehiscence  may  occur  in  spite  of 
all  local  technical  precautions.  Secondary  clos- 
ure of  the  abdomen  in  these  cases  has  generally 
been  accomplished  in  the  past  by  use  of 
heavy  removable  sutures  inserted  through  all 
layers  of  the  abdominal  wall.  Frequently  such 
sutures  have  produced  little  apposition  of  essen- 
tial fascias,  caused  painful  cuts  in  the  skin  and, 
though  left  in  place  for  long  periods  of  time, 
have  not  prevented  late  herniation.  In  some 
instances  of  incisional  rupture,  complicating  in- 
fection is  not  present,  and  the  abdominal  apo- 
neurosis is  found  to  be  in  relatively  good  condi- 


tion. In  a situation  of  this  kind,  employment  of 
buried  wire  sutures  of  mass  type,  with  continued 
attention  to  complicating  systemic  disease,  may 
effect  a permanent  correction  of  the  incisional 
defect  and  sid:>stantially  reduce  the  patient’s 
postoperative  discomfort. 

Mass  suturing  avoids  many  small  manipula- 
tions of  tissue,  all  traumatic  in  some  degree, 
which  are  incidental  to  any  conventional  layer 
closure.  While  relatively  large  loops  of  wire 
are  left,  of  necessity,  in  wounds  closed  by  mass 
sutures,  stainless  steel  has  been  shown  to  be 
almost  completely  lacking  in  tissue  reactivity, 
and  is  quite  superior  in  this  respect  to  catgut, 
cotton,  silk,  and  many  of  the  synthetics.  When  all 
of  these  factors  are  considered,  there  would 
appear  to  be  some  basis  for  believing  the  net 
postoperative  inflammatory  reaction  in  a wound 
closed  by  mass  sutures  of  steel  is  probably  much 
less  than  that  which  occurs  in  most  layer  closures 
by  one  of  the  more  common  suture  materials. 

It  is  recognized  that,  in  time,  steel  sutures  may 
work  harden  in  the  abdominal  wall  and  frag- 
ment. It  is  believed  that  the  potential  hazard  to 
the  patient  in  this  event  is  not  great.  Wire  used 
for  abdominal  wall  closure  is  of  small  c'aliber 
and  has  been  so  looped  and  tied  that  there  should 
be  little  tendency  to  intra-abdominal  displace- 
ment. If  disruption  should  occur  early  in  a wound 
closed  with  wire,  the  sutures  might  be  expected 
to  cut  through  the  tissues  but  not  to  be  broken. 
If  an  acute  evisceration  should  occur,  wire  su- 
tures in  the  wound  should  represent  no  more 
of  a risk  to  prolapsing  intestine  than  other  non- 
absorbable suture  of  comparable  size  and  con- 
figuration. 

summary 

A case  is  made  for  the  efficacy  of  mass  sutures 
of  monofilament  stainless  steel  wire  in  the 
closure  of  abdominal  wounds. 

Stainless  steel  wire  sutures  are  outstanding  in 
their  biological  inertness,  their  tensile  strength, 
and  the  security  with  which  they  can  be  tied. 

Buried  stainless  steel  wire  sutures  of  far-near 
type,  approximating  all  tissues  of  the  abdominal 
wall  from  the  subcutaneous  layer  to  the  peritone- 
um, have  been  very  effective  in  the  primary  clos- 
ure of  transverse  and  oblique  incisions  and  in 
some  secondary  closures  of  vertical  wounds  with- 
in the  rectus  sheath.  On-end  figure  of  eight 
sutures  of  steel  wire  have  been  used  for  fascial 
approximations  in  midline  incisions.  This  tech- 


347 

Northwest  Medicine,  May  1963 


niqiie  has  worked  well  in  the  lower  abdomen 
but,  in  the  upper  abdomen,  the  end  results 
have  been  less  favorable.  ■ 

312  West  Idaho  Street  (Dr.  Smith) 


REFERENCES 

1 Jones,  T.  E.,  Newell,  E.  T.,  Jr.,  and  Brubaker,  R.  E., 
Use  of  alloy  steel  wire  in  closure  of  abdominal  wounds, 
Surg  Gynec  Obstet  72;1056-1059  (June)  1941. 

2 Coller,  F.  A.,  and  Ransom,  H.  K.,  Carcinoma  of  rec- 
tum: conclusions  based  on  12  years'  experience  with  com- 
bined abdominoperineal  resection,  Surg  Gynec  Obstet 
78:304-315  (Mar.)  1944. 

3 Wiley,  H.  M.,  and  Sugarbaker,  E.  D.,  Evaluation  of 
abdominal  wound  closure;  steel  wire  layer  closure  com- 
pared with  catgut-silk  layer  closure;  early  and  late  results, 
Surg  Gynec  Obstet  85:81-84  (July)  1947. 

4 Walton,  F.  E.,  Prevention  and  treatment  of  wound 
dehiscence.  Arch  Surg  (Chicago)  57:217-226  (Aug.)  1948. 

5 Halsted,  W.  S.,  Ligature  and  suture  material;  the  em- 
ployment of  fine  silk  in  preference  to  catgut  and  the  ad- 
vantages of  transfixion  of  tissues  and  vessels  in  control 
of  hemorrhage,  also  an  account  of  the  introduction  of 
gloves,  gutta-percha  tissue  and  silver  foil,  JAMA  60:1119- 
1126  (April  12)  1913. 

6 Babcock,  W.  W.,  Ligatures  and  sutures  of  alloy  steel 
wire.  JAMA  102:1756  (May  26)  1934. 

7 Babcock,  W.  W.,  Symposium  on  modem  trends  in 
surgery;  metallic  sutures  and  ligatures,  Surg.  Clin  N Amer 
27:1435-1460  (Dec.)  1947. 


8 Shumacker,  H.  B.,  Jr.,  and  Mandelbaum,  I.,  Clinical 
evaluation  of  dacron  suture  material,  Arch  Surg  (Chicago) 
83:647-649  (Nov.)  1961. 

9 Koontz,  A.  R.,  and  Kimberley,  R.  C.,  The  promise  of 
an  ideal  suture  material — Marlex  (blue  linear  polyethy- 
lene), Arch  Surg  (Chicago)  86:162-163  (Jan.)  1963. 

10  Smith,  R.  S.,  Adjuncts  in  hernial  repair;  a consid- 
eration of  basic  principles.  Arch  Surg  (Chicago)  78:868- 
877  (June)  1959. 

11  Schulte,  J.  H.,  Personal  communication,  Feb.  13, 
1963. 

12  Lion,  K.  S.,  Effect  of  presence  of  metals  in  tissues 
subjected  to  diathermy  treatment.  Arch  Phys  Med 
28:345-347  (Jime)  1947. 

13  Singleton,  A.  O.,  and  Blocker,  T.  G.,  Jr.,  Problem  of 
disruption  of  abdominal  wounds  and  postoperative  hernia; 
review  of  9,000  consecutive  abdominal  incisions,  JAMA 
112:122-127  (Jan.  14)  1939. 

14  Gurd,  F.  B.,  Abdominal  incisions,  operative  surgery, 
ed.  F.  W.  Bancroft,  D.  Appleton  - Century  Co.,  1941, 
pp.  419-463. 

15  Rees,  V.  L.,  and  Coller,  F.  A.,  Anatomic  and  clinical 
study  of  transverse  abdominal  incision.  Arch  Surg  (Chi- 
cago) 47:136-146  (Aug.)  1943. 

16  Coller,  F.  A.,  and  Maclean,  K.  F.,  Abdominal  inci- 
sions, operative  technique,  ed.  W.  H.  Cole.  Appleton- 
Century-Crofts,  Inc.,  1949,  314-361. 

17  Boyden,  A.  M.,  Physiology  applied  to  modern  sur- 
gery; symposium;  transverse  abdominal  incisions  and 
early  postoperative  ambulation.  Northwest  Med  45:491-494 
(July)  1946. 

18  Sloan,  G.  A.,  New  upper  abdominal  incision,  Surg 
Gynec  Obstet  45:678-687  (Nov.)  1927. 


Perianal  Verruca  Acnminata  with  Mucosal  Lesions 

ROBERT  A.  POMMERENING,M.D.  / LUCIUS  D.  HILL,M.D.  / CHARLES  J. 

HAMMER,  M.D.  Seattle,  Washington 


Verruca  acuminata,  also  known  as  condyloma 
acuminatum  or,  incorrectly,  venereal  warts,  de- 
velop on  moist  tissues  near  the  mucocutaneous 
junctures.  These  formations  consist  of  closely  ag- 
gregated, tufted  or  pedunculated,  flesh-colored 
projections  of  variable  length  and  consistency. 
.\bout  the  vulva,  beneath  the  foreskin,  or  about 
the  anal  area  they  may  vegetate,  become  secon- 
darily infected,  and  odoriferous  from  the  macer- 
ated epithelium  and  decomposing  secretions. 
They  are  autoinoculable,  seldom  disappear  spon- 
taneously and  are  transmissible  to  the  se.x  partner. 
Despite  such  transmission,  the  disease  should  not 
be  considered  venereal.  All  tv'pes  of  verrucae  are 
thought  to  be  of  \iral  etiology. 

The  fact  that  condyloma  acuminata  may  be 
implanted  on  the  rectal  mucosa  beyond  the  mu- 
cocutaneous junction  is  often  overlooked.  W’e 


From  the  Virginia  Mason  Hospital  and  Mason  Clinic, 
Seattle. 


could  find  only  one  reference  to  this  fact  in  the 
medical  literature  in  a survey  over  the  last  twenU' 
years.'  A review  of  several  popular  surgical  and 
proctological  te.xts,  revealed  only  one  reference  to 
this  observation.-  The  symptoms  of  perianal 
warts,  objective  and  subjective,  give  no  clue  to 
the  concomitant  presence  of  mucosal  lesions.  Fre- 
quently, such  undetected  mucosal  lesions  are 
responsible  for  the  recurrence  of  verrucae  on  the 
perianal  skin  and,  therefore,  explain  failures  of 
podophylin  treatment  of  the  glabrous  skin  lesions 
alone.  In  view  of  this,  we  have  routinely  per- 
formed proctoscopy  on  all  patients  with  perianal 
condylomata  to  be  assured  of  eradicating  the 
problem  as  completely  as  possible  in  one  surgical 
procedure. 

increasing  incidence 

Over  the  last  two  years,  we  have  found  eight 
instances  of  condylomata  on  the  rectal  mucosa. 
Figure  1 demonstrates  the  typical  appearance  of 
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Figure  1,  Typical  appearance  of  perianal  verruca  acumi 
nata  (associated  with  rectal  mucosal  lesions). 


such  a case.  Seven  of  these  were  male  and  one 
female;  three  of  the  former  had  lesions  on  the 
genitalia  also.  This  appears  to  represent  an  ap- 
preciable increase  in  incidenee,  in  our  experience, 
and  one  might  conjecture  whether  this  might  be 
related  to  the  alleged  increased  incidenee  of  ho- 
mosexuality in  our  society.  The  patients  were 
all  in  the  second  or  third  decade  of  life  and  only 
two  of  the  eight  were  married.  The  one  exception 
to  this  age  group  was  a boy  of  two  years.  There 
was  no  question  of  sodomy  raised  in  the  histories 
taken  on  any  of  the  patients. 

All  patients  were  treated  under  spinal  anesthe- 
sia by  the  Department  of  Surgery  with  electro- 
desiccation under  direct  view  with  a proctoscope. 
Large  verrucae  are  excised,  using  sharp  dissec- 
tion with  a scalpel.  The  residual  verrucae  both 
above  and  below  the  dentate  line  are  cauterized 
radically,  under  direct  vision,  with  a bright  light. 
The  anus  is  dilated  to  three  fingers  at  the  end  of 
the  procedure  and  is  dilated  during  the  postop- 
erative period  to  eradicate  stenosis,  which  has 
been  present  in  about  fifty  per  cent  of  the  cases. 
This  also  prevents  development  of  a stricture 
following  surgery.  Postoperative  examinations 
should  be  at  brief,  frequent  intervals,  so  that 
possible  recurrences  can  be  promptly  detected 
and,  therefore,  more  easily  treated. 

Despite  removal  of  all  visible  verrucae,  there 


have  been  several  instances  of  recurrence  which 
necessitated  repeat  electrosurgical  removal. 
When  the  recurrenees  are  limited  to  the  perianal 
skin,  these  are  treated  with  the  local  application 
of  podophyllin.  It  is  postulated  that  these  are 
not  truly  recurrences  but,  rather,  lesions  which 
were  present  at  the  time  of  the  initial  procedure 
but  were  perhaps  too  small  to  be  observed  at 
that  time.  Those  cases  without  mucosal  involve- 
ment were  all  successfully  treated  with  podo- 
phyllin, applied  locally  in  the  Dermatology  De- 
partment. 

summary 

In  the  last  two  years,  eight  cases  of  condyloma 
acuminata  of  the  rectal  mucosa  were  found  in 
cases  of  perianal  condyloma  acuminata.  These 
cases  were  not  effectively  treated  by  local  mea- 
sures, and,  therefore,  became  a surgical  problem. 
In  our  opinion  all  cases  of  condyloma  acuminata 
of  the  perianal  skin  should  receive  the  benefit  of 
proctoscopic  examination  before  local  therapy 
is  instituted.  ■ 

1118  9th  Ave.  (1) 
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The  preceding  article  of  this  series  described 
several  practical  clinical  methods  of  measuring 
\entilatory  function,  and  discussed  means  by 
which  interpretation  of  these  measurements 
might  direct  diagnostic  suspicion  toward  ab- 
normal ventilation-perfusion  ratios,  arterio- 
venous shunts,  and  membrane  permeability  im- 
pairment. 


From  the  Cardio-Pulmonary  Laboratory,  Providence 
Hospital  Heart  Center,  Seattle. 


Actual  confirmation  of  alteration  in  one  or 
more  of  these  last  three  tireas,  unfortunately, 
cannot  always  be  accomplished  by  methods  as 
simple  and  direct  as  those  which  measure  ventila- 
tory function.  Most  \ entilatory  defects  of  clinical 
significance  may  be  detected,  and  the  e.xtent  of 
impairment  may  be  fairly  accurately  estimated, 
with  simple  instruments  which  are  readily  adap- 
table for  use  by  any  clinician.  But  the  assist- 
ance of  the  more  specialized  laboratory  is  needed 
to  obtain  information  about  gases  “on  the  other 
side”  of  the  alveolar-capillary  membrane. 
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Sampling 


source  of  sample 

To  determine  the  condition  of  blood  which 
has  just  passed  through  the  lungs,  one  must 
study  blood  from  the  systemic  arterial  circula- 
tion. For  obvious  reasons,  venous  blood  which 
has  returned  from  the  tissue  capillaries  cannot  be 
used  to  determine  the  concentrations  or  partial 
pressures  of  respiratory  gases  present  in  blood 
as  it  leaves  the  pulmonary  capillaries. 

Fingertip  capillary  blood  is  sometimes  used 
as  a substitute  for  arterial  puncture,  on  the 
thesis  that  at  the  capillary  level  the  greater 
pressure  will  be  from  the  arteriolar  side  and 
therefore  blood  which  oozes  up  from  a super- 
ficial puncture  wound  will  necessarily  be  from 
the  arterioles  rather  than  from  the  lower  pres- 
sure areas  of  the  capillary  bed  or  the  venules. 
In  actual  practice,  however,  capillary  blood 
sampling  is  useful  only  in  detection  of  fairly 
gross  changes  in  blood  oxygenation,  and  is  not 
reliable  for  obtaining  more  precise  information. 

technique  of  sampling 

Puncture  of  the  brachial  or  radial  artery  is  the 
most  widely  used  method  of  obtaining  arterial 
blood  for  analysis.  The  Cournand  needle  may 
be  used  for  this  purpose.  This  instrument  con- 
sists of  a blunt-end  canulla  and  a sharp-pointed. 


-Closed  bevel H Side  View 


Fig.  1.  Huber  needle.  Illustration  courtesy  of  Becton, 
Dickinson  and  Company. 

hollow  needle  of  slightly  smaller  diameter.  When 
assembled,  the  needle  fits  inside  the  canulla, 
with  the  needle  point  extending  just  outside  the 
opening  at  the  distal  tip  of  the  canulla.  After 
the  artery  has  been  punctured  the  needle  may  be 
withdrawn  and  replaced  with  a stylet,  leaving 
the  canulla  in  place  in  the  vessel.  Samples  are 
obtained  through  the  canulla  by  removing  the 
stylet.  A guard  at  the  proximal  end  of  the 
canulla  supports  it  at  a slight  angle  to  the  skin 


Fig.  2.  Arterial  puncture.  Needle  in  place  in  radial  artery, 
with  stopcock  attached. 


surface  when  the  canulla  is  taped  in  place. 

I prefer  to  use  a 20-gauge  Huber  needle 
which  has  a closed  bevel.  It  is  inserted  bevel 
up,  and  opening  down,  facing  the  lumen.  It 
remains  open  when  the  hub  is  depressed.  Due  to 
its  flat  opening,  it  is  not  easily  plugged  with 
tissue  during  insertion  (Fig.  1). 

Before  the  puncture,  the  skin,  subcutaneous  tis- 
sue, and  adventitial  wall  of  the  artery  are  infil- 
trated with  1 per  cent  procaine.  The  needle  is 
attached  to  a three-way  stopcock  and  fitted  to  a 
syringe  containing  heparin  solution.  When  the 
needle  is  in  place  in  the  lumen  of  the  vessel, 
enough  heparan  is  injected  from  the  syringe  to 
fill  the  dead-space  of  the  needle  and  stopcock 
assembly.  The  stopcock  is  turned  to  the  closed 
position  and  the  syringe  removed  (Fig.  2). 

Syringes  for  taking  blood  samples  are  pre- 
pared by  rinsing  with  heparin  solution  and 
filling  to  the  0.5  to  1 cc  mark  with  a mixture  of 
heparin  and  sodium  fluoride.  (The  latter  com- 
pound is  added  for  its  preservative  effect. ) 
A syringe  so  prepared  is  fitted  to  the  stopcock 


Fig.  3.  Equipment  and  materials  for  arterial  puncture  and 
blood  sampling. 
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and  needle  assembly  (which  has  been  taped  in 
place  on  the  arm  or  wrist),  and  the  stopcock  is 
turned  to  connect  the  syringe  with  the  side  arm. 
The  heparin-fluoride  solution  in  the  syringe  is 
forced  out  the  side  arm  of  the  stopcock.  The 
cock  is  then  turned  to  connect  the  s>Trnge  with 
the  needle,  imd  the  sample  is  drawn  into  the 
s\ringe.  The  stopcock  is  closed  and  the  syringe 


is  removed.  Its  tip  is  inserted  beneath  the  surface 
of  mercury  contained  in  an  open  dish.  A drop  or 
two  of  blood  is  ejected  from  the  syringe  under 
the  mercur)',  and  a small  amount  of  mereur\- 
drawn  up  into  the  sxTinge  opening,  which  is 
then  plugged  and  sealed  with  a toothpick  or 
Luer-Lock  cap  (Fig.  3). 


Analysis 


Methods  of  blood  gas  analysis  not  requiring 
chemieal  alteration  of  the  sample  have  been 
developed  over  the  past  few  years.  Most  of 
these  depend  either  on  passage  of  light 
through  the  blood  sample,  or  on  contact  be- 
tween the  blood  and  the  surface  of  a specialized 
type  of  glass  electrode.  These  methods  have 
made  possible  monitoring  of  concentrations  and 
tensions  of  respirator)-  gases  in  circulating  blood 
passing  through  vessels  or  tissues  or  while  being 
withdra\\-n. 

content  vs.  tension 

In  an  earlier  article,  the  difference  behveen 
tensions  (or  partial  pressures)  of  \arious  gases 
in  liquids,  and  their  concentrations  was  dis- 
cussed. Changes  in  COo  tension  of  arterial  blood 
(e.xpressed  as  PaCOo)  have  an  almost  linear 
relationship  to  arterial  blood  concentration  of 
this  gas  (e.xpressed  as  CaCO^),  provided  other 
factors  remain  constant.  It  was  e.xplained,  how- 
ever, that  the  same  does  not  hold  true  in  the 
case  of  o.xx'gen.  The  major  determinant  of  the 
concentration  of  ox-xgen  in  whole  blood  is  the 
amount  of  O2  bound  to  hemoglobin  in  the  red 
blood  cells.  The  reduced  hemoglobin  of  the 
blood  will  take  up  o.xygen  as  the  partial  pressure 
of  this  gas  is  increased  until  there  is  no  more 
reduced  hemoglobin  left— that  is  to  say,  until  the 
hemoglobin  is  completely  saturated. 

The  amount  of  o.x-x'gen  taken  up  before  this 
level  is  reached  is  determined  by  the  oxygen 
capacity  of  hemoglobin,  which  is  1.34  cc  O2 
per  gm  lib.  In  other  words,  the  o.xygen  capacity 
of  a blood  sample  (or  that  amount  of  O2  which 
will  be  present  as  o.xyhemoglobin  when  the 
blood  is  completely  saturated)  is  equal  to  the 
hemoglobin  in  grams  multiplied  by  1.34. 

The  amount  of  O2  taken  up  with  increasing 
partial  pressure  of  the  gas,  however,  becomes 
considerably  less  as  the  hemoglobin  approaches 


saturation.  After  the  hemoglobin  has  all  become 
saturated,  further  increase  in  Pa02  increases  the 
o.xygen  concentration  of  the  blood  only  by  that 
amount  which  continues  to  dissolve  in  the 
plasma.  Since  solubiliU’  of  O2  in  plasma  is  low 
(only  1/25  that  of  CO2),  this  will  not  produce  a 
ver\-  great  increase  in  concentration  even  with 
quite  high  o.xx-gen  tensions. 

For  each  millimeter  increase  in  pressure, 
each  hundred  cubie  centimeters  of  blood  ^\^ll 
increase  o.xx-gen  content  by  .00321  ce  O2  dis- 
solved in  plasma. 

The  following  example  may  serve  to  clarify. 
The  subject  has  15  gm  hemoglobin  per  100 
cc  blood  and  is  capable  of  saturating  it  while 
breathing  room  air.  Alveolar  air  will  not  have 
a partial  pressure  of  oxygen  as  great  as  that 
of  atmospheric  air  (which  is,  of  course,  20  per 
cent  of  the  total  760  mm  pressure  produced  by 
o.xx^gen  and  nitrogen,  minus  the  pressure  of  water 
vapor  present)  because  of  dilution  of  the  alve- 
olar gas  with  CO2  and  additional  water  vapor. 
His  arterial  partial  pressure  ( Pa02 ) will  actually 
be  about  100  mm  Hg.  His  hemoglobin  will 
earn,'  1.34  x 15,  or  20.1  cc  O2  per  100  cc  blood. 
His  plasma  will  dissolve  .00321  x 100.  or  .3  cc 
O2.  Total  o.xygen  in  his  blood  will  be  20.4 
\ olumes  per  cent. 

Now  suppose  he  breathes  pure  o.xygen  for  a 
few  minutes  and  his  arterial  blood  is  again 
analyzed.  In  spite  of  760  mm  pressure  of  inspired 
o.xygen,  his  maximal  theoretical  Pa02  would  be 
673  mm  Hg.  Practically,  however,  it  will  be  in 
the  neighborhood  of  600  mm  Hg.  O.xygen  con- 
tent of  his  hemoglobin,  which  was  saturated 
when  he  was  breathing  room  air,  will  remain 
exactly  where  it  was  at  the  first  determination. 
The  change  will  be  in  dissolved  o.xx'gen,  .00321 
X 600,  or  1.9  cc.  His  blood  content  will  be  20.1 
+ 1.9,  or  22  volumes  per  cent. 

different  situation  exists  when  partial  pres- 
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Fig.  4.  0:;-C02  diagram  (from  Rahn  and  Fenn).  By  taking 
the  point  of  intercept  of  two  values,  values  of  the  other 
two  may  be  found. 


sure  of  oxygen  in  his  inspired  air  is  reduced 
below  normal  levels.  Suppose  he  breathes  air 
containing  only  12  per  cent  oxygen.  His  PaOo 
will  now  be  approximately  60  mm  Hg.  From 
the  oxygen  dissociation  curve  we  determine  that 
his  hemoglobin  will  be  85  per  cent  saturated. 
Therefore,  it  will  carry  only  17  cc  O2  per  100 
cc  blood.  Dissolved  oxygen  will  be  .00321  x 60, 
or  0.2  and  his  total  will  now  be  17.2  volumes 
per  cent. 

A nomograph  has  been  prepared  relating 
values  of  O2  and  CO2  content  and  partial  pres- 
sures for  subjects  breathing  normal  atmospheric 
air  at  sea  level  (Fig.  4).  If  values  of  two  of 
these  are  known,  this  diagram  may  be  used  to 
obtain  values  of  the  other  two.' 

manometric  methods 

For  many  years  the  final  arbiter  of  blood  gas 
analysis  methods  has  been  the  Van  Slyke  mano- 
metric technique.-  The  apparatus  consists  of  a 
glass  pipette  which  can  be  opened  or  closed  at 
the  top  by  a stopcock.  A short  distance  below 
the  stopcock  the  pipette  widens  into  a bulb 
which  serves  as  an  extraction  chamber  for  gases 
to  be  measured.  The  bottom  of  the  chamber  is 
filled  with  mercury  and  connected  by  tubing 
to  a supply  of  mercury  from  a leveling  bulb  and 
to  a mercury  manometer  (Fig.  5). 

The  sample  of  blood  to  be  analyzed  is  poured 
into  the  top  of  the  extraction  chamber,  and 
reagents  are  added  which  will  free  the  gases  to 
be  measured.  The  compartment  is  sealed  by  clos- 
ing the  stopcock.  A partial  vacuum  is  produced 
in  the  chamber  by  lowering  the  mercury  level 
and  the  chamber  is  agitated  to  release  the  gases 


Fig.  5.  Thomas-VanSlyke  manometric  appartus  for  analysis 
of  gases  in  blood. 


from  solution.  The  mercury  level  is  then  raised 
in  the  chamber  to  bring  the  mixture  of  gases  to 
a fixed  volume,  and  the  pressure  at  this  volume 
is  read  from  the  manometer.  Next  added  to  the 
chamber  are  reagents  which  will  absorb  the 
specific  gas  to  be  evaluated,  and  the  mercury 
is  again  adjusted  to  bring  the  remaining  gas  to  the 
same  volume  as  before  the  absorbing  reagents 
were  added.  The  pressure  is  again  read  from 
the  manometer.  The  difference  between  these 
two  pressure  readings  is  the  pressure  of  the 
gas  in  question  at  the  calibrated  volume  in  the 
extraction  chamber.  Thus,  knowing  this  volume- 
pressure  relationship,  one  may  readily  calculate 
the  volume  the  gas  obtained  from  the  blood 
sample  would  have  at  760  mm  Hg  by  simple 
application  of  Boyle’s  law. 
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Fig.  6.  Natelson  Microgasometer.  Ultra-micro  method  for 
manometric  blood  gas  analysis. 


After  the  o.xygen  concentration  of  a blood 
sample  has  been  determined  by  the  above  meth- 
od, the  percent  saturation  is  calculated  by  com- 
paring the  O2  content  with  the  content  of  a 
capacity'  blood  sample,  the  hemoglobin  of  which 
lias  been  saturated  by  agitation  in  an  open 
flask  in  room  air  before  subjecting  it  to  analysis. 

The  \km  Slyke  manometric  method  has  been 
modified  by  Xatelson,  who  has  developed  an 
ultramicro  precision  instrument. “ This  method 
makes  possible  combined  O2  and  COo  determin- 
ation on  a 0.03  ml  sample  of  blood  within  15  min- 
utes with  an  error  \\hich  should  not  e.xceed  1.5 
percent  in  the  estimation  of  o.wgen  saturation 
(Fig.  6).^ 

-Although  the  manometric  methods  remain  a 
dependable  standard  for  analysis  of  respirator)' 
gases  in  blood,  they  leave  much  to  be  desired. 
These  methods  require  intensive  and  e.xtensive 
skill,  training,  and  practice  on  the  part  of  the 
technician  who  uses  them.  Reagents  must  be 
freshly  prepared,  and  the  apparatus  is  difficult 


to  keep  clean  and  in  working  order.  The  slight- 
est leak  in  a stopcock  will  sabotage  an  analysis. 

•A  problem  is  encountered  in  calculating  per 
cent  saturation  from  manometrically  determined 
\’alues  for  Oo  content,  as  a result  of  the  fractional 
amount  of  o.xygen  dissobed  in  the  plasma.  So 
long  as  the  subject  breathes  only  room  air  at 
atmospheric  pressure  this  poses  no  major  dif- 
ficult)', since  under  these  conditions  the  Poo 
of  the  blood  never  is  high  enough  that  the 
plasma-contained  fraction  constitutes  more  than 
a very  small  percentage  of  the  Oo  content  of 
either  the  tested  sample  or  the  capacity  sample 
with  which  it  is  compared.  When  the  subject 
breathes  mixtures  of  gases  richer  in  o.xygen, 
however,  the  PaOo  may  increase  enough  to 
force  into  solution  in  the  plasma  a quantity  of 
o.xygen  equalling  nearly  10  per  cent  of  the  amount 
of  this  gas  present  in  combination  with  hemoglobin. 
The  resultant  error  can,  for  example,  seriously 
hamper  calculation  of  arterio-venous  shunts. 
This  difficulty  can  be  overcome  by  using  a 
correctional  factor,  provided  the  partial  pres- 
sures of  0-2  and  CO2,  the  pH,  and  temperature 
of  .the  blood  are  known  values." 

spectrophotometric  methods 

As  early  as  1934,  Kramer,"  and  later  the  same 
year,  Matthes,"  described  instruments  for  meas- 
urement of  oxygen  saturation  of  blood  circu- 
lating in  vessels,  and  in  1935  this  method  was 
adapted  for  application  to  intact  tissues  of  the 
ear  lobe.®  Millikan,  in  1942,  dex'eloped  an  im- 
provement of  the  method,  and  introduced  the 
term  oximetry,  which  has  had  wide  usage  since 
then." 

It  was  not  until  1949,  when  W’ood  and  Geraci 
dex’eloped  instruments  sensing  values  for  abso- 
lute saturation  directly  (without  need  of  setting 
the  instrument  at  a known  saturation  at  the  be- 
ginning of  each  measurement),  that  this  method 
came  into  popular  clinical  use.‘" 

The  spectrophotometric  method  for  measur- 
ing o.xygen  in  blood  depends  on  the  differences 
between  the  absorption  spectra  of  reduced  and  oxy- 
genated hemoglobin.  The  absorption  of  light  by 
hemoglobin  behaves  according  to  Beer’s  law;  that 
is,  with  incident  light  intensity  constant,  the  o.xy- 
gen saturation  at  any  fi.xed  hemoglobin  concentra- 
tion is  a logarithmic  function  of  the  intensity  of 
light  transmitted  through  the  solution.  Since 
transmission  varies  with  hemoglobin  concentra- 
tion as  well  as  with  o.xygen  saturation,  there  is  a 
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problem  of  differentiation.  It  is  solved  by  simul- 
taneously measuring  transmission  at  two  differ- 
ent wave-lengths.  Since  red  and  infrared  are 
the  colors  best  transmitted  through  hemoglobin, 
narrow  hands  in  these  regions  are  used." 

This  problem  has  also  been  approached  by 
using  measurement  of  reflected  rather  than  trans- 
mitted light.  O.xygen  saturation  of  hemoglobin 
has  been  found  directly  proportional  to  the  log- 
arithm of  the  intensity  of  light  reflected  from 
blood  in  the  skin  or  in  a cuvette.  These  reflection 
readings  are  almost  totally  unaffected  by  the 
hemoglobin  concentration. 

Thus  far,  instruments  which  apply  reflection 
for  measuring  oxygen  saturation  of  blood  in 
intact  tissue  (usually  the  ear  lobe)  have  found 
their  greatest  usefulness  in  monitoring  relative 
changes  of  saturation,  particularly  during  anes- 
thesia."' Their  accuracy  is  inadequate  for  more 
precise  measurements.  On  the  other  hand,  instru- 
ments like  the  Waters  cuvette  oximeter,  devel- 
oped by  Wood  of  the  Mayo  Clinic,  have  become 
popular  for  use  during  heart  catheterization." 
It  is  so  designed  that  the  blood  is  analyzed  as  it 
is  drawn  through  a small  polyethylene  tube 
and  may  be  reinjected  into  the  systemic  circula- 
tion. The  conservation  of  blood  thus  afforded 
is  a particular  advantage  in  catheterization  of 
infants. 

Other  spectrophotometric  techniques  are  des- 
signed  for  measurement  of  hemolyzed  blood, 
and  these  give  fast,  accurate  results.  One  such 
instrument  is  the  Nahas  cuvette,  whieh  may  be 
used  witb  tbe  Beekman  model  D.U.  spectro- 
photometer.'" 

chromatographic  techniques 

Techniques  recently  introduced  for  applying 
gas  chromatography  to  the  analysis  of  gases 
contained  in  biological  fluids^"  have  stimulated 
interest  in  using  this  method  to  measure  respira- 
tory gases  in  blood."'  This  procedure  utilizes 
molecular  sieve  columns  to  separate  the  individ- 
ual gases  from  a mixture  of  the  three  respiratory 
gases  and  an  inert  carrier  gas  (usually  helium). 
The  gases  are  released  from  the  blood  by  various 
methods  before  passing  through  the  columns; 
in  some  techniques  this  is  effected  by  adding 
reagents  in  an  extraction  chamber  as  in  the 
Van  Slyke  process,  while  in  others  the  blood  is 
allowed  to  equilibrate  the  partial  pressures  of 
its  gases  with  a carrier  gas  in  a closed  chamber 
(Fig.  7). 


Fig.  7.  Beckman  Gas  Chromatograph. 


This  method  has  been  successfully  applied  to 
analysis  of  nitrogen  as  well  as  carbon  dioxide 
and  oxygen."' 

gas  tensions 

We  have  confined  the  discussion  thus  far  to 
those  analytic  methods  for  measuring  content  or 
concentration  of  blood  gases.  In  some  cases, 
however,  this  is  only  part  of  the  information 
needed.  It  may  be  equally  important  to  know 
the  partial  pressures  of  gases  when  evaluating 
clinical  cardiopulmonary  problems. 

Until  recently  there  has  been  a paucity  of 
practical  methods  available  for  blood  gas  ten- 
sion determination.  The  Roughton-Scholander 
Pco2  method  is  relatively  simple  in  principle, 
but  in  practice  it  is  beset  with  difficulties  simi- 
lar to  those  encountered  in  the  Van  Slyke  tech- 
nique regarding  the  skill  and  practice  required 
of  the  teehnician.-"  The  instrument  used  consists 
of  a small  cup  fitted  to  a tube  attached  to  a 
tuberculin  syringe.  A small  bubble  of  air  is  intro- 
duced into  the  blood  sample  in  the  tube  and 
the  mixture  agitated  to  allow  partial  pressures 
of  gases  in  the  blood  and  in  the  bubble  to  reach 
equilibrium.  Tbe  bubble  is  then  drawn  into  the 
syringe  and  measured,  after  which  it  is  forced 
back  into  the  liquid  mixture.  After  addition  of  a 
reagent  (potassium  hydroxide)  to  the  mixture 
to  remove  the  CO2,  the  bubble  is  returned  to 
tbe  syringe  barrel  for  remeasurement.  The  loss 
in  volume  of  the  bubble  between  the  two  meas- 
urements represents  that  portion  of  the  bubble’s 
volume  as  first  measured,  which  is  CO2.  This 
fraction,  multiplied  by  the  atmospherie  pressure, 
is  the  partial  pressure  of  CO2  in  the  gas  bubble, 
and  thus  also  in  the  blood  sample  with  which  it 
was  brought  to  equilibrium. 
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electrode  methods 

The  de\  elopment  by  Clark,  in  1953,  of  a cello- 
phane-covered platinum  cathode  (used  with  a 
potassium  chloride-calomel  electrode  as  an 
anode)  for  determination  of  blood  oxygen  ten- 
sions by  polarography  made  possible  a practical 
method  for  electrical  determination  of  blood  gas 
tensions.-'  Since  1957  electrode  methods  have 
been  devised  for  measurement  of  CO2  tensions 
in  blood.----*  Recently  micro-electrodes  capable 
of  performing  pH  determinations  on  capillary' 
blood  have  been  ^jerfected,  and  methods  have 
been  described  b\'  which  these  electrodes  may 
be  used  to  determine  CO2  tension. 

Electrodes  for  PCO2  determinations  are  con- 
structed to  allow  carbon  dioxide  to  diffuse  from 
the  blood  sample  through  a gas-permeable  mem- 
brane into  a thin  film  of  sodium  bicarbonate 
solution  on  the  surface  of  a conventional  pH 
electrode.  Since  physically  dissolved  carbon  di- 
oxide changes  the  pH  of  an  aqueous  solution 
proportional  to  log  PCO2  of  the  solution,  the 


Fig.  8.  Combination  of  electrodes  for  measuring  gas  ten- 
sions in  blood.  The  electrodes  are  inside  a sealed  chamber 
in  a constant  temperature  water  bath.  Samples  are  mea- 
sured by  injecting  into  the  stopcocks  on  the  front  of  the 
water  bath.  Signals  from  electrodes  are  measured  by  the 
Beckman  physiological  gas  analyzer,  and  may  be  monitored 
by  a recorder. 

change  of  potential  of  the  electrode  \t  ill  accu- 
ratelv  indicate  the  Pco2  of  the  blood  sample 
(Fig.  8). 

These  electrode  methods  have  pro\en  most 
valuable  clinically,  particularly  because  they 
pro\  ide  rapid,  on-the-spot  answers  in  acute  card- 
iac and  respiratory-  emergencies. 

hydrogen  ion  concentration 

.\t  any  partial  pressure  of  the  gas,  the  concen- 
tration of  either  carbon  dioxide  or  o.xygen  in 
blood  is  influenced  by  temperature  and  h\-drogen 
ion  concentration.  An  understanding  of  these 
relationships  is  necessary  in  the  interpretation 


of  pathologic  alterations  of  respiratory-  physi- 
ology. This  knowledge  also  enables  us  to  use 
arterial  blood  gas  analysis  as  a tool  in  the 
management  of  acute  metabolic  acidosis  occur- 
ring in  numerous  medical  emergencies,  includ- 
ing cardiac  arrest,  salicylate  and  other  drug  in- 
to.xications,  acute  renal  failure,  diabetes,  and 
cardiopulmonary  b\--pass  during  open  heart  sur- 
gery. 

Actually-,  the  electrode  methods  for  measure- 
ment of  gas  tensions  in  blood,  described  in  the 
preceding  section,  have  been  made  possible  by- 
modifications  of  the  conventional  electrode  prin- 
ciple used  to  measure  hy-drogen  ion  concentra- 
tion in  liquids.  The  type  of  pH  electrode  com- 
monly- used  consists  of  a very-  thin  bulb  of  a 
special  type  of  glass  which  is  filled  with  some 
standard  electrolyte  such  as  0.1  N HCl.  When 
the  bulb  is  immersed  in  an  rmknow-n  solution,  a 
potential  difference  develops  between  the  solu- 
tions inside  and  outside  of  the  glass  bulb.  The 
magnitude  of  this  difference  in  electric  potential 
depends  on  the  hydrogen  ion  concentration 
of  the  unkno\\-n  solution.  This  potential  differ- 
ence is  measured  by-  combining  the  glass  elec- 


Fig.  9.  Nomograph  for  determining  acid  base  status  from 
blood  gas  measurements  (from  Andersen  and  Engel). 

trode  with  a standard  half  cell,  usually  a sat- 
urated calomel  electrode,  and  measuring  the 
\ oltage  produced.  Because  of  the  high  resistance 
of  the  glass  membrane,  some  type  of  amplifi- 
cation of  the  signal  is  required.  Vacuum  tube 
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amplifiers  are  generally  used  for  this  purpose. 

In  1960  Siggaard  Andersen  and  co-workers 
described  an  improved  instrument  consisting  of 
a micro-electrode  which  could  be  used  effective- 
ly with  capillary  blood  for  rapid  pH  determina- 
tion.By  the  principle  of  equilibrating  the  sam- 
ple with  standardized  gases  of  two  different 
known  CO2  tensions  and  measuring  the  pH  at 
these  corresponding  known  Pcoo  levels,  they 
were  able,  by  applying  the  proportional  relation- 
ship between  pH  and  Pcoj,  to  calculate  the 
initial  Pcoo  of  the  sample. 


Since  hemoglobin  constitutes  the  major  ef- 
fective portion  of  buffer  base  present  in  blood, 
it  is  possible  to  construct  a nomogram  relating 
hemoglobin  concentration,  pH,  PCO2,  and 
amount  of  base  excess  or  deficit.-"  With  a simple 
hemoglobinometer  and  the  pH  and  PCO2  elec- 
trodes already  described,  values  for  the  first 
three  of  these  measurements  may  be  obtained  at 
the  bedside  within  minutes,  and  the  amount  of 
base  deficit  or  excess  expressed  in  milli-equiva- 
lents  per  liter  may  be  immediately  determined 
from  the  nomograph  (Fig.  9). 


Clinical  Application 


acid-base  problems 

By  the  above  methods  one  may  obtain  quickly 
( and,  if  necessary,  monitor  frequently ) three  im- 
portant measurements,  which  make  it  possible  to 
“titrate”  treatment  in  emergency  acid-base  de- 
rangements, and  thus  quickly  restore  and  main- 
tain homeostasis.  These  three  values  are  1 ) 
pH,  2)  Pc02,  and  3)  base  deficit  (or  excess). 
From  these  three  values  one  may  determine: 
1 ) whether  a patient  is  acidotic,  alkalotic,  or 
neither;  2)  whether  the  derangement  is  primar- 
ily respiratory,  metabolic,  or  both;  3)  whether, 
when  metabolic  derangement  is  present,  there 
is  attendant  respiratory  compensation,  or  in  case 
the  primary  alteration  is  respiratory,  whether 
there  is  metabolic  compensation. 

Acidosis  or  alkalosis  is  present  if  the  pH  is 
below  7.36  in  the  former  or  above  7.4  in  the 
latter  case.  (The  normal  mean  value  for  pH  of 
human  blood  is  usually  considered  to  be  7.38 
at  normal  temperature.)  Respiratory  acidosis  or 
alkalosis  occurs  with  excess  or  deficit  of  volatile 
acid  in  the  blood  and  tissues.  This  volatile  acid 
is  present  as  carbonic  acid,  or  dissolved  CO2, 
which  is  excreted  primarily  by  the  lungs.  On 
the  other  hand,  metabolic  acidosis  or  alkalosis 
results  from  excess  or  deficit  of  fixed  acid 
anions  in  the  blood  and  tissues  in  relation  to 
the  fixed  basic  cations  present.  These  fixed 
acids  can  only  be  excreted  by  the  kidney. 

The  Pco2  is  a measurement  of  excess  or  defi- 
cit of  volatile  acids.  Thus  if  the  PCO2  is  higher 
than  40  mm  Hg,  there  is  an  excess  of  carbonic 
acid,  and  if  the  pH  is  below  7.36  at  the  same 
time,  we  may  conclude  that  respiratory  acidosis 
is  present.  The  retention  of  excess  fixed  acids 
is  indicated  by  measurement  of  base  deficit 


(e.xpressed  in  mEq/L).  When  base  deficit  is 
found  and  pH  is  below  7.36,  metabolic  acidosis  is 
present.  If  there  is  measureable  base  excess,  and 
the  pH  is  elevated,  metabolic  alkalosis  is  present. 

If  the  acid-base  abnormality  is  the  result  of 
retention  or  deficit  of  CO2,  hyperventilation  may 
be  indicated  in  treating  the  former  and  hypoven- 
tilation, rebreathing,  or  addition  of  CO2  to 
the  respiratory  gas  mixture  in  the  latter  case. 
Metabolic  acid-base  imbalance  ultimately  must 
be  corrected  by  the  kidney,  by  retention  or  ex- 
cretion of  the  necessary  cations  or  anions.  Im- 
mediate correctiv'e  efforts  in  metabolic  acidosis, 
however,  are  directed  at  addition  of  needed 
cations  (usually  as  sodium  bicarbonate),  or  in 
some  cases,  the  addition  of  tris  ( hydroxymethyl ) 
aminomethane  ( THAM ) , which  binds  acid  anions 
by  acting  as  an  organic  base. 

It  has  been  found  that  with  variance  from 
normal  temperature  the  pH  of  homeostasis  is 
different  from  that  at  normothermia.  This  has 
necessitated  development  of  correctional  factors 
for  application  to  interpretation  of  blood  gas 
measurements  made  during  procedures  per- 
formed under  hypothermic  conditions  such  as 
occur  in  some  open  heart  operations. 

pulmonary  insufficiency 

The  previous  articles  of  this  series  have  dealt 
with  pathologic  mechanisms  which  result  in  pul- 
monary insufficiency,  and  different  disease  en- 
tities in  which  these  mechanisms  are  present. 
The  only  possible  means  of  quantitatively  meas- 
uring pulmonary  insufficiency,  however,  is  by 
arterial  blood  gas  analysis.  Most  clinicians  are 
unable  to  detect  visible  cyanosis  until  the  arterial 
oxygen  saturation  is  below  85  per  cent.  Patients 
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Table  1.  Arterial  Blood  Gases — Normal  Values 


O2  content  (breathing  room  air 

at  sea  level)  17.5  to  20.5  vol.  % 

0-2  per  cent  saturation  (breathing  room  air  at 

sea  level— resting  or  exercise)  >94? 

Oo  percent  saturation  (breathing  100%  O2)...100% 
(Plus  1.9  ml  0-2  dissolved  in  plasma/ 100  ml  blood) 

O2  capacity 1.34  X Hb 

(in  gm/100  ml)  plus  0.3 
O2  tension  (breathing  room  air)...  95  to  100  mm  Hg 
O2  tension  (breathing  100?  O2)  . 600  to  640mmHg 
CO2  content,  whole  blood  49  vol.?  or  21.9  mM,  L 


CO.,  content,  plasma  .59.6  vol.? 

CO2  tension  .40  mm  Hg 

pH'  7.4 


are  hypoxic  from  the  physiologic  standpoint, 
however,  if  the  arterial  blood  is  less  than  94 
per  cent  saturated  with  oxygen.  Since  pulmonary 
insufficency  by  definition  is  the  failure  of  the 
lungs  to  carry  out  adequately  the  function  of 
gas  exchange,  it  is  always  manifested  by  hypoxia, 
and  sometimes  by  hypercarbia  if  CO2  retention 
is  also  present  (Table  I). 

Pulmonary  insufficency  is  sometimes  classified 
by  division  into  the  following  four  categories 
.A. ) Hypoxia  with  exercise,  but  arterial  blood 
saturated  at  rest;  B ) Hypoxia  at  rest,  but  no 
CO2  retention;  C)  Hypoxia  and  hypercarbia; 
and  D ) Severe  hypoxia,  with  hypercarbia,  and 
pulmonary  hypertension.  This  classification  of 
pulmonary  insufficency  is  sometimes  combined 
with  a I through  IV  classification  of  pulmonary 
disability  to  provide  a classification  of  chronic- 
respiratory  disease  analogous  to  that  in  common 
usage  for  heart  disease. 

A-V  shunts 

If  hcpo.xia  which  is  present  while  breathing 
room  air  ( at  atmospheric  pressure ) is  not  cor- 
rected by  breathing  100  per  cent  oxygen,  a true 
anatomic  shunt  is  practically  certain  to  be  pres- 
ent. The  ratio  of  the  amount  of  shunted  blood 
to  the  total  cardiac  output  may  be  quantitatively 
determined  from  an  equation  which  requires 
knoNcn  values  of  oxygen  concentration  of  arterial 
blood,  mixed  venous  blood,  and  end-pulmonary 
capillary  blood.  Arterial  blood  may  be  obtained 
by  arterial  puncture,  and  mixed  venous  blood  by 
right  heart  catheterization.  If  the  patient 
breathes  100  per  cent  o.xygen,  the  end-capillar>- 
blood  may  be  assumed  to  contain  an  amount  of 
o.xygen  equal  to  the  O2  capacity  of  hemoglobin 


plus  2.0  ml  of  dissolved  O2  per  100  ml. 

In  clinical  practice  detection  of  a relatively 
small  shunt  may  be  missed  if  100  per  cent  oxygen 
is  breathed,  since  this  produces  such  a high 
alveolar  P02  that  the  arterial  blood  may  still  be 
saturated.  For  this  reason  it  has  been  found 
useful  to  use  a 40  per  cent  oxygen  breathing 
mixture  for  detection  of  shunts.  Another  alterna- 
tive is  to  use  P02  measurement  (made  by  the 
polarographic-electrode  methods),  rather  than 
content  measurements,  since  the  dilution  by 
shunted  blood  will  affect  the  oxygen  tension  of 
the  samples  even  though  the  hemoglobin  is 
saturated. 

permeability  defects 

\\Tile  accurate  quantitation  of  impaired  per- 
meance (or  diffusion)  is  best  accomplished  by 
measuring  the  transmission  of  carbon  monoxide 
across  the  alveolar-capillary  membrane,  this 
technique  is  not  always  available  to  the  clinical 
laboratory.  For  practical  purposes  one  can  ac- 
cept a marked  increase  in  hypoxia  brought 
on  by  e.xercise  as  evidence  of  a membrane  perme- 
ability defect.  This  is  because  exercise  increases 
the  rate  at  which  blood  passes  through  the  pul- 
monary capillaries,  allowing  less  time  for  it  to 
come  to  equilibrium  with  the  alveolar  gas.  Unless 
the  rate  of  diffusion  of  gases  through  the  mem- 
brane has  been  slowed  down  by  defective 
permeability,  the  time  of  passage  is  still  adequate 
for  the  blood  to  become  saturated.  If  the  mem- 
brane permeability  is  impaired,  however,  com- 
plete saturation  is  not  attained  during  this  time, 
and  the  saturation  of  arterial  blood  will  be 
lowered. 

Because  of  the  high  solubility  of  CO2,  impair- 
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ment  of  membrane  permeability  never  causes 
carbon  dioxide  retention. 

veniillation-perfusion  abnormalities 

Non-uniform  distribution  of  alveolar  gas  in 
relation  to  bloodflow— that  is  to  say,  abnormality 
of  ventilation-perfusion  ratios— is  the  derange- 
ment most  commonly  responsible  for  hypoxia  and 


hypercarbia.  This,  and  hypoventilation,  are  the 
only  two  physiologic  alterations  in  which  reten- 
tion of  carbon  dioxide  occurs.  Thus,  if  hyper- 
carbia is  present  on  arterial  blood  gas  analysis, 
and  measurement  of  alveolar  ventilation  is  not 
below  normal,  then  ventilation-perfusion  abnor- 
malities are  certainly  present.  ■ 

951  Medical  Dental  Building  (1) 
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Contralateral  Ureteronreterosto?ny 

C.  BALCOM  MOORE,M.D.  Walla  Walla,  Washington 


Fig.  1.  Right  pyelogram  12/23/58:  left  pyeloureterogram 

12/5/58:  note  constricted  area  at  L-5  on  the  left,  and  severe 
UP  obstruction  right. 


In  recent  years,  the  ingenuity  of  urological  sur- 
geons has  been  growing,  so  that  various  organs 
have  been  used  to  substitute  for  ureters  irrepar- 
ably damaged.  The  most  common  among  these 
substitutes  is  the  ileum,  but  it  has  also  been  sug- 
gested that  the  contralateral  ureter  could  very 
well  be  used  in  suitable  instances.  Such  instances 
might  include  one  in  which  one  kidney  is  destroy- 
ed but  its  ureter  is  still  good,  whereas  the  op- 
posite kidney’s  ureter  is  poor.  The  end  of  the  two 
ureters  could  be  anastomosed  across  the  midline 
to  produce  satisfactory'  drainage.  This  is  a case 
report  of  just  such  a situation  and,  at  the  time  that 
it  was  done,  I was  not  aware  that  this  procedure 
had  been  used  in  any  other  cases.  Only  two  others 
have  been  reported,  to  my  knowledge,  since  that 
time.'  - 

CASE  REPORT 

This  fifty-four  year  old  inmate  of  the  \^'ashington 
State  Penitentiary,  about  November  1,  1958,  began 
to  have  attacks  of  coma,  each  lasting  several  hours, 
left  ureteral  colic,  and  prostatism.  From  childhood  to 
age  twenty-one  he  had  right  ureteral  colic  which 


gradually  disappeared.  After  his  arrest,  November  29, 
1958  and  transfer  to  the  Penitentiary,  on  December 
23,  1958  he  was  found  to  have  BUN  of  60  mg  per 
100  ml  and  PSP  of  10  per  cent  in  two  hours.  Cystos- 
copic  study  showed  a grade  2-3  hydronephrosis  and 
hydroureter  on  the  left,  non-functioning  right  kidney 
with  a normal  right  ureter,  (Fig.  1)  and  slight  trilo- 
bar  prostatic  hyperplasia.  A right  nephrostomy  was 
done,  December  24,  1958,  but  no  significant  urinary 
output  occurred  at  any  time.  An  inlying  catheter  pro- 
duced improvement  in  his  BUN  and  PSP,  but  the  left 
hydronephrosis  progressed  in  spite  of  ureteral  dila- 
tions, December  23,  1958,  and  January  31,  1959.  Re- 
peat pyelogram  at  this  time  showed  increased  ob- 
struction of  the  middle  third  of  the  left  ureter.  Needle 
nephrostomy  on  the  left,  February  2,  1959  resulted 
ill  further  improvement  of  his  BUN  and  PSP.  On 
March  17,  1959  dye  was  injected  through  the  neph- 
rostomy drain  for  an  antegrade  pyelogram.  The  film 
showed  the  ureter  to  be  obstructed  at  the  iliac  artery 
and  at  the  bladder  wall.  Two  days  later  the  ureter 
was  dilated  again,  this  time  to  size  14,  and  a size  8 
ureteral  catheter  was  left  in  place.  Exploration  of  the 
ureter  was  carried  out,  March  23,  1959.  Retroperi- 
toneal fibrosis  as  described  by  Ormund,®  was  found. 
It  had  caused  a stricture  and  had  partially  encased 
the  ureter  all  the  way  from  the  bladder  to  the  kidney, 
with  normal  ureter  caliber  on  ureterostomy.  Size  10 
splint  was  left  up  the  ureter  from  the  bladder  to  the 
kidney,  and  the  ureter  was  moved  laterally  away  from 
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Fig.  2.  Left  antegrade  pyelogram,  6/11/59;  the  radiolucent 
area  in  the  ureter  at  the  obstruction  is  not  explained,  and 
may  have  been  an  air  bubble. 


the  fibrosis.  Further  improvement  occurred  in  the 
PSP,  to  2.75  minutes  appearance  time,  with  37.5 
per  cent  in  thirty  minutes.  The  splinting  catheter  had 
to  be  removed  on  the  twelfth  post-operative  day  be- 
cause of  sand,  and  on  the  thirty-second  day  I.V. 
urogram  and  BUN  showed  poorer  function  of  the 
kidney.  Ureteral  dilation  was  repeated  on  April  25, 
but  the  ureter  was  found  to  be  blocked.  Left  neph- 
rostomy was  done.  Six  weeks  later,  June  11,  1959,  an 
antegrade  pyelogram  showed  the  ureter  to  be  blocked 
7 cm  below  the  UP  junction.  (Fig.  2). 

On  June  29,  1959,  a transverse  upper  abdominal 
incision  was  made  and  right  nephrectomy  carried  out, 
cutting  the  ureter  off  at  the  UP  junction,  below  which 
point  it  was  normal.  The  left  ureter  was  also  cut  off 
just  above  the  point  of  obstruction,  and  the  ends  of 
the  two  ureters  anastomosed  obliquely  with  inter- 
rupted sutures.  The  attempt  to  bring  the  right  ureter 
retroperitoneal  anterior  to  the  vessels  was  blocked 
by  the  fibrosis,  so  it  was  brought  intraperitoneal 
across  the  midline  and  then  retroperitoneal,  where  the 
anastomosis  was  made.  The  ureter  was  then  cover- 
ed with  mesentery  to  protect  against  urinary  leak- 
age. No  splint  was  used.  A cigarette  drain  was  placed 
into  the  old  right  nephrostomy  stab  wound.  The  left 
kidney  was  drained  with  the  previously  placed 
nephrostomy  tube.  Post-operative  course  was  compli- 
cated by  an  infected  subfascial  hematoma,  which  left 
him  with  an  incisional  hernia.  Very  little  drainage  oc- 
curred into  the  bladder  at  any  time,  so  on  July  24, 
1959,  the  twenty-fifth  post-operative  day,  cystoscopy 
and  right  ureteral  dilatation  to  size  14  was  carried 
out,  all  bulbs  meeting  obstruction  at  the  bladder  wall, 
and  being  blocked  at  26  cm.  A retrograde  ureteropy- 
elogram  was  made,  (Fig.  3),  showing  the  anastomosis 
to  be  open  and  the  kidney  pelvis  much  less  dilated 


than  before,  with  a capacity  of  only  25  cc  as  com- 
pared to  95  cc  as  recently  as  July  18,  1959  when  the 
tube  was  blocked  with  sand  for  the  second  time.  A 


Fig.  3.  Retrograde  bulb  ureteropyelogram.  The  area  of 
construction  is  apparently  the  site  of  anastomosis  7/24/59. 
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Fig.  4.  I.  V.  urogram  8/20/60,  10  minute  film.  This  shows 
as  much  of  the  ureter  as  was  visible  at  any  time. 


Table  1 


Progress 

of  Kidney  Function 

Date 

PSP 

PSP  percent 

BUN 

App.  Time 

30  min. 

2 hrs 

12/5/58 

43 

20 

12/23 

60 

10 

12  24 

76.5 

12/27 

64 

16 

10 

1/10/.59 

35 

15 

20 

1/15 

22 

12 

15 

3/28 

13 

2-3,  '4 

37 

6-16 

26 

3-1/2 

23 

9/9 

•55 

5 

23 

10/20 

48 

8/20/60 

33.4 

size  6 catheter  could  be  passed  through  the  anasto- 
mosis obstruction  at  26  cm,  and  was  left  indwelling 
for  four  days.  The  nephrostomy  tube  was  clamped, 
and  on  removal  of  the  splint  and  urethral  catheter, 
the  patient  began  voiding  up  to  225  cc  at  a time. 
Kidney  residual  was  only  35  cc.  The  nephrostomy 
tube  was  removed  on  August  8,  1959.  The  wound 
closed  immediately. 

During  the  year  following  this  the  patient  had  a 
variable  amount  of  urinary  infection,  treated  with 
antibiotics,  sulfa,  and  nitrofurantoin  (Furadantin),  as 
his  stomach  would  tolerate  them.  His  last  studies 
were  on  August  20,  1960,  at  which  time  his  BUN 
was  33.4  mg  per  cent  (Table  1)  and  his  l.\\  urogram 
(Fig.  4)  showed  Grade  2 calyectasis  with  good 
drainage.  Some  dilatation  of  the  left  ureter  above 
the  anastomosis  was  still  present.  Patient  refused  a 


cystoscopic  study.  He  was  paroled  about  October  1, 
1960,  and  immediately  skipped  parole,  so  that  no 
follow-up  has  been  available  as  late  as  January  1, 
1963. 

summary 

A fifty -four  year  old  man  who  had  a congenital 
ureteropeh'ic  obstruction  with  hydronephrotic 
destruction  of  the  right  kidney,  developed  retro- 
peritoneal fibrosis  obstructing  his  left  ureter. 
.\fter  dilations  and  surgical  attempts  at  relief  of 
this  obstruction  failed,  right  nephrectomy  and 
end-to-end  anastomosis  of  the  right  and  left  ure- 
ters were  carried  out  successfully.  As  far  as  is 
known,  this  is  the  first  instance  of  this  type  of 
correction.  ■ 

120  East  Birch  St. 
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Hope  you're  not  allergic  to  shellfish,  Doctor 


L 

‘ • y ■* 

1 jfi 

■ - ; k,  ’ .. 

//] 

Ja 

If  you’re  not  allergic  to  oysters,  clams, 
or  shrimp,  then  you  probably  enjoy 
shellfish  soups.  Even  the  aroma  of  a 
steaming  bowlful  of  Clam  Chowder, 
Oyster  Stew,  or  Cream  of  Shrimp  Soup 
is  very  likely  to  kindle  the  appetite  of  a 
tired  doctor  ...  or  of  his  patients,  too,  for  that  matter. 

Campbell’s  shellfish  soups,  in  fact,  are  one  of  the  best 
ways  you  may  find  of  adding  interest  to  a patient’s  diet 
or  of  getting  him  to  follow  the  diet  that  you’ve  prescribed. 
These  soups  are  made  with  succulent  clams,  tender  little 
shrimp,  or  flavorful  oysters.  They  have  a wide  variety  of 
essential  nutrients  and  provide  nourishment  and  fluid 
which  the  body  can  readily  utilize.  A single  7 oz.  serving 
of  Cream  of  Shrimp  Soup,  for  instance,  provides  a patient 
with  about  4.0  gm.  of  protein  and  132  calories.  For  a 
patient  who  needs  something  satisfying  but  with  fewer 


calories,  suggest  Manhattan  Style  Clam  Chowder  with 
approximately  63  calories  per  serving. 

Campbell’s  shellfish  soups  — like  all  Campbell’s  Soups  — 
are  made  of  the  finest  ingredients.  The  clams  you  see  in 
our  picture  are  typical  of  this  quality.  All  ingredients 
are  blended  carefully  and  processed  to  preserve,  as  much 
as  possible,  the  natural  flavors  and  nutritive  values. 
That’s  the  secret  of  the  goodness  you  associate  with  all 
Campbell’s  Soups. 

By  the  way.  Doctor,  the  Oyster  Stew,  Cream  of  Shrimp 
Soup,  and  a New  England  Style  Clam  Chow- 
der are  included  in  our  line  of  delicious 
frozen  soups. 

Recommend  Campbell’s  Soups  to  your 
patients... and,  of  course,  enjoy  them  your- 
self. There’s  a soup  for  almost  every  patient 
and  diet,  for  evei'y  meal. 


‘Miltown’  (meprobamate)  is  a known  and  dependable  drug.  Its  few 
side  effects  have  been  fully  reported.  There  are  no  surprises  in 
store  for  either  the  patient  or  the  physician.  This  is  why,  despite 
the  appearance  of  “new  and  different”  tranquilizers,  meprobamate 
is  prescribed  more  than  any  other  tranquilizer  in  the  world. 


Clinically  Proven 

in  more  than  750  published  clinical  studies 
and  over  eight  years  of  clinical  use 

Outstanding  Record  of 
Effectiveness  and  Safety 

1 Relieves  anxiety  and  anxious  depression  in  a broad  spectrum  of 
• clinical  conditions. 

2,  Doesn’t  leave  patients  “too  groggy”  to  work  or  think  or  learn. 

3 Relaxes  both  mind  and  skeletal  muscle.  Relieves  physical  tension 
• as  well  as  emotional  stress. 

Product  Information:  ‘Miltown’  (meprobamate)  is  indicated  in  anxiety 
and  tension  states,  and  all  conditions  in  which  anxiety  and  tension  are 
symptoms;  in  muscle  spasm  or  tension;  and  in  petit  mal. 

Slight  drowsiness  may  occur  with  meprobamate  and,  rarely,  allergic  re- 
actions. Meprobamate  may  increase  effects  of  excessive  alcohol.  Use  with 
care  in  patients  with  suicidal  tendencies.  Massive  overdosage  may  pro- 
duce coma,  shock,  vasomotor  and  respiratory  collapse.  Consider  possi- 
bility of  dependence,  particularly  in  patients  with  history  of  drug  or  alco- 
hol addiction.  Withdraw  gradually  after  prolonged  use  at  high  dosage. 


Usual  dosag'e:  1 or  2 400  mg.  tablets  t.i.d.  Supplied:  400  mg.  scored  tablets,  200  mg. 
sugar-coated  tablets;  bottles  of  50. 


Miltowir 

meprobamate 


WALLACE  LABORATORIES  / Cranbury,  N.  J. 


CM-9209 


Hungry  for  flavor?  Tareyton’s  got  it! 


Flavor  you  never  thought  you’d  get  from  any  filter  cigarette! 


You'll  never  know  how  satisfying  filter  smoking  Dual  Filter  brings  out  the  best  taste  of  these  choice 

can  be  until  you  try  Tareytons.  Fine,  flavor-rich  tobaccos.  Sound  too  good  to  be  true?  Pick  up 

tobaccos  go  imtg  each  Tareyton.Then  the  famous  a pack  of  Tareytons  today  and  see  for  yourself. 


DUAL  FILTER 


Tareyton 
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And  what  is  so  rare  as  a day  in  June? 
Then,  if  ever,  come  perfect  days; 

Then  Heaven  tries  the  earth  if  it  be  in  tune 
And  over  it  softly  her  warm  ear  Jays. 

James  Russell  Lowell 


Rare  indeed  are  the  June  da  vs  at  Sun  Valley  when  the  Idaho 
State  Medical  Association  holds  the  most  pleasant  of  all  medical 
meetings.  And  a rare  pri^ilege  it  will  be  this  year  to  attend  the 
71st  annual  meeting,  planned  to  surpass  in  interest,  pleasure  and 
value,  an\  thing  Idaho  has  done  before. 

Idaho  has  a fine  reputation  for  innovation.  Once  more  the 
pattern  for  the  annual  meeting  has  been  torn  to  pieces  and  reassem- 
bled, with  ob\'ious  improvements  worked  into  the  new  design.  The 
meeting  will  start  on  MVdnesday,  end  on  Saturday,  and  allow 
recreation  time  between. 

Most  important,  however,  is  the  new  scientific  session,  with  ten 
outstanding  speakers  who  will  present  a broad  program  of  post- 
graduate education.  This  one  should  not  be  missed. 

Writing  about  Idaho  State  Medical  Association  meetings  at 
Sun  \^allev  tends  to  e.xhaust  one’s  superlatives.  They  merit  nothing 
less.  If  you  ha\  e never  attended  one  of  these  remarkable  sessions, 
this  is  the  vear  to  see  for  vourself.  Thev  are  not  like  anv  other. 
Plan  now  to  get  benefit  and  bonus  from  the  education  and  enjoy- 
ment offered  at  Sun  Valley.  H.L.H. 


It  has  been  my  privilege  as  Program  Chairman,  with  the  assist- 
ance of  the  Program  Committee,  to  prepare  an  entirely  new  format 
for  the  Scientific  Session  of  the  71st  annual  meeting,  being  held 
this  year  in  conjunction  with  Idaho’s  Centennial  Celebration. 

The  theme  of  the  program  is.  Emphasis:  Scientific  Knowledge. 
Ten  guest  speakers,  all  prominent  physicians  and  instructors,  will 
present  sparkling  scientific  discussions  on:  Space  Medicine,  Heart 
Surgery,  Epidemiology,  General  Surgery^  Internal  Medicine,  Pedi- 
atrics, Obstetrics  and  Gxmecology,  Orthopedics,  Pathology  and 
Thoracic  Surgery. 

We  have  attempted  to  arrange  a program  to  your  personal 
liking  no  matter  what  field  of  medicine  you  pursue.  We  hope  you 
will  join  us  at  Sun  Valley,  June  26-29,  for  an  outstanding  medical 
meeting. 

MAX  F.  BELL,  M.D. 

Program  Ch a irma n 
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EMPHASIS:  SCIENTIFIC  KNOWLEDGE 

You  and  yours  are  invited  to 
share  with  us  the  fine  postgradu- 
ate session  we  have  been  plan- 
ning for  our  71st  Annual  Session 
at  Sun  Valley,  June  26-29.  Ten 
nationally  prominent  physicians 
and  instructors  will  present  the 
program  built  on  the  theme— 
Emphasis:  Scientific  Knowledge. 
Max  F.  Bell,  Boise,  and  his  hard- 
working committee  have  been 
planning  this  meeting  for  many 
months.  It  is  the  most  ambitious 
program  Idaho  has  ever  under- 
taken, and  we  believe  every  gen- 
eral practitioner  and  all  specialists 
will  find  it  very  much  worth-while. 

On  behalf  of  the  Idaho  State 
Medical  Association,  I urge  you 
to  come  to  Sun  Valley  to  spend  four  wonderful  days  with  us  at  one 
of  America's  great  vacation  spots.  You've  heard  about  winter  fun 
at  Sun  Valley,  but  did  you  know  that  this  famous  resort  offers  much 
greater  variety  of  activity  in  summer  than  in  winter?  We've  planned 
our  meeting  so  you  may  enjoy  all  of  it  with  the  meeting. 

Everyone  likes  Sun  Valley  in  June.  Days  are  warm,  the  air  is 
clean,  and  evenings  are  refreshingly  cool.  There  is  golfing,  trap 
shooting,  ice  skating,  tennis,  fishing,  horseback  riding,  mountain 
climbing,  and  the  best  kind  of  loafing  you  can  find.  Everyone  is 
away  from  home  and  able  to  relax  accordingly. 

You're  out  of  uniform  at  Sun  Valley  if  you  show  up  in  anything 
but  sport  clothes,  with  two  exceptions.  A business  suit  is  best  for  the 
"Welcome  to  Sun  Valley  Party"  Wednesday  evening  and  dinner 
jacket  is  in  order  for  the  banquet  on  Saturday. 

We  are  particularly  fortunate  this  year  to  have  Norman  Welch, 
of  Boston,  as  our  Featured  Speaker.  He  is  Speaker  of  the  House  of 
Delegates  of  the  American  Medical  Association  and  an  outstanding 
personality  in  the  profession.  His  rich  voice,  fluent  expression  and 
ready  wit  have  made  him  one  of  the  most  popular  of  AMA  speakers. 

He  will  discuss  "Problems  Associated  with  the  Preservation  of  the 
Private  Practice  of  Medicine."  You  will  thoroughly  enjoy  his  talk. 

Again,  I urge  you  to  be  with  us  at  Sun  Valley,  June  26-29. 

Manley  6.  Shaw,  M.D.,  President, 

Idaho  State  Medical  Association 
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Manley  B.  Shaw,  M.D. 


Program 

1.  Selection  of  Patients  for  Surgical  Correction  of  Congenital  Heart  Disease 

2.  Prevention  and  Treatment  of  Postoperative  Respiratory  Complications 

BENSON  B.  ROE,  M.D.,  SAN  FRANCISCO,  CALIFORNIA 
Associate  Professor  of  Surgery,  University  of 
California  School  of  Medicine 

1.  Recent  Trends  in  Virus  Research  of  Interest  to  the  Practicing  Physician 

2.  A Review  of  Clinical  and  Diagnostic  Features  of  Virus  Diseases 

CARL  M.  EKLUND,  M.D.,  HAMILTON,  MONTANA 
Medical  Director,  National  Institute  of 
Allergy  and  Infectious  Diseases,  Rocky 
Mountain  Laboratory,  U.S.  Public  Health  Service 

1.  The  Chemotherapy  of  Solid  Tumors 

2.  Advances  in  Cancer 

GEORGE  E.  MOORE,  M.D.,  BUFFALO,  NEW  YORK 
Director,  Roswell  Park  Memorial  Institute, 
Department  of  Health,  State  of  New  York 

1.  Diabetes  Melitus  in  Children 

2.  Inborn  Errors  of  Metabolism 

GEORGE  H.  LOWREY,  M.D.,  ANN  ARBOR,  MICHIGAN 
Associate  Professor  of  Pediatrics, 
University  of  Michigan  Medical  School 

1.  The  Role  of  Physicians  in  Space  Medicine 

2.  Future  Concepts  of  Space  Flights  and  Anticipated  Physical  Stress 

D.  H.  STODDARD,  M.D.,  WASHINGTON,  D.C. 
Assistant  Director  for  Medical  Operations,  Space  Medicine, 
Office  of  Manned  Space  Flight,  National  Aeronautics  and 

Space  Administration 
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Program 

1.  What  Makes  the  Uterus  Work? 

2.  The  Infected  Cervix 

ALLAN  C.  BARNES,  M.D.,  BALTIMORE,  MARYLAND 
Professor  and  Chairman  of  Department  of  Obstetrics  and  Gynecology, 
Johns  Hopkins  University  School  of  Medicine 

1.  Management  of  Femoral  Fractures  in  Children 

2.  Helpfid  Aids  in  the  Management  of  Trauma 

WILLIAM  E.  SNELL,  M.D.,  PORTLAND,  OREGON 
Associate  Professor  of  Orthopedic  Surgery  and 
Head  of  the  Department  of  Orthopedics, 
University  of  Oregon  Medical  School 

1.  The  Heart  in  Heart  Failure 

2.  Anticoagulants  in  Vascular  Disease,  The  Pro  and  Con 

JAMES  V.  WARREN,  M.D.,  COLUMBUS,  OHIO 
Professor,  Department  of  Medicine,  Ohio  State 
University  College  of  Medicine 

1.  Practical  Problems  in  Thoracic  Surgery 

2.  An  Approach  to  the  Surgical  Treatment  of  Pulmonary  Tubercidosis 

NORMAN  J.  WILSON,  M.D.,  BOSTON,  MASSACHUSEHS 
Assistant  Clinical  Professor  of  Surgery, 
Tufts  University  School  of  Medicine  and 
Associate,  Overholt  Thoracic  Clinic 

1.  Cancer  of  the  Female  Genital  Tract:  The  Current  Role  and  Future  Trends 
of  Clinical  Cytopathology 

2.  Cancer  of  the  Respiratory  and  Alimentary  Tracts:  The  Current  Role  and 
Future  Trends  of  Clinical  Cytopathology 

JOHN  K.  FROST,  M.D.,  BALTIMORE,  MARYLAND 
Director,  Division  of  Cytopathology,  Johns  Hopkins 
University  School  of  Medicine 
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Featured  Speaker 


NORMAN  A.  WELCH,  M.D. 

Speaker,  House  of  Delegates,  American  Medical  Association 


“PROBLEMS  ASSOCIATED  WITH  PRESERVATION  OF  THE  PRIVATE 

PRACTICE  OF  MEDICINE” 

Saturday,  June  29,  12:00  EVERYONE  INVITED 


General  Information 

HOUSE  OF  DELEGATES  meets  at  noon,  Wednesday,  June  26. 
SCIENTIFIC  SESSIONS  9-12,  1-4  Thursday  and  to  4:30  Friday  and  Sat- 
urday. 

REGISTRATION  FEE,  non-resident  physician  S25,  physician’s  wife  S2. 

Privilege  of  attending  is  a dues  benefit  to  members  of  ISMA. 
ANNUAL  BANQUET  (formal)  Saturday  evening. 

TRAIL  CREEK  PARTY,  Thursday  evening,  no  planned  soeial  activity 
Friday  evening. 

Write  to  Adolph  Roubicek  at  Sun  Valley  or  to  Idaho  State  Medical  Associ- 
ation, Sonna  Building,  Boise,  for  room  reservation.  See  coupon,  page  374. 
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AMERICA’S 

POPULAR 

ftinand 

sports 

RESORT 


WINTER /SUMMER 


Your  place  in  the  sun,  winter  or 
summer,  is  Sun  Valley.  Here,  in  the 
shadows  of  Idaho’s  majestic  Sawtooth 
Mountains,  you’ll  find  everything 
you’ve  ever  dreamed  about  for  that 
‘perfect  vacation.’ 

In-Season  attractions  include;  skiing, 
sleigh  rides,  golf  (18  holes), tennis, 
fishing,  shooting,  riding,  and  year- 
round  ice  skating,  bowling,  movies, 
dancing  and  open-air  warm-water 
swimming. 

FOR  COLOR  FOLDER 

(Specify  “Winter"  or  “Summer") 

OR  RESERVATIONS: 

write  Winston  McCrea,  Mgr.,  Sun  Valley, 
Idaho,  or  call  any  Union  Pacific  ticket 
office. 


Owned  and  operated  by 
Union  Pacific  Railroad 


Boise  Valley  ACS  Meets  in  May 

Boise  \ alley  Chapter  of  the  American  College 
of  Surgeons  will  meet  at  the  Owyhee  Hotel,  Boise, 
May  25,  at  2:00  p.m.  Guest  speaker,  David  C. 
Dahlin,  of  Rochester,  Minnesota,  will  discuss  “Malig- 
nant Transformations  of  Benign  Conditions.”  All 
physicians  are  invited. 

New  Officers 

New  officers  of  the  Bonner-Boundary  Medical 
Society  for  the  coming  year  include:  President,  C.  J. 
Edwards,  Bonners  Ferry;  Secretary-Treasurer,  Helen 
E.  Peterson,  Sandpoint;  Delegate,  C.  J.  Edwards, 
Alternate  Delegate,  Helen  E.  Peterson. 

New  officers  of  the  Idaho  Falls  Medical  Society 
are:  President,  Reid  H.  Anderson,  Idaho  Falls; 
President-Elect,  Wendell  L.  Nielsen,  Idaho  Falls; 
Secretary-Treasurer,  Wendell  Petty,  Shelley.  Dele- 
gates are:  J.  Douglas  Davis,  Maurice  K.  Heninger, 
Ervine  S.  Bills,  Reid  H.  Anderson,  Mark  Baum,  all 
of  Idaho  Falls,  and  Tins  W.  McCowin,  Shelley. 
Alternate  delegates:  Byron  T.  Weeks,  R.  Reed  Fife, 
G.  Curtis  Waid,  Farrel  L.  Hansen,  Taylor  H.  Carr, 
and  Leland  K.  Krantz,  Idaho  Falls. 

New  officers  of  the  Bear  River  Valley  Medical 
Society  are:  President,  Emmett  E.  Herron,  Grace; 
Secretary-Treasurer,  C.  C.  Johnson,  Grace;  Delegate, 
Eugene  F.  Landers,  Montpelier. 


New  officers  of  the  North  Idaho  xMedical  Service 
Bureau,  Inc.,  chosen  during  a recent  meeting  of 
the  organization  are:  President,  Burton  R.  Stein, 
Lewiston;  Vice-President,  David  G.  \^alder,  Moscow; 
Secretaiy -Treasurer,  James  H.  Bauman,  Lewiston; 
and  Board  members  are  John  E.  Carssovv,  Rex  G. 
Layton,  and  Oliver  Mackey,  Lewiston,  and  Roland 
Brooks,  Moscow.  William  P.  Marineau,  Moscow, 
served  as  President  during  the  past  year.  Mr.  John 
Goplerud  is  Executive  Director  of  the  Bureau. 

Symposium  on  Human  Endeavor 

A series  of  lectures,  demonstrations  and  discus- 
sions on  endeavor  will  be  held  at  the  Gollege  of 
Idaho,  Caldwell,  June  10-14.  Topics  will  be  in  the 
fields  of  sports  medicine,  anatomy,  physiology,  nu- 
trition and  neurology  and  their  relationships  to 
physical  endeavor. 

Speakers  will  be  Peter  V.  Karpovich,  Springfield, 
Mass.;  Josephine  L.  Rathbone,  Ph.  D.,  Springfield, 
Mass.;  James  Melby,  Boston;  Harold  W.  Brown, 
Nampa,  Idaho;  Birger  L.  Johnson,  Ph.  D.,  Fresno, 
Calif.;  Arthur  Kemmerer,  Tucson;  Bob  Beeton,  M.S., 
trainer  at  Idaho  State  University;  and  John  F. 
Stecher,  Caldwell. 

Further  information  may  be  obtained  from  Miss 
Shirley  Kroeger,  Symposium  Director,  The  College 
of  Idaho,  Caldwell,  Idaho. 


-| 

RESERVATION  REQUEST  I 

(In  view  of  anticipated  heavy  registration  it  is  advisable  to  make  . 

reservations  before  June  1) 

SEVENTY-FIRST  ANNUAL  MEETING  | 

IDAHO  STATE  MEDICAL  ASSOCIATION  | 

SUN  VALLEY  JUNE  26-29,  1963  | 

Mr.  Adolph  Roubicek  I 

Convention  Manager 

Sun  Valley,  Idaho  I 

Please  reserve:  I 

Double  roorn(s) 

Single  room  I 

Names  of  persons  in  party:  | 


am  am 

Arrive pm June,  1963  — Leave pm June,  1963 

Name  

Address  

Deposit  $10. 

L 
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uestion: 


"What  is  a 
tranquilaxant?” 


A 


nswer: 


"A  drug  that  is  both 
a tranquilizer 
and  a muscle  relaxant!’ 


TRANCOPAL 

. . brand  of 

chlormezanone 


As  a tranquilizer,  TRANCOPAL  (chlormezanone/Win- 
throp)  “is  effective  in  the  symptomatic  treatment  of  anxi- 
ety.’’’ Its  tranquilizing  properties  are  similar  to  those  of 
other  mild  tranquilizers.’  Furthermore,  it  relieves  tension 
of  both  mind  and  muscle  without  interfering  with  nor- 
mal activity  or  alertness. 

The  muscle  relaxant  properties^  of  this  drug  provide 
an  extra  dimension  of  effectiveness . . . relaxing  the  spasm 
which  so  frequently  accompanies  psychogenic  disorders. 
Hence,  the  total  therapeutic  effect  of  TRANCOPAL  (chlor- 
mezanone/Winthrop)— a true  “tranquilaxant”— is  to  pro- 
duce  a relaxed  mind  in  a relaxed  body. 

Unsurpassed  Tolerance:  Less  than  3 per  cent 
of  patients  develop  side  effects  with  TRANCO- 
PAL (chlormezanone/Winthrop),  such  as  occa- 


Imnfhrop 


WINTHROP  LABORATORIES 
New  York  18,  N.Y. 


sional  drov/siness,  dizziness,  flushing,  nausea,  depression, 
weakness  and  drug  rash.  If  severe,  medication  should 
be  discontinued.  In  most  patients,  however,  side  effects 
are  minor  and  do  not  necessitate  interruption  of  treat- 
ment. There  are  no  known  contraindications. 

Available:  200  mg.  Caplets®  (green  colored,  scored), 
100  mg.  Caplets  (peach  colored,  scored),  each  in  bottles 
of  100. 

Dosage:  Adults,  1 Caplet  (200  mg.)  three  or  four  times 
daily;  in  some  patients  100  mg.  three  or  four  times  daily 
suffices.  Children  (5  to  12  years),  from  50  to  100  mg.  three 
or  four  times  daily. 

References:  1.  A.M.A.  Council  on  Drugs: 
J.A.M.A.  1M;469  (Feb.  9)  1963.  2.  Gruenberg, 
F,:  Curr.  Ther.  Res.  2:1  (Jan.)  1960. 


OREGON 


Oregon  State  Medical  Society — 2i64  s.  w.  park  place,  Portland  5,  Oregon 

PRESIDENT  Melvin  W.  Breese,  M.D.,  Portland 

SECY.-TREAS.  Jumes  H.  Seacat,  M.D.,  Salem 

EXECUTIVE  SECRETARY  Mr.  Roscoe  Miller,  Portland 
annual  meeting,  September  25-28,  1963,  Portland 


Alumni-Sommer  Memorial  Meeting  Draws  Croivd 


Panel  on  hypertension.  Seated,  The  Right  Honorable 
Lord  Russell  Brain,  FRCP,  FACP;  Robert  W.  Wilkins, 
M.D.;  George  A.  Hallenbeck,  M.D.  Standing,  Howard  P. 
Lewis,  M.D.;  Clarence  V.  Hodges,  M.D. 


A well  filled  auditorium  greeted  speakers  at  the 
annual  meeting  of  the  University  of  Oregon  Medical 
School  Alumni  Association  and  the  Sommer  Memor- 
ial Lectures  last  month.  Scientific  sessions  were 
held  in  the  Medical  School  Auditorium,  Portland, 
April  24-26.  Banquet  and  dance  were  at  the  Ben- 
son Hotel,  Thursday  evening,  April  25. 

An  interesting  departure  from  the  announced 
program  was  a report  on  experimental  work  with 
gastric  freezing.  This  was  given  by  George  A.  Hal- 
lenbeck, of  Rochester,  Minnesota,  who  divides  his 
time  between  clinical  practice  of  surgeiy  and  experi- 
mental work  in  the  laboratoiA’.  He  has  not  yet  used 
the  freezing  apparatus  in  the  hospital.  Extent  of 
freezing,  in  a given  period,  was  found  to  depend 
on  the  size  of  the  animal.  Complete  freezing  of 
the  stomach  and  contiguous  structures,  in  a small 
animal,  led  to  extensive  necrosis.  In  a 70  Kg  pig, 
effects  were  onh'  focal.  Dr.  Hallenbeck  believes 
that  benefit  of  the  process  depends  on  destruction 
of  tissue  but  its  extent  is  hard  to  assess. 


Robert  \V.  Wilkins,  of  Boston  Univ  l ily,  clari- 
fied fundamental  physiology  of  a numbei  4 circula- 
tory phenomena  in  three  interesting  let" : ires.  He 
used  a blackboard  throughout  his  talks  md  spoke 
without  resorting  to  notes. 

The  Right  Honorable  Lord  Russell  hiain  dis- 
cussed headache,  neurological  complicatio'.s  of  neo- 
plasm, and  neurology  of  the  cervical  spint  \vith  the 
British  thoroughness  characteristic  of  his  wi  !'  tnown 
text  on  neurology’. 

All  three  Sommer  Lecturers  participated  in  the 
concluding  panel  discussion  on  hypertension.  Mod- 
erator was  Howard  P.  Lewis,  chairman  of  the  de- 
partment of  medicine  at  UOMS.  Clarence  W 
Hodges,  head  of  the  department  of  urolog>',  dis- 
cussed the  contributions  of  urologic  surgery  to  the 
cases  reviewed  and  presented  slides  illustrating 
procedures. 

Highlight  of  the  annual  banquet  was  presentation 
of  certificates  and  awards.  Lifetime  membership  in 
the  Alumni  Association  was  awarded  to  Merl  L. 
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Joseph  Nohlgren,  alum- 
ni association  president, 
awards  special  honors. 
Honorary  membership  was 
granted  to,  1.  Oliver  M. 
Nisbet,  2.  Blair  Holcomb, 
and  3.  Eugene  W.  Hockey. 
4.  The  association's  Meri- 
torious Achievement 
Award  was  presented  to 
Howard  P.  Lewis. 


Margason,  ’23,  Carleton  P.  Pynn,  ’23,  and  Ira  E. 
Gaston,  ’18,  of  Portland;  Charles  D.  Donahne,  ’19, 
Eugene;  Norman  E.  Irvine,  ’19,  of  Lebanon;  Ben- 
jamin M.  Tanaka,  ’20,  of  Ontario;  Charles  R.  Mc- 
Coll,  ’16,  of  Tacoma,  Washington;  and  Clinton  H. 
Thienes,  ’23,  of  Pasadena,  California. 

Honorary  memberships  were  given  to  Oliver  M. 
Nisbet,  Blair  Holcomb,  and  Eugene  W.  Rockey. 
Although  graduates  from  other  schools,  all  were 
cited  for  years  of  devotion  to  the  University  of  Ore- 
gon Medical  Schools  and  to  teaching  physicians, 
now  numbering  in  thousands,  who  have  graduated 
from  it.  Special  honor  was  accorded  Howard  P. 
Lewis,  professor  of  medicine  and  chairman  of  the 
department  of  medicine.  This  was  the  Meritorious 
Achievement  Award,  presented  to  outstanding  grad- 
uates of  the  medical  school  who  have  made  out- 
standing contributions  to  medicine. 

Straumfjord  Elected  President  of  Medical  Board 

At  the  conclusion  of  a three  day  regular  meeting 
of  the  Board  of  Medical  Examiners  of  the  State  of 
Oregon,  Mr.  Howard  I.  Bobbitt,  Executive  Secretary, 
announced  that  officers  elected  for  the  coming  year 
are  Jon  V.  Straumfjord,  of  Astoria,  president,  and 
David  B.  Judd,  of  Eugene,  as  secretary-treasurer. 
Dr.  Straumfjord  succeeds  George  H.  Lage,  who 
has  been  serving  as  president  for  the  past  three 
years. 

It  was  further  announced  on  Saturday,  April  27, 
1963,  that  29  doctors  qualified  for  licensure  to  prac- 
tice medicine  and  surgery  or  osteopathy  and  surgery. 
Those  who  received  licenses  to  practice  medicine 
and  surgery  are; 


Donald  Keith  Bohlman,  Harvey  Eugene  Heidin- 
ger,  Bryce  Junior  Young,  Michael  Shale  Baskin, 
George  Madison  Burns,  Nolan  Ralph  Cordon,  How- 
ard Edward  Denbo,  David  Anthony  Corey,  Jackson 
Temple  Crane,  Frederick  Duane  Holcomb,  Hugh 
Baker  Johnston,  Marvin  George  Jumes,  William 
Alexander  McCall,  Jr.,  John  Cameron  McMillan, 
Dean  Elton  Neal,  Donald  Ellis  Poage,  Russell  Nicho- 
las Sacco,  William  Hyink  Sack,  James  Darrell  Shea, 
Raoul  Lewis  Weisman,  James  Oliver  Slama,  Roy 
Glenn  Snodgrass,  Alfonso  Torres-Vincenzi,  Russell 
Thomas  Stodd,  Robert  Mark  Vetto,  and  Charles 
Walton  Emerick. 

Lane  County  Medical  Society 

Regular  meeting  of  Lane  County  Medical  Society 
was  held  at  the  Eugene  Hotel,  April  2.  Harry  M. 
Nelson,  of  the  Woman’s  Hospital,  Detroit,  dis- 
cussed “Early  Diagnosis  of  Pelvic  Malignancies.” 
He  had  just  returned  from  the  international  cancer 
congress  in  Russia  and  related  some  of  his  experi- 
ences there. 

Annual  Golf  tournament  of  Lane  County  Medical 
Society  will  be  held  at  Shadow  Hills  Golf  and 
Country  Club,  May  25. 

There  will  be  no  general  meeting  of  the  Society 
in  May.  Next  meeting  will  be  June  7th,  in  conjunc- 
tion with  Trauma  Day,  at  Sacred  Heart  Hospital. 
Election  of  a trustee  to  Oregon  State  Medical  Soci- 
ety will  be  held  at  that  time. 

Annual  Trauma  Day  at  Sacred  Heart  Hospital, 
Eugene,  will  be  devoted  to  injuries  in  automobile 
accidents.  All  physicians  are  invited  to  attend 
the  meeting,  June  7. 
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House  of  Delegates  Acts  on  Major  Issues  of  1963  Midyear  Meeting 


House  of  Delegates  dinner,  Friday  evening,  April  26.  at  Hotel  Multnomah. 


The  House  of  Delegates,  at  its  1963  Midyear 
Meeting,  created  a new  committee  under  the  Judi- 
cial Commission  to  be  known  as  the  Committee  on 
Quality  of  Patient  Care  upon  the  recommendation 
of  President  Melvin  W.  Breese,  and  devoted  an 
extensive  period  of  discussion  to  the  problems  of 
the  medical  aid  programs  of  the  Public  Welfare 
Commission.  In  addition  to  these  major  items  of 
interest  the  House  considered  the  reports  of  nine 
standing  committees  and  the  Board  of  Trustees 
of  Oregon  Physicians’  Service.  There  were  seven 
resolutions  introduced  b\’  component  societies  which 
also  claimed  the  interest  of  the  delegates.  In  accord- 
ance with  the  Society’s  Bylaws,  a Nominating  Com- 
mittee was  elected  to  submit  recommendations  for 
the  officers  of  the  Societ\-  to  be  elected  at  the  1963 
Annual  Meeting. 

A significant  highlight  of  the  meeting  was  the 
showing  of  a film  in  which  Edward  B.  Annis, 


President-Elect  of  the  American  Medical  Associ- 
ation, explained  the  “Operation  Hometown”  project. 
“Operation  Hometown”  is  a program  developed  by 
the  Council  on  Legislative  Activities  of  the  Ameri- 
can Medical  Association  to  promote  grass  roots 
action  at  the  component  medical  society  level  against 
H.R.  3920,  the  King-Anderson  Bill.  The  film  will  be 
used  in  the  presentation  of  the  “Operation  Home- 
town” to  representatives  of  component  societies  and 
their  woman’s  auxiliaries  at  regional  conferences 
throughout  the  State. 

The  House  of  Delegates  was  likewise  privileged 
to  hear  an  address  by  Mr.  Aubrey  Gates,  Director 
of  the  Eield  Service  Division  of  the  American 
Medical  Association,  at  the  opening  luncheon  meet- 
ing of  the  closing  session  on  Saturday,  April  27th. 
Mr.  Gates  presented  a comprehensive  discussion 
of  the  “Status  of  Eederal  Legislation.” 

Another  highlight  of  the  meeting  was  the  pre- 
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sentation  of  the  1962  Grant  of  the  American 
Medical  Association  Education  and  Research  Found- 
ation to  the  University  of  Oregon  Medical  School. 
The  check  in  the  amount  of  $18,189.16  was  pre- 
sented to  Charles  N.  Holman,  Associate  Dean  of 
the  Medical  School,  by  J.  Scott  Gardner,  Chairman 
of  the  Subcommittee  on  AMA-ERF  of  the  Society’s 
Committee  on  Medieal  Education. 

Election  of  Nominating  Committee 

The  House  of  Delegates  elected  to  the  Nominat- 
ing Committee:  Leonard  D.  Jacobson  of  Eugene, 
as  Chairman;  Reverly  A.  Cope  of  Ashland;  Stuart 
M.  Lancefield  of  Salem;  and  Stanley  A.  Boyd  and 
Verner  V.  Lindgren  of  Portland.  The  Committee 
will  make  recommendations  for  the  consideration 
of  the  House  of  Delegates  and  the  General  Society 
at  the  1963  Annual  Meeting  for  the  offices  of 
President-Elect,  Vice-President,  Secretary-Treasurer, 
Speaker  of  the  House  of  Delegates,  a Delegate  and 
Alternate  Delegate  to  the  American  Medical  Associ- 
ation and  for  a member  on  the  Publications  Com- 
mittee. 

The  Nominating  Committee  held  an  organiza- 
tional meeting  during  the  House  of  Delegates  ses- 
sion and  will  convene  again  on  Saturday,  June  8th, 
when  it  will  consider  recommendations  solicited 
from  component  societies  and  the  members  of  the 
House. 

Quality  of  Patient  Care 

As  a result  of  the  emphasis  President  Breese  is 
placing  on  the  quality  of  patient  care  in  his  visits 
to  component  societies,  the  Multnomah  County 
Medical  Society  introduced  a resolution  recommend- 
ing the  establishment  of  a standing  committee  in 
the  Judicial  Commission  on  the  quality  of  patient 
care  and  the  Committee  on  Revision  of  Bylaws 
introduced  a bylaws  revision  creating  such  a com- 
mittee. The  House  of  Delegates,  upon  the  recom- 
mendation of  the  Reference  Committee  on  Reports 
of  Officers  and  Committees,  unanimously  adopted 
both  the  resolution  and  the  bylaws  revision. 

The  duties  and  functions  of  the  Committee,  as 
they  will  be  defined  in  the  bylaws,  read  as  follows; 

The  Committee  on  Quality  of  Patient  Care 
shall: 

(1)  Stimulate  and  encourage  individual  mem- 
bers and  component  societies  to  be  con- 
tinuously concerned  about  the  quality 
of  patient  care  provided  by  physicians 
and  in  hospitals  and  related  institutions 
within  their  area  of  jurisdiction. 

(2)  Consider,  evaluate  and  make  recommend- 
ations regarding  all  matters  relating  to 
the  quality  of  patient  care  brought  to  its 
attention  by  members,  component  soci- 
eties or  from  any  other  sources. 

(3)  Disseminate  information  to  members  and 


Speaker  of  the  House,  Glenn  M.  Gordon,  of  Eugene 


component  societies  regarding  procedures, 
methods  and  activities  which  have  been 
or  may  be  utilized  to  advance  the  quality 
of  patient  care. 

(4)  Maintain  appropriate  relationships  with 
the  Oregon  State  Board  of  Medical  Exam- 
iners, Oregon  State  Board  of  Health, 
University  of  Oregon  Medical  School  and 
the  Oregon  Association  of  Hospitals  in 
matters  associated  with  the  quality  of 
patient  care. 

(5)  Encourage  each  component  society  to  es- 
tablish a committee  with  like  objectives 
and  purposes. 

Welfare  Medical  Aid 

The  Committee  on  Charitable  Medical  Care  pre- 
sented for  discussion  by  the  members  of  the  House 
of  Delegates  its  recommendations  which  had  previ- 
ously been  adopted  by  the  Board  of  Trustees  on 
February  2,  1963.  These  recommendations  were 
considered  at  length  in  Reference  Committee  where 
they  were  amended  and  adopted  by  the  House 
in  the  following  form: 

(1)  That  the  practice  of  prorating  reimburse- 
ments to  physicians  for  services  rendered 
to  public  assistance  recipients  should  not 
be  continued. 

(2)  That  hospitals,  nursing  homes  and  physi- 
cians should  be  paid  a reasonable  fee  for 
services  rendered  to  public  welfare  recip- 
ients just  as  any  other  purveyor  of 
services. 

(3)  That  physicians  in  Oregon  reaffirm  the 
traditional  principle  that  they  will  con- 
tinue to  care  for  patients  eligible  for 
public  welfare  benefits  when  sufficient 
welfare  funds  are  lacking. 

(4)  That  the  State  Public  Welfare  Commis- 
sion should  request  adequate  funds  from 
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the  State  Legislature  to  support  its  medi- 
cal aid  programs  and  that  the  Society 
assist  the  Commission  in  presenting  such 
requests  at  legislative  committee  hear- 
ings. 

(5)  That  the  Society  cooperate  with  the  State 
Public  Welfare  Commission  in  developing 
methods  for  the  proper  utilization  of 
physicians’  services. 

In  addition  to  these  recommendations  the  House 
also  adopted  the  following  statements  recommended 
by  the  Reference  Committee; 

(1)  Nursing  homes  should  be  sufficiently  com- 
pensated to  provide  adequate  care. 

(2)  Hospitals  should  be  compensated  at  actual 
costs  for  welfare  patients  so  that  private 
patients  will  not  be  taxed  for  the  deficit. 

Relative  to  the  Medical  Assistance  for  the  Aged 
program,  the  House  adopted  a recommendation 
of  the  Committee  on  Charitable  Medical  Care  that 
Oregon  Physicians’  Serv’ice  be  instructed  to  offer 
its  services  and  submit  a bid  to  the  State  Public 
M’elfare  Commission  for  the  administration  of  the 
Medical  and  Surgical  Benefits  section  of  the  program. 

Action  on  Other  Committee  Reports 

A number  of  other  committee  reports  contained 
vital  recommendations  which  were  acted  upon  by 
the  House.  They  are  as  follows: 

1.  From  the  Committee  on  Hospitals  and  Re- 
lated Institutions: 

a.  That  component  societies  study  and  be 
prepared  to  express  views  and  opinions 
regarding  the  Proposed  Revision  of  the 
Rules,  Regulations  and  Standards  for  Hos- 
pitals in  Oregon  being  prepared  by  the 
Oregon  State  Board  of  Health  and  plan  to 
express  those  opinions  at  regional  hearings 
which  are  to  be  scheduled. 

b.  That  component  societies  give  special  at- 
tention to  the  care  and  services  provided 
by  nursing  homes  in  their  respective  areas 
and  cooperate  with  the  Oregon  State  Nurs- 
ing Home  Association  in  its  Nursing  Home 
Accreditation  program. 

2.  From  the  Report  of  the  Committee  on  Public 
Policy; 

That  the  Committee  on  Public  Policy  be 
authorized  to  draft  an  appropriate  resolution 
to  be  submitted  to  the  Board  of  Trustees  at 
its  June  1963  meeting  expressing  the  Society’s 
opposition  to  the  restrictions  and  policing  of 
the  use  of  experimental  animals  such  as  are 
proposed  in  S.  533. 

3.  From  the  Report  of  the  Committee  on  Public 
Relations: 

That  the  Society  accept  the  offer  of  assist- 
ance from  the  Division  of  Field  Service  of  the 
American  Medical  Association  in  conducting 
regional  conferences  on  the  “Operation  Home- 
town” program. 

4.  From  the  Committee  on  Mental  Health; 


That  the  Statement  of  Principles  on  Mental 
Health  of  the  American  Medical  Association 
be  endorsed. 

5.  From  the  Committee  on  Diabetes  Report: 
That  the  Committee  collaborate  with  the 

Oregon  Chapter  of  the  American  Diabetes 
Association  in  conducting  the  annual  Diabetes 
Seminar,  previously  sponsored  by  the  Commit- 
tee independently. 

6.  The  following  recommendations  of  the  Com- 
mittee on  Medical  Education; 

a.  That  the  House  of  Delegates  continue  to 
permit  the  Committee  on  Medical  Educa- 
tion to  hold  an  annual  dinner  and  program 
for  the  graduating  senior  class  of  the  Uni- 
versity of  Oregon  Medical  School,  such  a 
dinner  and  program  to  cost  in  the  neighbor- 
hood of  $300. 

b.  That  the  House  of  Delegates  continue  to 
recommend  and  urge  each  component  soci- 
ety of  the  Oregon  State  Medical  Society 
to  interest  themselves  in  and  devote  them- 
selves to  the  matters  pertaining  to  recruit- 
ment programs  such  as  has  been  advised 
and  demonstrated  in  previous  years. 

c.  That  the  House  of  Delegates  continue  to 
authorize  State  Society  assistance  and 
financial  aid  to  the  Multnomah  County 
Medical  Society  in  the  conduct  of  its  pro- 
gram of  regular  meetings  with  interns  and 
residents  of  the  hospitals  in  Portland. 

Resolutions 

In  addition  to  the  Resolution  introduced  by  the 
Multnomah  Countv’  Medical  Societ>-  recommending 
the  establishment  of  a Committee  on  the  Qualit\- 
of  Patient  Care,  six  additional  items  of  new  business 
were  introduced  in  the  form  of  resolutions.  They 
were : 

Resolution  No.  2 introduced  by  the  Section  on 
Ophthalmology  and  Otolan,'ngolog>'  related  to  the 
ethical  principles  involved  in  the  dispensing  of 
eyeglasses  by  ophthalmologists.  This  Resolution  was 
amended  by  the  Committee  on  New  Business  and 
submitted  to  the  House  in  the  following  form  and 
was  adopted: 

WHEREAS,  patients  in  Oregon  are  not  pro- 
tected by  an  opticianry  act  regulating  dis- 
pensing opticians;  and, 

WHEREAS,  the  Section  on  Ophthalmology 
and  Otolaryngology  is  not  aware  of  exploita- 
tion of  patients  by  physicians  presently 
engaged  in  dispensing  eyeglasses;  now 
therefore, 

BE  IT  RESOLVED  that  Oregon’s  delegates 
to  the  June,  1963  meeting  of  the  House  of 
Delegates  of  the  American  Medical  Association 
be  instructed  to  recommend  that  it  is  ethical 
for  a physician  to  dispense  glasses  when  it  is 
done  in  the  best  interest  of  the  patient  and 
does  not  represent  exploitation  of  the  patient. 
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Resolution  No.  3 introduced  by  the  Jackson 
County  Medical  Society  dealt  with  th«  relationship 
of  Northwest  Medicine  to  membership  in  the 
Oregon  State  Medical  Society.  The  Resolution  which 
reads  as  follows  was  not  adopted. 

WHEREAS,  the  Jackson  County  Medical 
Society  has  indicated  a feeling  that  the  pub- 
lication of  NORTHWEST  MEDICINE  does 
not  fulfill  a need  in  this  area;  and, 

WHEREAS,  at  a recent  direct  poll  its  mem- 
bership voted  overwhelmingly  against  con- 
tinuing a mandatory  subscription  to  the 
magazine;  and, 

WHEREAS,  the  Society  recommended  that 
its  support  be  placed  on  a voluntary  basis; 
now  therefore, 

BE  IT  RESOLVED  that: 

1.  NORTHWEST  MEDICINE  be  placed  on  a 
voluntary  subscription  basis  rather  than  a 
mandatory  basis;  and, 

2.  An  Oregon  State  Medical  Society  bulletin 
be  circulated  among  the  membership  by 
the  State  Society  office  for  the  dissemina- 
tion of  Medical  Society  news  on  a monthly 
or  semi-monthly  basis. 

Resolution  No.  4 relating  to  poisonings  resulting 
from  prescription  drugs  was  introduced  by  the 
Clackamas  County  Medical  Society  and  reads: 

WHEREAS,  physicians  in  the  United  States 
treat  over  half  a million  cases  of  poisoning 
annually;  and, 

WHEREAS,  many  of  these  poisonings  are 
due  to  the  accidental  or  intentional  ingestion 
of  prescription  drugs;  and, 

WHEREAS,  the  need  for  a system  of  product 
identification  has  led  to  the  development  of 
various  descriptive  charts  and  illustrated 
manuals  for  proprietary  drugs  dispensed  in 
capsule  or  tablet  form;  and, 

WHEREAS,  various  manufacturers  produc- 
ing the  same  drug  will  usually  employ  differ- 
ent tablet  forms  and  capsule  colors;  and, 

WHEREAS,  such  identification  systems  do 
not  account  for  the  many  liquid  preparations; 
and, 

WHEREAS,  many  poisonings  occur  during 
night  time  hours  after  most  pharmacies  have 
closed;  and, 

WHEREAS,  prompt  product  identification 
is  urgently  needed  in  many  cases  of  poisoning; 
and, 

WHEREAS,  in  daily  office  practice  it  often 
facilitates  treatment  of  a patient  to  be  able 
to  identify  drugs  obtained  under  prior  care; 
now  therefore, 

BE  IT  RESOLVED  that  the  Clackamas 
County  Medical  Society  urges  the  Oregon 
State  Medical  Society  and  the  American  Medi- 
cal Association  to  explore  the  possibility  of 
sponsoring  legislation  at  the  federal  level 
requiring  the  F.D.A.  to  assign  a code  number 
to  all  proprietary  drugs  and/or  the  principal 
active  ingredient(s)  of  pharmacy  formula- 


tions. That  this  code  number  shall  appear  on 
the  bottle  or  package  label  carrying  the 
physician’s  directions.  That  an  index  of  these 
code  numbers  be  published  and  distributed 
to  all  physicians’  offices,  pharmacies,  hos- 
pitals, public  health  offices,  and  any  other 
treatment  centers.  And  that  this  index  be 
kept  up  to  date  by  the  publication  of  quarterly 
or  semiannual  supplements. 

The  Reference  Committee  on  New  Business 
amended  the  resolve  portion  of  the  Resolution  so 
as  to  read  as  follows: 

BE  IT  RESOLVED,  that  the  Oregon  State 
Medical  Society  encourage  physicians  to  re- 
quest that  the  name  of  the  drug  prescribed 
and  the  dosage  be  placed  on  the  package. 
The  House  of  Delegates  voted  to  refer  the  Resolu- 
tion to  the  Society’s  Committee  on  Pharmacy  and 
Drugs. 

The  Clackamas  County  Medical  Society  also 
introduced  Resolution  No.  5,  the  subject  of  which 
was  “Assistance  to  Indigent  Physicians”.  Upon  the 
recommendation  of  the  Committee  on  New  Busi- 
ness, the  House  adopted  the  Resolution  which 
reads : 

WHEREAS,  it  has  come  to  the  attention  of 
the  Clackamas  County  Medical  Society  that 
there  is  a physician  applying  for  Welfare  Aid 
in  Clackamas  County,  Oregon;  and, 

WHEREAS,  it  is  logical  to  assume  that  the 
situation  is  also  occurring  in  a number  of 
other  areas  throughout  the  country;  and, 
WHEREAS,  it  is  difficult  to  define  the  stand 
of  organized  medicine  against  inclusion  of 
self-employed  physicians  under  Social  Secur- 
ity under  such  circumstances;  now  therefore, 
BE  IT  RESOLVED  that  the  Clackamas 
County  Medical  Society  urge  the  Oregon 
State  Medical  Society  and  the  American 
Medical  Association  to  explore  and  develop 
means  by  which  the  profession  can  initiate 
a program  to  assist  those  of  its  members 
who  become  indigent. 

The  first  of  two  Resolutions  introduced  by  the 
Tillamook  County  Medical  Society,  Resolution  No.  6, 
concerned  the  relationship  of  Society  membership 
to  Oregon  Physicians’  Service.  The  Resolution  pro- 
posed that  membership  in  the  Oregon  State  Medical 
Society  “become  synonymous  with  membership  in 
Oregon  Physicians’  Service  and  that  the  Society’s 
officers  take  immediate  steps  to  achieve  this  objec- 
tive.” The  Resolution  was  amended  by  the  Committee 
on  New  Business  and  adopted  by  the  House  in 
the  following  form: 

WHEREAS,  through  the  past  30  years  there 
has  been  a strong  national  trend  toward 
socialized  thinking  and  acting,  this  same  trend 
consuming  private  enterprises  as  it  goes;  and, 
WHEREAS,  the  Federal  Government  is  at 
the  present  time  threatening  the  future  of 
medicine  as  a private  enterprise;  and, 
WHEREAS,  we  are  beset  with  closed  panel 
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groups,  these  same  groups  becoming  more 
prevalent  with  each  ensuing  year;  and, 
WHEREAS,  it  has  been  satisfactorily 
demonstrated  that  the  independent  carriers 
cannot  stem  the  tide  toward  socialization  and 
in  themselves  are  a form  of  socialization;  and, 
WHEREAS,  it  has  now  been  demonstrated 
that  the  Oregon  State  Medical  Society  pre- 
sents an  ununited  and  chaotic  front  in  the 
field  of  prepaid  medicine;  and, 

WHEREAS,  it  now'  becomes  obvious  that 
the  Oregon  State  Medical  Society  must  become 
a leader  in  the  presentation  of  a strong  united 
front,  not  only  in  the  field  of  prepaid  medi- 
cine, but  in  the  care  of  our  patients;  now 
therefore, 

BE  IT  RESOLVED  that  the  members  of  the 
Oregon  State  Medical  Society  be  encouraged 
to  support  and  participate  in  Oregon  Physi- 
cians’ Service. 

The  second  resolution  introduced  by  the  Tilla- 
mook County  Medical  Society  recommended  that 
the  Society  study  the  problem  of  more  adequate 
care  for  the  chronically  ill.  The  resolution,  w'hich 
was  adopted  as  presented,  reads  as  follows: 

WHEREAS,  recently  some  of  our  learned 
colleagues  on  the  national  level  have  request- 
ed that  we  publicize  any  known  cases  where 
our  citizens  are  not  receiving  proper  care;  and, 
WHEREAS,  each  of  us  as  members  of  the 
medical  profession  might  examine  the  care 
presented  to  the  chronically  ill  of  this  nation, 
and  then  ask  ourselves  if  this  care  is  ade- 
quate; and, 

WHEREAS,  there  is  a strong  need  to  weigh 
the  possibilities  that  such  care  may  be  at 
times  restricted  due  to  the  extreme  costs  per 
patient  as  w'ell  as  consuming  extensive 
amounts  of  time  on  the  part  of  the  doctor;  and 
WHEREAS,  it  again  becomes  obvious  that 
the  Oregon  State  Medical  Society  should  investi- 
gate thoroughly  the  possibilities  of  more  ade- 
quate care  for  the  chronically  ill,  both  in  the 
field  of  personal  care  as  well  as  making 
available  to  these  people  adequate  opportuni- 
ties to  provide  insurance  care  through  their 
own  efforts;  and, 

WHEREAS,  it  also  is  obvious  that  it  is 
humanly  impossible  to  designate  time  limits  to 
the  bodily  ill,  we  must  also  study  the  most 
efficient  and  economical  way  of  giving  aid  to 
patients  throughout  their  entire  lifetime, 
completely  disregarding  time  limitations;  now 
therefore, 

BE  IT  RESOLVED  that  the  Oregon  State 
Medical  Society  through  proper  committee 
efforts  immediately  begin  the  study  of  more 
adequate  care  of  the  chronically  ill. 


Mrs.  J.  Clifffon  Massar  Installed 
Woman's  Auxiliary  President 

The  W’oman’s  Auxiliary  to  the  Oregon  State 
Medical  Society  at  its  1963  annual  meeting  installed 
Mrs.  J.  Cliffton  Massar  of  Portland  as  its  37th 
President.  Mrs.  Massar  became  President-Elect  of 
the  Auxiliary  at  its  1962  annual  meeting  and  suc- 
ceeds Mrs.  Ian  D.  Macdonald  of  Salem  to  that 
office.  She  was  installed  by  Mrs.  E.  Arthur  Under- 
wood of  \"ancouver,  Washington,  a Past-President 
of  the  National  Woman’s  Auxiliaiy'. 

At  the  meeting,  which  w'as  held  at  the  Park 
Haviland  Hotel  in  Portland,  summaries  of  their 
highlight  activities  were  presented  by  each  of  the 
component  woman’s  auxiliaries  and  unique,  at  this 
meeting,  reports  from  the  Residents  and  Interns 
M’ives  and  the  Junior  M’oman’s  Auxiliary',  composed 
of  the  w'ives  of  students  at  the  University’  of  Oregon 
Medical  School. 

At  the  annual  election  of  officers  Mrs.  Guy 
R.  McCutchan  of  Portland  was  selected  as  President- 
Elect  and  will  succeed  Mrs.  Massar  at  the  1964 
annual  meeting.  Other  officers  elected  were:  1st 
\’ice  President,  Mrs.  Harvey  W.  Baker,  Sherwood; 
Region  1,  Vice  President,  Mrs.  John  L.  Lang,  Cor- 
vallis; Region  2,  \’ice  President,  Mrs.  Everett  E. 
Howard,  Klamath  Falls;  Region  3,  \’ice  President, 
Mrs.  J.  Robert  Lee,  Portland;  Region  4,  Vice  Presi- 
dent, Mrs.  Elliott  Harlow,  Medford;  Recording  Sec- 
retary, Mrs.  Karl  M.  Rottluff,  New'port;  Correspond- 
ing Secretary,  Mrs.  John  W.  Stephens,  Portland; 
Treasurer,  Mrs.  D.  J.  Molenkamp,  Portland;  Auditor, 
Mrs.  Alvin  D.  Wert,  Portland;  Historian,  Mrs.  Har- 
old E.  Davis,  Portland;  Parliamentarian,  Mrs.  Harry' 
B.  Moore,  Portland;  Directors  (2-year  term):  Mrs. 
G.  Prentiss  Lee,  Portland;  Mrs.  Merle  Pennington, 
Sherwood;  Directors  (1-year  term):  Mrs.  Donald 
G.  Mackie,  Grants  Pass;  Mrs.  Frederick  F.  Rawls, 
Seaside. 

OBITUARIES 

DR.  CLEMENS  H.XYES,  57,  of  Ttilumook,  died  January 
11  of  coronary  occlusion  and  coronary  atherosclerosis. 
He  teas  born  in  Lane  County,  Oregon,  and  received 
his  medical  degree  from  University  of  Oregon  Medi- 
cal School  in  1937.  He  practised  in  Tillamook  for 
twenty  years  and  at  the  time  of  his  death  was 
chief  of  staff  of  the  Tillamook  County  General 
Hospital. 

DR.  JESSE  HAYES  B.XLDWix,  85,  CorvolHs,  died  Janu- 
ary 9 of  arteriosclerotic  heart  disease,  encephalo- 
malacia,  and  generalized  arteriosclerosis.  He  was 
born  in  Kansas  and  received  his  degree  from  the 
University  of  Kansas  School  of  Medicine  tn  1906.  Dr. 
Baldwin  served  for  21  years  as  a medical  missionary 
in  China,  and  came  to  Corvallis  in  1935. 
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DR.  HAROLD  ROY  LUCAS,  86,  former  professor  at 
University  of  Oregon  Medical  School  and  staff 
member  of  Good  Samaritan  Hospital,  Portland,  died 
January  28  of  congestive  heart  failure  due  to 
arteriosclerotic  cardiovascular  disease.  Dr.  Lucas 
earned  his  medical  degree  in  1904  from  University 
of  Illinois  College  of  Medicine  at  Chicago  and  was 
licensed  in  1920  after  service  in  World  War  1. 
He  practiced  otolaryngology  in  Portland  for  many 
years. 


DR.  ABRAHAM  LEWIS  OLSHANSKY,  76,  died  at  Vau- 
couver,  Januartj  11,  of  bronchopneumonia  and  pul- 
monary embolism.  He  obtained  hus  medical  degree 
from  Albany  Medical  College  of  Union  University, 
Albany,  New  York,  in  1911.  After  serving  as  lieu- 
tenant colonel  with  the  27th  Army  Infantry  Divi- 
sion during  World  War  II,  he  came  to  Portland  and 
joined  the  staff  of  the  Veterans  Administration 
regional  office. 
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WASHINGTON 


WashingtoJi  State  Medical  Association — 1309  seventh  avenue,  Seattle  i, Washington 

PRESIDENT  Dean  K.  Crystal,  M.D.,  Seattle 

SECRETARY  WUbuT  E.  Watsou,  M.D.,  Seattle 

EXECUTIVE  SECRETARY  Mr.  R.  W.  Neill,  Seattle 
annual  meeting  September  15-18,  1963,  Seattle 


Child  Psychiatry  for  Practitioners 

A course  in  child  phychiatry  to  be  given  at  the 
University  of  Washington  School  of  Medicine,  July 
25-27,  will  cover  theory  and  practice  in  dealing 
with  emotional  disturbances  of  children  and  ado- 
lescents. The  program  will  be  presented  in  room 
D-209  of  the  Health  Sciences  Building. 

Thursday,  July  25 

9:00  A Concept  of  Children’s  Disorders. 

Raymond  Sobel,  M.D. 

10:30  Case  Demonstration  (closed  circuit  TV) 
Emotional  Disturbance,  Pre-School. 

H.  C.  Wimberger,  M.D. 

2:00  Disturbed  Mother-Child  Relationships  in 

Infancy.  Robert  W.  Deisher,  M.D. 

3:15  Case  Demonstration  (closed  circuit  TV) 
Juvenile  Delinquency. 

Nathaniel  N.  Wagner,  Ph.  D. 

Friday,  July  26 

9:00  Discipline  and  Its  Disorders 

Adolph  E.  Christ,  M.D. 

10:15  Psychosomatic  Disorders  of  Childhood. 

Sherrel  L.  Hammar,  M.D. 
11:30  School  Phobia  and  Underachievement. 

Raymond  Sobel,  M.D. 
2:00  The  Obese  Adolescent. 

Sherrel  L.  Hammar,  M.D. 
3:15  Case  Demonstration  (closed  circuit  TV) 
Initial  Evaluation. 

Herbert  C.  Wimberger,  M.D. 

Saturday,  July  27 

9:00  Office  Psychotherapy  (round  table). 
10:15  Treatment  Facilities  and  Their  Indications 
(round  table). 


Postgraduate  Courses  at  U W 


The  following  courses  have  been  planned  by  the 
Division  of  Postgraduate  Medical  Education  at  the 
University  of  Washington  School  of  Medicine.  De- 
tails may  be  obtained  from  Mrs.  Alice  Steen,  Room 
C-304,  Health  Sciences  Building,  University  of 
Washington,  Seatde  5,  Washington. 


Infections  in  Childhood 
Anesthesia 

Electro-Encephalography 

Cardiology 

Common  Emergencies 
Obstetrics  and  Gynecology 


August 

September 

October 

October 

November 

December 


Southwest  Washington  AGP 


Annual  meeting  of  Southwest  Washington  Acad- 
emy of  General  Practice  was  held  in  Vancouver, 
March  26.  Speaker  was  C.  Alvin  Paulsen,  of  Seattle, 
who  discussed  “New  Goncepts  with  Regard  to  Male 
and  Female  Gonadal  Disorders.” 

During  the  business  meeting  the  following  were 
elected  to  office: 

James  P.  Donnelly,  Longview,  President;  Robert 
B.  Sullivan,  Vancouver,  Vice  President;  Allen  C. 
Norman,  Longview,  Sec.-Treasurer;  E.  M.  Mc- 
Aninch,  Gamas,  Director  (Two-Year  Term);  Dennis 
Seacat,  Vancouver,  Delegate  (Two-Year  Term); 
W.  G.  Kirkpatrick,  Longview,  Alternate  (Two-Year 
Term). 

It  was  announced  the  next  meeting  would  be 
held  at  the  Longview  Country  Club  in  June. 


Richland  Physician  Honored 

The  William  S.  Knudsen  award  for  outstanding 
contribution  to  industrial  medicine  was  awarded, 
March  20,  to  W.  Daggett  Norwood,  of  Richland. 
Presentation  of  the  bronze  plaque  was  made  at  the 
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48th  annual  session  of  the  Industrial  Medical  As- 
sociation, in  Washington,  D.  C.  Dr.  Norwood, 
Manager  of  the  Department  of  Occupational  Health, 
Hanford  Atomic  Products  Operation,  has  been  rec- 
ognized for  his  work  in  identifying  hazards  of 
exposure  to  ionizing  radiation. 

OBITUARIES 

DR.  ROGER  B.  coGLON,  of  Yakima,  died  of  ana- 
phylactic shock  following  penicUUn  injection,  Feb- 
ruary 11.  He  was  74.  He  was  a native  of  Ontario 
and  received  his  premedical  training  at  the  Univer- 
sity of  Toronto.  His  medical  degree  was  granted 
by  the  University  of  Illinois  College  of  Medicine 
in  1931.  He  held  comn^ission  in  the  Naval  Reserve, 
during  World  War  11,  of  lieutenant  commander. 

DR.  j.xMES  w.  MOUXSEY,  of  Spokaiw,  died  Febru- 
ary 25,  aged  65.  Death  was  due  to  carcinoma  of 
the  prostate.  He  graduated  from  Creighton  Uni- 
versity School  of  Medicine  in  1919  and  was  the 
first  intern  at  Sacred  Heart  Hospital,  Spokane. 
He  practiced  in  Pasco  from  1921  to  1926  when  he 
moved  to  Spokane  where  he  practiced  proctology. 
He  continued  to  work  until  two  weeks  before  his 
death. 

DR.  jOHx  B.  PORTER  of  Seattle,  aged  56,  died 
February  6,  of  cardiac  arrest  during  gastric  surgery. 
He  graduated  from  Creighton  University  School  of 
Medicine  in  1938  and  interned  at  Providence  Hos- 
pital, Seattle.  His  first  practice  was  at  Port  Orchard 
but  he  also  practiced  at  Cordova,  Alaska,  atrd 
Pomona,  California.  He  had  returned  to  Seattle 
recently.  He  served  with  the  Army  in  Europe 
during  World  War  11  and  was  awarded  a bronze 
star  for  work  with  the  30th  Field  Hospital. 

DR.  wiLLi.xM  A.  MiLLixGTox,  of  Seattle,  died 
February  1,  of  arteriosclerotic  heart  disease  and 
congestive  failure.  He  was  75.  His  medical  degree 
was  granted  by  Indiana  University  School  of  Medi- 
cine in  1910.  He  practiced  in  Seattle  from  1924  to 
1942  and  after  the  close  of  World  War  11  he 
worked  for  the  Veterans  Administration.  He  was 
in  uniform  in  both  wars. 


DR.  JOSEPH  w.  EBERT,  SR.,  of  Everett,  died  Febru- 
ary 21,  of  terminal  pneumonia  after  extended  dis- 
ability from  Parkinsonism.  He  was  66.  He  gradu- 
ated from  Creighton  University  School  of  Medicine 
in  1921,  took  a residency  in  internal  medicine 
at  Rochester,  Minnesota,  and  was  licensed  in  Wash- 
ington in  1925.  He  served  in  the  Navy  during 
World  War  I. 

DR.  LAwmENCE  H.  MEADOWS,  of  Seattle,  died  Feb- 
ruary 25,  of  coronary  occlusion.  He  graduated  from 
the  University  of  Illinois  College  of  Medicine  in 
1901.  He  was  85. 

DR.  OLE  ANDY  NELSON,  of  Seattle,  died  February 
22,  of  metastatic  carcinoma  of  the  prostate.  He 
was  81.  Dr.  Nelson  was  known  throughout  the 
country  for  his  work  in  urology  and  had  made  many 
contributions,  not  only  to  medical  literature  but 
also  to  the  design  of  a number  of  special  instruments. 
His  thirst  for  knowledge  was  insatiable  and  continued 
after  he  had  retired  from  active  practice.  He  con- 
tinued to  study  in  the  library  and  at  home  until 
shortly  before  his  death.  He  was  a member  of  a 
long  list  of  organizations,  local,  national,  and  inter- 
national. He  was  active  in  all.  It  was  characteristic 
of  him  that,  when  scheduled  to  deliver  a paper  in 
Mexico  City  a number  of  years  ago,  he  concentrated 
on  the  Spanish  language  and  within  a few  months 
became  so  fluent  that  at  times  he  was  taken  to  be  a 
native  of  Latin  America.  He  was  born  in  Mosjoen, 
Norway  but  received  all  of  his  education  in  the 
United  States.  He  received  his  B.A.  from  the 
University  of  Wisconsin  and  his  M.D.  from  the 
University  of  Louisville  School  of  Medicine,  gradu- 
ating in  1913.  He  served  in  the  Army  Medical 
Corps  during  World  War  I and  came  to  Seattle  in 
1919. 

DR.  PARIS  M.  BL.xiR,  of  Seattle,  died  February  24, 
aged  81.  Death  was  due  to  coronary  sclerosis  and 
insufficiency  complicated  by  auricular  fibrillation. 
He  graduated  from  the  Medical  College  of  Ohio, 
at  Chwinnati,  in  1909.  He  came  to  Washington  in 
1912,  practicing  at  Concrete  before  moving  to  Se- 
attle. He  was  a captain  in  the  Army  Medical  Corps 
during  World  War  1. 
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BOOKS 


RECEIVED:  The  following  books  have  been  received.  Pub- 
lication of  this  acknowledgement  is  to  be  considered  ade- 
quate return  to  the  sender.  Selected  titles  will  be  reviewed 
as  space  permits. 


Emergencies:  casualty  organization  and  treatment.  Edited 
by  T.  Schrire,  M.A.,  M.B.  (Cape),  F.R.C.S.,  Head,  Casualty 
Department,  Groote  Schuur  Hospital,  Senior  Lecturer  in 
Surgery,  University  of  Cape  Town  366  pp.  Illustrated. 
Price  $15.50.  Charles  C.  Thomas,  Springfield.  1962, 


Iron  metabolism.  By  Thomas  H.  Bothwell,  M.D.,  M.R.C.P., 
Tutorial  Physician,  Department  of  Medicine,  University 
of  Witwatersrand,  Johannesburg,  South  Africa,  and  Clem- 
ent A,  Finch,  M.D.,  Professor  of  Medicine,  University  of 
Washington  School  of  Medicine,  440  pp.  Illustrated.  Price 
$15.00.  Medical  Book  Department,  Little,  Brown  and  Com- 
pany, Boston  6,  1962. 


Modern  clinical  psychiatry.  By  Arthur  P.  Noyes,  M,D., 
Director,  Psychiatric  Education,  Pennsylvania  Department 
of  Public  Welfare  and  Lawrence  C.  Kolb,  M.D.,  Professor 
and  Chairman,  Department  of  Psychiatry,  College  of 
Physicians  and  Surgeons,  Columbia  University.  586  pp. 
Price  $8.00.  W.  B.  Saunders  Company,  Philadelphia.  1963. 


American  speech  for  foreign  students.  By  John  W.  Black, 
Professor  of  Speech,  The  Ohio  State  University,  Columbus, 
Ohio.  258  pp.  Price  $8.75.  Charles  C Thomas,  Springfield, 
Illinois  19^. 


Medical  genetics.  By  Widukind  Lenz,  Director  of  the  In- 
stitute for  Human  (Genetics  and  Professor  of  Genetics  at 
University  of  Hamburg.  218  pp.  Price  $6.50.  Illustrated. 
University  of  Chicago  Press.  1963. 


Neurology,  textbook  of.  By  H.  Houston  Merritt,  M.D., 
Professor  of  Neurology,  Neurological  Institute,  Presb.yter- 
ian  Hospital;  Vice  President  in  Charge  of  Medical  Affairs 
and  Dean  of  the  Faculty  of  Medicine,  Columbia  University. 
803  pp.  Price  $12.50.  Ilustrated.  Lea  & Febiger,  Philadel- 
phia. 1963. 


Specific  and  non-specific  factors  in  psychopharmacology. 
Proceedings  of  a symposium  held  at  the  Third  World 
Congress  of  Psychiatry  in  Montreal,  Canada,  June  4-10, 
1961.  Edited  by  Max  Rinkel,  M.D.  174  pp.  Illustrated. 
Price  $3.75.  Philosophical  Library,  Inc.,  New  York.  1963. 


The  growth  of  medical  thought.  By  Lester  S.  King,  M.D., 
Clinical  Professor  of  Pathology,  University  of  Illinois 
College  of  Medicine.  254  pp.  Price  $5,50.  The  University 
of  Chicago  Press,  Chicago.  1963. 


Lid  and  epibulbar  tumors,  treatment  of.  By  Merrill  J. 
Reeh,  B.A.,  M.D.,  F.A.C.S.  Director,  Devers  Memorial  Eye 
Clinic,  Portland,  Oregon.  333  pp.  Price  $15.50  Illustrated. 
Charles  C Thomas,  Springfield,  Illinois.  1963 


Medical  librarianship|,  principles  and  practice.  By  John  L. 
Thornton,  A.L.A.,  Librarian,  St.  Bartholomew’s  Hospital. 
Medical  College.  153  pp.  Price  $4.75  Philosophical  Library 
Inc..  New  York.  1963 


Heparin,  metabolism,  physiology  and  clinical  application. 
By  Hyman  Engelberg,  M.D.,  Attending  Physician,  Cedars 
of  Lebanon  Hospital,  Los  Angeles,  California.  218  pp. 
Illustrated,  Price  $8.50.  Charles  C Thomas,  Springfield, 
1963, 


Cancer  of  the  uterus.  By  Carlo  Sirtori,  M.D.,  Director  of 
the  Morbid  Anatomy  Division  of  the  National  Cancer  In- 
stitute of  Milan,  and  Ettore  Morano,  M.D.,  Director  in 
charge  of  the  Tumor  Center  of  the  Ospedale  Maggiore  of 
Vercelli.  383  pp.  Illustrated.  Price  $22.50.  Charles  C Thomas, 
Springfield,  1963. 


Medicine  and  the  state.  By  Matthew  J.  Lynch,  M.D.,  and 
Stanley  S.  Raphael,  M.B.,  B.S.,  Lond.  449  pp.  Price  $9.75. 
Charles  C Thomas,  Springfield,  1963. 


New  and  nonofficial  drugs  1963.  Evaluated  by  Council  on 
Drugs  of  the  American  Medical  Association.  Price  $4.00. 
902  pp.  J.  B.  Lippincott  Company,  Philadelphia.  1963. 


Intestinal  biopsy.  Ciba  Foundation  Study  Group  No.  14. 
Edited  by  G.  E.  W.  Wolstenholme,  O.B.E.,  M.A.,  M.B., 
M.R.C.P.  and  Margaret  P.  Cameron,  M.A.  120  pp.  Illus- 
trated. Little,  Brown  and  Company,  Boston.  Price  $2.95. 
1963. 


Bilharziasis.  Ciba  Foundation  Symposium.  Edited  by 
G.  E.  W.  Wolstenholme,  O.B.E.,  M.A.,  M.B.,  M.R.C.P.  and 
Maeve  O’Conner,  B.A.  433  pp.  Illustrated.  Price  $11.50. 
Little,  Brown  and  Company.  1962. 


Syllabus,  AN  Rh-Hr,  the  types  and  their  applications. 
By  Alexander  S.  Wiener,  M,D.,  F,A.C.P.,  F.C.A.P.;  Associ- 
ate Professor,  Department  of  Forensic  Medicine,  New 
York  University  Medical  School;  Senior  Bacteriologist 
(Serology)  to  the  Office  of  the  Chief  Medical  Examiner 
of  New  York  City;  Attending  Immunohematologist,  Jewish 
and  Adelphi  Hospitals,  Brooklyn,  N.Y.  and  Irving  B.  Wex- 
ler,  M.D,,  F.A.A.P.;  Clinical  Associate  Professor  of  Pedi- 
atrics, University  of  New  York  Downstate  Medical  Center; 
Attending  Pediatrician  and  Associate  Immunohematologist, 
Jewish  Hospital  of  Brooklyn;  Associate  Immunohematolo- 
gist, Adelphi  Hospital,  Brooklyn,  N.Y,  108  pp.  Illustrated. 
Price  $4.50.  Grune  & Stratton  Company.  1963. 


Atlas  of  human  anatomy,  an.  By  Barry  J.  Anson,  Ph  D 
(Med,  Sc.)  632  pp.  Hlustrated.  Price  $18.00,  W.  B.  Saunders 
Company.  Philadelphia  & London.  1963. 


American  drug  index.  By  Charles  O.  Wilson,  Ph.D.,  and 
Tony  E.  Jones,  Ph,D,  819  pp.  Price  $6.75.  J.  B.  Lippincott 
Company,  Philadelphia  1963. 


Counseling  In  medical  genetics.  By  Sheldon  C.  Reed,  Ph.D., 
Director,  Dight  Institute  for  Human  Genetics,  The  Uni- 
versity of  Mmnesota,  278  pp.  Price  $5.50.  W.  B.  Saunders 
Company,  Philadelphia  1963. 


Perthes  and  parents.  By  V.  W.  Rosar  of  Huntington,  L.  I., 
New  York.  94  pp.  Price  $4.75.  Illustrated.  Charles  C Thom- 
as, Springfield,  Hlinois  1963 


Lumbar  discography.  By  John  S,  Collis,  Jr.,  M.D.,  Depart- 
ment of  Neurological  Surgery,  The  Cleveland  Clinic  Foun- 
dation, Cleveland,  Ohio.  173  pp.  Price  $12.75.  Illustrated. 
Charles  C Thomas,  Springfield,  Illinois.  1963. 


Clinical  metabolism  of  body  water  and  electrolytes.  By 
John  H.  Bland,  M.D.,  Associate  Professor  of  Clinical  Medi- 
cine, and  Director,  Rheumatism  Research  Unit,  University 
of  Vermont  College  of  Medicine.  623  pp.  Price  $16.50.  Illus- 
trated. W.  B.  Saunders  Company,  Philadelphia.  1963 


Pacific  coast  oto-ophthalmological  society,  1962,  transac- 
tions of  the.  Edited  by  Earle  H.  McBain,  M.D.,  35  contrib- 
utors. 372  pp.  Price  $8.50.  Filmer  Brothers  Press,  San 
Francisco,  California.  1963 


Pediatrics,  handbook  of.  By  Henry  K.  Silver,  M.D.,  Pro- 
fessor of  Pediatrics,  University  of  Colorado  School  of  Med- 
icine, Denver,  Colorado;  C.  Henry  Kempe,  M.D.,  Profes- 
sor of  Pediatrics  and  Head,  Department  of  Pediatrics,  Uni- 
versity of  Colorado  School  of  Medicine,  Denver,  Colorado; 
and  Henry  B.  Bruyn,  M.D.,  Associate  Professor  of  Pedia- 
trics and  Medicine,  University  of  California  School  of 
Medicine,  San  Francisco,  California,  Director  of  Student 
Health,  University  of  California,  Berkeley,  California.  602 
pp.  Price  $4.00.  Lange  Medical  Publications.  Los  Altos. 
California.  1963 


Medical  laboratory  technology.  By  M.  J.  Lynch,  M.D. 
(N.U.I.),  M.R.C.P.  (Lond.),  F.C.A.P.;  S.S.  Raphael,  M.B., 
B.S.,  (Lond.),  L.  D.  Mellor,  L.C.S.L.T.,  F.I.M.L.T.;  P. 

D.  Spare,  F.I.M.L.T.;  P.  Hills,  L.C.S.L.T.,  F.R.M.S.;  and 
M.J.H.  Inwood,  L.C.S.L.T.,  F.I.M.L.T.  735  pp.  Illustrated. 
Price  $12.00  W.  B.  Saunders  Company,  Philadelphia  and 
London.  1963. 


Accident  surgery.  Volume  I.  Edited  by  H.  Fred  Moseley, 
M.A.,  D.M.,  M.Ch.  (Oxon.),  F.R.C.S.  (Eng.  and  Canada), 
F.A.C.S.  Director  of  Accident  Service  and  Surgeon,  Royal 
Victoria  Hospital;  Associate  Professor  of  Surgery,  McGill 
University,  Montreal;  Hunterian  Professor,  Royal  College 
of  Surgeons  of  England.  242  pp.  Illustrated.  Price  $10.00. 
Appleton-Century  Crofts,  New  York.  1962. 


Pediatric  surgery.  Second  edition.  By  Orvar  Swenson, 
Surgeon-in-Chief,  The  Children’s  Memorial  Hospital,  Chi- 
cago; Professor  of  Surgery,  Northwestern  University  Med- 
ical School,  Formerly:  Surgeon-in-Chief,  The  Boston 

Floating  Hospital  for  Infants  and  Children;  Professor  of 
Pediatric  Surgery,  Tufts  University  School  of  Medicine; 
Surgeon,  Children’s  Hospital,  Boston;  Associate  in  Surgery, 
Harvard  Medical  School.  779  pp.  Illustrated.  Price  $20.00. 
Appleton-Century  Crofts,  New  York.  1962. 
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ROBAXISAEs 


Each  pink-and-white  laminated  Tablet  contains: 
Robaxin  (methocarbamol,  Robins),.  400  mg. 
U.S.  Pat.  No.  2770649 

Aspirin  (5  gr.)  325  mg. 


Because  the  “physico-chemical  interaction”^  of  aspirin  and  methocarbamol 
produces  “mutual  potentiation”  of  analgesic  and  skeletal  muscle  relaxant 
actions,  Robaxisal  is  “therapeutically  effective”  in  controlling  both  pain 
and  spasm. 1 Studies  have  shown  that  this  synergistic  action  is  most  useful  in 
cases  in  which  pain  was  not  directly  related  to  the  spasm  and  “persisted  even 
after  the  spasm  was  resolved.”^  Other  studies  have  shown  that  results  with 
Robaxisal  have  been  “quite  gratifying”  in  patients  with  multiple  muscu- 
loskeletal disorders.2 

When  apprehension  or  agitation  is  a complicating  factor,  Robaxisal-PH  is 
particularly  helpful,  because  of  the  mild  sedative  effect  of  phenobarbital. 
Robaxisal  and  Robaxisal-PH  are  indicated  in  strains  and  sprains,  painful 
disorders  of  the  back,  “whiplash”  injury,  myositis,  pain  and  spasm  associated 
with  arthritis,  low  back  pain,  torticollis,  and  headache  associated  with  mus- 
cular tension. 

Side  effects,  such  as  lightheadedness,  slight  drowsiness,  dizziness  and  nausea 
may  occur  rarely  in  patients  with  intolerance  to  drugs,  but  they  usually  dis- 
appear on  reduction  of  dosage. 

Contraindicated  for  patients  hypersensitive 
to  aspirin  or  other  components  of  the  for- 
mulations. There  are  no  specific  contrain- 
dications to  methocarbamol,  and  untoward 
reactions  are  not  to  be  expected. 

References:  1.  Truitt,  E.B.,  Jr.,  Morgan,  A.M.,  and  Nach- 
man, H.M.:  South.  M.J.  54:318,  1961. 

2.  Rogers,  E.J.:  Clin.  Med.  8:701,  1961. 

* Skeletal  muscle  spasm  is  a 
two-headed  dragon  of  ‘PAIN  & SPASM’ 


r\y 


Each  green-and-white  laminated  Tablet  contains: 


Robaxin  (methocarbamol,  Robins) 400  mg. 

Phenacetin  (I'A  gr.)  97  mg. 

Aspirin  (154  gr.) 81  mg. 


Hyoscyamine  sulfate 0.016  mg. 

Phenobarbital  (1/8  gr.) 8.1  mg. 


(Warning:  May  be  habit-forming) 


A.  H.  ROBINS  CO.,  INC.,  Richmond  20,  Virgiiiia 


BOOKS 

continued  from  page  398 

Endocrine  and  metaboUc  aspects  of  gynecology.  By  Joseph 
Rogers,  M.D.,  Associate  Professor  of  Medicine  and  Lec- 
turer in  Gynecology  and  Obstetrics,  Tufts  University 
School  of  Medicine,  Physician,  Pratt  Clinic-New  England 
Center  Hospital.  189  pp.  Illustrated.  Price  $8.00.  W.  B. 
Saunders  Company,  Philadelphia  and  London.  1963. 


Surgery.  By  Richard  Warren,  M.D.,  in  collaboration  with 
members  of  the  Department  of  Surgery  of  the  Harvard 
Medical  School.  1397  pp.  Illustrated.  Price  $19.50.  W.  B. 
Saimders  Company,  Philadelphia  and  London.  1963. 


Autoimmune  diseases.  American  Lecture  Series.  By  Ian 
R.  MacKay  and  F.  MacFarlane  Burnet,  M.D.,  F.R.S.,  The 
Walter  and  Eliza  Hall  Institute  of  Medical  Research,  The 
Clinical  Research  Unit  of  the  Royal  Melbourne  Hospital, 
Victoria,  Australia.  323  pp.  Illustrated.  Price  $11.50.  Charles 
C Thomas,  Springfield.  1962. 


Avicenna’s  poem  on  medicine.  By  Haven  C.  Krueger,  A.M., 
M.D.  112  pp.  Illustrated.  Price  $5.00.  Charles  C Thomas, 
Springfield.  1962. 


Your  weight  and  how  to  control  it.  (Revised  edition) 
Edited  by  Morris  Fishbein,  M.D. , editor.  Modern  Home  Medi- 
cal Adviser  and  Popular  Medical  Encyclopedia.  206  pp.  Illus- 
trated. Price  $3.95.  Doubleday  & Company,  Inc.,  New 
York.  1963. 


Annual  report  1962  of  the  W.  K.  Kellogg  Foundation.  W.  K. 
Kellogg  Foundation,  Battle  Creek.  1963  . 202  pp.  Illustrated. 


A new  boy  on  Hillside  Street.  By  Ruth  FitzSimons,  speech 
therapist  in  charge  of  the  school  system  in  Warwick,  R.  I. 
16  pp.  Illustrated.  Price  $0.50.  Springer  Publishing  Com- 
pany, Inc.,  New  York.  1962. 


Resistance  of  bacteria  to  the  penicillins.  Ciba  Foundation 
Study  Group  No.  13.  Edited  by  A.V.S.  deReuck,  M.Sc., 
D.I.C.,  A.R.C.S.,  and  Margaret  P.  Cameron,  M.A.  125  pp. 
Illustrated.  Little.  Brown  and  Company,  Boston.  1962. 


Transplantation.  Ciba  Foundation  Symposium.  Edited  by 
G.  E.  W.  Wolstenholme,  O.  B.  E.,  M.A.,  M.B.,  M.R.C.P.,  and 
Margaret  P.  Cameron,  M.A.  426  pp.  Illustrated.  Price  $12.00. 
Little,  Brown  and  Company,  Boston.  1962. 


Radioactive  isotopes  in  medicine  and  biology.  Second 
edition.  By  Edith  H.  Quimby,  Sc.D.,  Professor  Emeritus  of 
Radiology,  College  of  Physicians  and  Surgeons,  Columbia 
University,  New  York,  and  Sergei  Feitelberg,  M.D.,  Direc- 
tor, Andre  Meyer  Department  of  Physics,  The  Mt.  Sinai 
Hospital,  Assistant  Clinical  Professor  of  Radiology  (Phys- 
ics), College  of  Physicians  & Surgeons,  Columbia  Univer- 
sity, New  York.  343  pp.  Hlustrated.  Price  $8.00.  Lea  & Fe- 
biger,  Philadelphia.  1963. 


Handbook  of  cardiology  for  nurses.  Fourth  edition.  By 
Walter  Modell,  M.D.,  F.A.C.P.,  Associate  Professor,  (jomell 
University  Medical  College,  Attending  Physician,  New 
York  Veterans  Administration  Hospital,  Attending  Physi- 
cian, Bellevue  Hospital;  Doris  R.  Schwartz,  M.A.,  R.N., 
Assistant  Professor,  Out-Patient  Nursing  and  Louise  S. 
Hazeltine,  M.A.,  R.N.,  Assistant  to  the  Dean,  both  of  Cor- 
nell University-New  York  Hospital  School  of  Nursing,  and 
Frederic  T.  Kirkham,  Jr.,  M.D.,  Assistant  Professor  of 
Clinical  Medicine,  Cornell  University  Medical  College, 
Assistant  Attending  Physician.  The  New  York  Hospital. 
310  pp.  Figures  and  graphs.  Price  $3.75.  Springer  Pub- 
lishing Company,  Inc.,  New  York.  1962. 


Medical  resident's  manual.  By  Frank  B.  Flood,  Resident 
in  Medicine;  Research  Fellow  of  The  New  York  Heart 
Association  at  The  St.  Vincent’s  Hospital  of  the  City  of 
New  York;  Richard  J.  Kennedy,  Associate  Director  of  Med- 
icine, The  St.  Vincent’s  Hospital  of  the  City  of  New  York, 
and  William  J.  Grace,  Director  of  Medicine,  The  St.  Vin- 
cent’s Hospital  of  the  City  of  New  York;  Professor  of 
Clinical  Medicine,  New  York  University  School  of  Medi- 
cine. 311  pp.  Figures.  Price  $4.75.  Appleton-Century 
Crofts,  New  York.  1962. 


Chemistry  of  the  sex  hormones.  American  Lecture  Series. 
By  Peter  M.  F.  Bishop,  D.M.,  (Oxon),  F.R.C.P.  (Lond.), 
Endocrinologist,  Guy’s  Hospital,  Senior  Lecturer  in  Ap- 
plied Physiology,  Guy’s  Hospital  Medical  School,  Endo- 
crinologist to  the  Institute  of  Obstetrics  and  Gynecology 
(Chelsea  Hospital  for  Women  and  Hammersmith  Hospital), 
British  Postgraduate  Medical  Federation,  London.  100  pp. 
Figures.  Price  $5.75.  Charles  C Thomas,  Springfield.  1962. 


Photographic  illustration  for  medical  writing.  By  Donald 
J.  Currie,  M.D.,  M.Sc.,  F.R.C.S.E.,  F.R.C.S.  (C),  F.A.C.S., 
Attending  Staff  Surgeon,  Department  of  Surgery,  Con- 
sultant, Department  of  Photography,  St.  Michael’s  Hos- 
pital, "Toronto,  Clinical  Teacher,  Department  of  Surgery, 
Faculty  of  Medicine,  University  of  Toronto,  and  Arthur 
Smialowski,  A.R.P.S.,  Director,  Department  of  Photog- 
raphy, St.  Michael’s  Hospital,  Toronto,  Director,  Depart- 
ment of  Photography,  St.  Joseph’s  Hospital,  Toronto.  116 
pp.  Illustrated.  Price  $7.50.  Charles  C Thomas,  Spring- 
field.  1962. 


Atherosclerosis:  mechanisms  as  a guide  to  prevention. 
By  Campbell  Moses,  M.D.,  Associate  Professor  of  Medicine 
and  Director  of  the  Addison  H.  Gibson  Laboratory,  Uni- 
versity of  Pittsburgh,  Pennsylvania.  239  pp.  54  illustrations. 
Price  $8.00.  Lea  & Febriger,  Philadelphia,  1963. 


Primer  of  cardiology,  a.  By  George  E.  Burch,  M.D., 
F.A.C.P.  Price  $6.00.  228  illustrations.  336  pp.  Lea  & Fe- 
briger, Philadelphia.  1963. 


Moral  treatment  in  American  psychiatry.  By  J.  San- 
bourne  Bockoven,  M.D.,  Superintendent,  Cushing  Hos- 
pital, Framington,  Massachusetts;  Chairman  Committee 
on  History  of  Psychiatry,  American  Psychiatric  Associ- 
ation. Graphs.  Price  $3.00.  Springer  Publishing  Company, 
Inc.,  New  York,  1963. 


Chemistry  of  thrombolysis:  human  fibrinolytic  enzymes. 
By  Kurt  N.  von  Gaulla,  M.D.,  Associates  Professor  of 
Medicine,  Denver,  Colorado.  Price  $12.75.  Illustrated  and 
graphed.  Charles  C Thomas,  Springfield,  Illinois.  19K. 


Living  with  epileptic  seizures.  By  Samuel  Livingston, 
M.D.  Price  $6.50.  Illustrated.  Charles  C Thomas,  Spring- 
field,  Illinois,  1963. 


Bronchial  asthma,  it’s  diagnosis  and  treatment.  By  Albert 
H.  Rowe.  M.D.,  M.S.,  and  Albert  Rowe.  Jr.,  M.D.  Price 
$11.00.  Illustrated.  Charles  C Thomas,  Springfield,  Hlinois, 
1963. 


Surgery  in  World  War  n,  thoracic  surgery,  vol.  I.  Pre- 
pared and  published  under  the  direction  of  Lt.  Gen. 
Leonard  D.  Heaton,  Editor  in  Chief,  and  Col.  John  Boyd 
Coates,  Jr.,  M.C.,  U.C.A.,  Editor  for  Thoracic  Surgery; 
Frank  B.  Berry,  M.D.,  Associate  Editor — Elizabeth  M. 
McFetridge,  M.A.  Price  $4.25  . 308  pp.  Illustrated.  Office 
of  the  Surgeon  General,  Department  of  the  Army,  Wash- 
ington. D.C.,  1963. 


The  anxious  parent,  the  management  of.  By  Ainslie  Meares, 
M.D.,  B.Agr.Sc.,  D.P.M.  493  pp.  Price  $9.00.  W.  B.  Saunders 
Company,  Philadelphia,  1963. 


T acoma 

Electrophysics  Laboratory 

Electroencephalography 

Electromyography 

John  T.  Robson,  M.D. 

Stevens  Dimant,  M.D. 

Marcel  Malden,  M.D. 
Lorraine  Knudson,  R.N. 

Puget  Sound  Medical  Building 
1104-06  South  4th  Street 
Tacoma  5,  Washington 
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PROFESSIONAL  classified 


Practice  Opportunities 

DIRECTOR  OF  MEDICAL  EDUCATION-PORTLAND 

For  400  bed  hospital.  Apply  with  curriculum  vitae  to 
R.  G.  Gustavson,  M.D.,  Providence  Hospital,  Port- 
land, Oregon. 

MEDICAL  SPECIALIST 

Board  eligible  or  certified,  to  develop  and  provide 
authoritative  medical  opinions  regarding  drug  prod- 
ucts. Salary  to  $13,695.  Limited  private  practice 
permitted.  Membership  and  participation  in  pro- 
fessional organizations  encouraged.  Liberal  benefits  of 
Federal  Givil  Service  including  life  insurance,  health 
benefits,  and  excellent  sick,  vacation,  and  retirement 
benefits.  5 day,  40  hour  week.  Gost  of  travel  and 
transportation  of  household  furnishings  to  Washing- 
ton, D.G.,  will  be  paid.  Send  complete  curriculum 
vitae  to:  Ralph  G.  Smith,  M.D.,  Acting  Medical 
Director,  Food  and  Drug  Administration,  Washing- 
ton 25,  D.G. 

CHILDREN'S  CLINIC,  SEATTLE 

Fine  pediatric  and  pediatric  allergy  practice  in 
Seattle  34  years.  For  sale,  lease,  or  rent  on  your  own 
terms  if  your  references  are  satisfactory.  Write 
Norman  W.  Clein,  M.D.,  500  Wall  St.,  Seattle,  Wash. 

MEDICAL  OFFICERS 

Our  recruiting,  screening  and  referral  services, 
can  be  of  invaluable  assistance  to  you  in  securing  the 
medically  trained  person  or  job  you  desire.  Please 
phone  MA  4-4793  or  write  Allied  Offices,  Inc.,  247 
Logan  Bldg.,  Seattle,  707  Medical  Dental,  Everett. 

GP  OPPORTUNITY-NORTH  CENTRAL  WASHINGTON 

Substantial  community  in  outdoorsman’s  paradise 
needs  physician.  Opportunities  for  general  practice 
and  general  practice  with  urology.  Solo,  group,  or 
partnership  openings.  Assistance  in  establishing 
practice  will  be  given  by  medical  bureau.  Write 
Box  39-D,  Northwest  Medicine,  500  Wall  St., 
Seattle,  Wash. 

GENERAL  PRACTITIONER  NEEDED-OREGON-URGENT 

General  practitioner  with  heavy  urban  practice  now 
in  hospital  and  will  reduce  activity  after  recovery. 
Assistant  needed  immediately  to  keep  office  open 
in  emergency.  If  desired,  employment  could  be  con- 
tinued later  or  joint  practice  developed.  Write  Box 
38-D,  Northwest  Medicine,  500  Wall  St.,  Seattle, 
Wash. 


FAMILY  PHYSICIAN-IDAHO 

Excellent  general  practice  with  top  facilities  in  a 
congenial  town  near  recreational  area.  Available 
about  July  1st.  Fine  new  hospital  with  best  equip- 
ment and  seiwice.  Immediate  income  in  large  draw- 
ing area.  Present  physician  leaving  to  specialize. 
Call  436-3550  or  write  W.  L.  James,  M.D.,  Box 
515,  Rupert,  Idaho. 

CARDIOLOGIST-INTERNIST  WANTED 

Would  like  an  associate  with  whom  to  rotate  calls, 
so  alternate  weekends  and  evenings  are  free.  Large 
part  of  practice  devoted  to  biochemical  treatment 
of  atheroscerlosis  and  hypertension.  Most  patients 
present  other  problems  in  internal  medicine.  Will 
consider  salary  or  percentage  compensation.  Desir- 
ous of  long  term  associate  interested  in  same  field. 
EKG’s  to  interpret  rapidly  which  are  transmitted  by 
telephone.  Contact  Averly  M.  Nelson,  M.D.,  618 
Medical-Dental  Bldg.,  Seattle,  MA  4-8114 

GENERAL  PRACTITIONER  WANTED 

I am  tired  of  solo  practice.  Will  share  my  First  Hill 
office  space  for  a token  rental,  in  return  for  vacation 
freedom  and  alternate  weekends.  Write  Box  35-D, 
Northwest  Medicine,  500  Wall  St.,  Seattle,  Wash. 

SEMI-RETIREMENT  OPPORTUNITY-SO.  OREGON 

For-sale-doctor’s  home,  office  and  guest-house  on 
the  bank  of  Rogue  River  in  Southern  Oregon.  No 
other  place  like  it  in  all  of  the  Northwest.  Owner 
must  retire.  Ideal  place  for  a GP  to  semi-retire  and 
still  enjoy  a comfortable  income  in  beautiful  sur- 
roundings. No  charge  for  established  practice.  Will 
introduce  a new  owner  to  hospitals.  Medical  Society 
and  patients.  Detailed  information  with  photos  on 
request,  but  better  still,  come  and  see  it.  A.  J. 
Loeffler,  M.D.,  Trail,  Oregon,  phone  878-2092. 

ACTIVE  PRACTICE  FREE 

With  sale  of  modern  medical  building.  Gross  $60,- 
000,  will  introduce.  Surgery  and  G.P.  Write  Box 
37-D,  Northwest  Medicine,  500  Wall  St.,  Seattle, 
Wash. 

MALE  PHYSICIAN  WANTED 

Assistant  for  Student  Health  Service  at  Oregon 
State  University,  Gorvallis.  Age  limit  63.  Salary 
$10,800.  Oregon  license  required.  Appointment 
renewable  annually  if  mutually  satisfactory.  Write 
Charles  E.  Kremer,  M.D.,  Director. 
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WANTED-GP  FOR  SMALL  GROUP  PRACTICE 

Salary  $1,000  per  month,  1st  6 mo.,  $1,250  per  mo., 
2nd  6 mo.,  then  $1,500  per  month  with  opportunity 
for  partnership  or  profit  sharing  after  2nd  year 
association.  Contact  R.  A.  Bussabarger,  M.D.,  New 
Riverview  Clinic,  Raymond,  Wash.,  Phone  942-2453. 

LOCUM  TENENS  WANTED 

One  week  to  one  month.  Ternis  to  be  arranged. 
\^'rite  E.  F.  Leibold,  M.D.,  Box  368,  Forks,  Wash. 

MEDICAL  DENTAL  PERSONNEL 

Associate  positions  desired  in  internal  medicine  and 
general  practice,  Seattle,  Everett,  and  Olympia  area. 
508  Medical-Dental  Building,  Seattle,  Wash.,  MU 
2-0545. 


Locations  Desired 

SURGEON-UNIVERSITY  TRAINED  DIPLOMATS  ABS 

Experienced  in  general  thoracic  and  vascular  surgery, 
and  in  artificial  kidney-regional  perfusion  techniques. 
Married,  age  38.  Desires  association  or  opportu- 
nity in  Northwest.  Write  Box  36-D,  Northwest 
Medicine,  500  Wall  St.,  Seattle,  Wash. 


Office  Space 

FURNISHED  OFFICES-TILLAMOOK 

For  rent  or  sale  on  installment  basis,  in  community 
short  of  physicians,  small  building  adequate  to  ac- 
commodate two  physicians.  Contains  standard  equip- 
ment, including  x-ray;  off-street  parking.  Located 
three  blocks  from  Tillamook  Hospital.  Write  Box 
34-D,  Northwest  Medicine,  500  Wall  St.,  Seattle, 
Wash. 

NEW  MEDICAL  OFFICE  INTERCITY  AREA-EVERETT 

Suite  available  for  physician  in  group  of  offices,  ar- 
ranged to  individual  specifications.  Will  finance. 
Write  or  call  Norman  Anderson,  Intercity  Medical 
Dental  Center,  91st  and  Hiway  99  South,  Everett, 
Wash.,  EL  3-2485. 

MEDICAL  CLINIC  OFFICE 

Exceptional  opportunity  for  G.P.  or  OB-GYNman 
in  Plaza  Medical  and  Dental  Glinic,  Seattle.  Location 
between  two  elementary  schools  and  in  Plaza  Shop- 
ping Center.  Serving  population  of  25,000  in  imme- 
diate vicinity.  Experience  during  past  three  years 
indicates  need  of  evening  office  hours.  Contact  Plaza 
Shopping  Centers,  SU  3-2600,  Seattle,  Wa.sh. 


MEDICAL  OFFICE  SPACE-NORTH  SPOKANE 

Vicinity  of  North  town.  Air-conditioned.  Off-street 
parking.  Across  street  from  new  apt.  building,  3 
blocks  Holy  Family  Convalescent  Home  and  new 
150-bed  general  hospital.  Contact  William  K.  Nor- 
wood, D.D.S.,  W.  22  Central  Ave.,  Spokane  19, 
Wash. 

GP's  WANTED-TILLAMOOK,  OREGON 

Office  space  available  due  to  the  loss  of  3 physicians 
in  the  last  3 years.  This  area  is  in  desperate  need  of 
2 or  3 general  practitioners.  New  well  equipped  75 
bed  hospital.  Contact  the  Administrator,  Tillamook 
County  General  Hospital,  Tillamook,  Oregon. 

SNO  KING  AREA 

Applications  are  being  invited  for  space  in  a well- 
designed,  15-unit  building  soon  under  construction. 
Gentrally  located;  2 blocks  from  Stevens  Memorial 
Hospital.  Address  inquiries  to  Director,  Tri-Gity 
Professional  Genter,  143  - 5th  Ave.  North,  Edmonds, 
Wash.  Phone  PR  8-1151. 

GP  NEEDED-SEATTLE 

Office  space  for  rent.  Share  staff  and  part  of  the 
equipment  with  overly  busy  North  End  physician. 
Build  own  practice  rapidly.  Exchange  days  off.  Gall 
EM  2-0758,  Gharles  R.  Leighton,  M.D.,  1556  N.E. 
177th,  Seattle  55,  Wash. 

NORTHGATE  MEDICAL  CENTER-SEATTLE 

Suite  now  available  for  one  or  tw'o  physicians,  at 
10560  - 5th  N.E.  For  further  information,  contact 
Mr.  George  Buck,  MU  2-3533. 

MEDICAL  SUITES  BELLEVUE-NEWPORT  HILLS 

Each  suite  is  approximately  1,100  sq.  ft.,  and  air- 
conditioned.  There  is  a laboratory',  three  examining 
rooms,  general  waiting  room,  reception,  x-ray  and 
dark  room.  Large  parking  lot.  Dentist  already  estab- 
lished in  bldg.  Construction  on  new  shopping  square 
will  begin  May  1st.  There  are  no  other  clinics  in  this 
rapidly  growing  residential  area.  Now  1,023  families 
and  an  estimated  increase  to  2,630  by  1965.  For 
further  information  contact:  Mr.  Jack  V.  Denton, 
Real  Estate  Dept.,  White  & Bollard,  Inc.,  2333-3rd 
Ave.,  Seattle,  M'ash. 

MEDICAL  SPACE-SOUTHWEST  SEATTLE 

New  deluxe  air-conditioned  suites  available  now, 
in  beautiful  Seattle  suburban  area.  Close  to  hospitals. 
Locate  in  fastest  growing  school  district  in  the  state. 
Reasonable  rent.  MU  2-3750  or  eves  WE  7-4744, 
Seattle. 
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MEDICAL  SPACE-KIRKLAND 

Excellent  location  for  physicians.  New  shopping 
center  in  fast  growing  area.  Write  or  call  R.  F.  Bur- 
nett, D.D.S.,  11656-98th  N.E.,  Kirkland,  Wash., 
VA  2-8244. 


MEDICAL-DENTAL  CLINIC  SPACE 

In  Lake  Forest  Park  Shopping  center.  Just  in  plan- 
ning stage,  designed  and  decorated  to  your  own 
specifications.  Occupancy  in  fall  of  1963.  Call  LA 
5-7357  or  LA  5-3660,  Seattle. 


Equipment 


UNUSED  DIATHERMY 

1961  model,  $250.  Contact  Mr.  Van  Natter,  3838- 
29th  Ave.,  West  Seattle,  AT  3-5477. 


Services 


PERISTALTIC  ENEMA  SERVICE 

Referred  cases.  Mary  E.  Stack,  R.N.,  offices  in 
Rhododendron  Building,  Room  102,  1006  Spring  St., 
Seattle,  Wash.  Call  MA  3-2971. 


(Aj  advertised  in  TIMEl 


TRICK  & MURRAY 

1 15  Seneca  Street  Seattle  1,  Washington 
Phone  MAin  2-1440  Free  Parking 


RALEIGH  HILLS  HOSPITAL* 

Member  of  the  American  Hospital  Association;  Recognized  by  the  American  Medical  Association 

EXCLUSIVELY  for  the  TREATMENT  of 

ALCOHOL  ADDICTION 

by  Conditioned  Reflex  and  Adjuvant  Methods 

MEDICAL  STAFF: 

John  R.  Montague,  M.D.  Norris  H.  Perkins,  M.D.  Merle  M.  Kurtz,  M.D. 

John  W.  Evans,  M.D.,  Consulting  Psychiatrist 

Raleigh  Hills  Hospital 

LARRAE  A.  HAYDON,  ADMINISTRATOR 
JEAN  B.  TANNER,  ADMINISTRATOR 

6050  S.W.  Old  Scholls  Ferry  Road  Portland  7,  Oregon  Mailing  Address;  P.  O.  Box  366 

Telephone;  CYpress  2-2641 

5f  FORMERLY  RALEIGH  HILLS  SANITARIUM,  Inc. 
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DIRECTORY  OF  AclveTtisevs 


American  Tobacco  Company 

Tareyton  cigarettes 

366 

Ames  Company,  Inc. 

Rasic  urine  tests 

330 

Baxter,  Don,  Inc. 

loshyte  M 

379-380 

Birtcher  Corporation,  The 

Ultrasonic 

334 

Burroughs-Wellcome  & Company 

Neosporin 

332 

Polysporin 

337 

Campbell  Soup 

Soup  (Shellfish) 

363 

Ciba  Pharmaceutical  Company 

Doriden 

333 

Pyribenzamine 

320-321 

Serpasil 

397 

Cutter  Laboratories 

R-gene 

398 

Endo  Laboratories 

Percodan 

323 

Haack  Laboratories,  Inc. 

Hwxsen 

386 

Meet TUP'S  OF  MEDIC  A 


AMA  Annual — Atlantic  City,  June  16- 
20,  1963;  San  Francisco,  June,  21-25, 
1964,  New  York,  June  20-24,  1965. 

AMA  Clinical — Portland,  Dec.  1-4,  1963; 
Miami  Beach,  Nov.  29-Dec.  2,  1964. 

American  Association  on  Mental  Defi- 
ciency, Portland,  May  21-25,  1963. 

Idaho  State  Medical  Association — June 
26-29,  1963,  Sun  Valley. 

Northwest  Soc.  for  Clin.  Research — Jan. 
10-11,  1964,  Vancouver,  B.  C. 

Pres.,  Denys  K.  Ford,  Vancouver 
Sec.,  R.  E.  Beck,  Vancouver 

Oregon  State  Medical  Society — Sept.  25- 
28,  1963,  Portland. 

Pacific  Northwest  Obstetrical  and  Gyn- 
ecological Association  — June  3-5, 
1963,  Victoria,  B.C. 

Pres.,  R.  R.  de  Alvarez,  Seattle 
Sec.,  J.  McDonagh,  Vancouver,  B.C. 

Washington  State  Medical  Association — 
Sept.  15-18,  1963,  Seattle. 

West  Coast  Allergy  Society,  Dec.  5-7, 
1963,  Las  Vegas,  Nevada 
Pres.,  M.  Coleman  Harris,  San  Fran- 
cisco 

Sec.,  James  E.  Stroh,  Seattle 


OREGON 


Ore.  Acad.  Ophth.  & Otolar. — Portland 
Aero  Club,  4th  Tue.,  Sept.-May. 
Pres.,  M.  Harvey  Johnson,  Portland 
Sect.,  D.  W.  McDaniel,  The  Dalles 

Oregon  Dermatologic  Society — Portland 
2nd  Wednesday  (Nov.,  Jan. -Apr.) 
Pres.,  Sheldon  Walker,  Portland 
Sec.,  F.  A.  J.  Kingery,  Portland 

Oregon  Pathologists  Association — Port- 
land, 2nd  Wednesday  (Feb.,  Apr., 
Oct.,  Dec.) 

Pres.,  F.  L.  Vrtiska,  Corvallis 
Sec.,  A.  A.  Oyama,  Portland 

Oregon  Radiological  Society — Univer- 
sity Club,  Portland,  2nd  Wednesday 
through  school  year 
Pres.,  L.  A.  Gay,  The  Dalles 
Sec.,  G.  R.  Satterwhite,  Portland 


Neosorb  319 

Hospital  Designing  and  Building 

Company  328 

Lederle  Laboratories 

Stresscaps  322 

Lilly,  Eli  and  Company 

Haldrone  340 

Mead  Johnson  Laboratories 

VasocUlan  33i 

Morningside  Hospital 

Comprehensive  treatment  of 
psychiatric  conditions  334 

Parke,  Davis  and  Company 

Myadec  314-315 

Pharmaceutical  Manufacturer's  Ass'n  336 

Raleigh  Hills  Hospital 

Treatment  of  Alcoholism  395 

Robins,  A.  H.  Company,  Inc. 

Rohaxisal  390-391 

Roche  Laboratories,  Inc. 

Librium  335 

Schering  Corporation 

Fulvicin  U/F  318 


L SOCIETIES 


Searle,  G.  D.  and  Company 

Lomotil  338 

Shadel  Hospital,  Inc. 

Treatment  of  Alcoholism  337 

Sherman  Laboratories 

Protamide  329 

Smith-Kline  & French  Laboratories 

D examyl  324 

Squibb,  E.  R.  & Sons 

Rautrax-N  325 

Tacoma  Electrophysics  Laboratories  392 

Trick  & Murray 

Filing  cabinets  395 

Union  Pacific  Railroad 

Sun  Valley  373 

U.S.  Vitamin  & Pharmaceutical  Corp. 

Vi-Syneral  Vitamin  Drops  385 


Wallace  Laboratories 

Deprol 
Milt  own 

Winthrop  Laboratories 

Trancopal 

Witter,  Dean  & Company 

Income  from  investments  317 


326-327 

364-365 

375 


Ore.  Soc.  Obst.  & Gynec. — Portland, 
Park  Heathman,  3rd  Frl.  (Oct.,  Nov., 
Jan.,  May) 

Pres.,  W.  L.  Hartmann,  Portland 
Sec.,  T.  A.  Treanor,  Portland 

Oregon  State  Society  of  Anesthesiolo- 
gists— Portland,  3rd  Friday  (except 
June,  July,  Aug.) 

Pres.,  J.  A.  Siebs,  Eugene 
Sec.,  P.  E.  Schaff,  Portland 

Oregon  Urological  Society — Quarterly 
Meetings,  University  Club,  Portland 
Pres.,  T.  A.  Davis,  Portland 
Sec.,  G.  W.  Schwiebinger,  Portland 

Portland  Academy  of  Hypnosis  — 3rd 
Monday  (Sept.-May)  Aero  Club 
Pres.,  V.  P.  Shoemaker 
Sec.,  M.  S.  Skiff 

Portland  Academy  of  Pediatrics — 1st 
Monday 

Pres.,  W.  M.  Clark,  Jr. 

Sec.,  J.  W.  Bussman 

Portland  Surgical  Society — last  Tuesday 
(Sept.-Mavl.  UOMS  Library 
Pres.,  H.  Minor  Nichols 
Sec.,  H.  W.  Baker 


WASHINGTON 


Puget  Sd.  Acad.  Ophth.  & Oto. — 3rd 
Tues.  (Oct.-May)  Seattle  or  Tacoma. 
Annual — Seattle,  Jan.  17,  18,  1964. 
Pres.,  H.  L.  Maier,  Tacoma 
Sec.,  D.  F.  Milam,  Jr.,  Bellevue 


Seattle  Academy  of  Surgery — 3rd  Wed. 
bi-monthly;  Seattle  Yacht  Club. 
Pres.,  E.  B.  Parmelee 
Sec.,  W.  S.  Brown 


Seattle  Gyn.  Soc. — 3rd  Wed.  exc.  June, 
Aug.,  Dec.,  Feb. 

Pres.,  D.  M.  McIntyre.  Seattle 
Sect.,  E.  T.  MacCamy,  Seattle 


Seattle  Pediatric  Society — 3rd  Friday 
(Sept.-May),  College  Club 
E.  J.  Wollenweber,  Seattle 
A.  L.  Skinner.  Seattle 
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Seattle  Surg.  So. — 4th  Mon.  (Sep.- 
June)  Annual— Seattle,  Jan.  24-25, 
1964. 

Pres.,  Eric  Sanderson,  Seattle 
Sec.,  R.  C.  Coe,  Seattle 

Spokane  Society  of  Internal  Medicine — 
Quarterly,  Rockwood  Clinic 
Pres.,  Robert  Berghan 
Sec.,  Richard  E.  Steury 

Tacoma  Academy  of  Internal  Medicine 
— 4th  Tuesday  (Sept.-May) 

Pres.,  R.  A.  Kallsen 
Sec.,  R.  A.  O’Connell 

Tacoma  Surgical  Club — May  2,  1964,  3rd 
Tuesday  (Sept.-May) 

Pres.,  Dumont  Staatz 
Sec.,  Robert  B.  Burt 

Washington  Academy  of  Clinical  Hyp- 
nosis— 3rd  Friday  (Sept.-June) 
Pres.,  Edward  G.  Goodrich.  Ph.D., 
Seattle 

Sec.,  John  E.  Nelson,  Seattle 

Washington  State  Obstetrical  Associa- 
October  12,  1963,  Yakima. 

Pres.,  R.  K.  Plant,  Seattle 
Sec.,  F.  LeCocq,  Yakima 

Washington  State  Radiologicad  Society 
— Seattle,  4th  Mon.,  (Sept.-Apr.) 
Business  Session,  Meany  Hotel,  Sci- 
entific Sn.  UWSM  X-ray  Dept. 
Pres.,  W.  A.  Chesledon,  Seattle 
Sec.,  R.  H.  Rosenberg,  Seattle 

Wash.  St.  Soc.  of  Anesthesiologists 
Pres.,  M.  W.  Bulmer,  Wenatchee 
Sec.,  Robt.  M.  Kintner,  Wenatchee 

Washington  State  Society  of  Internal 
Medicine — Sept.  18,  1963 
Pres.,  D.  M.  Ulrich.  Seattle 
Sec.,  J.  H.  Lindberg,  Seattle. 

Yakima  Obstetrical  and  Gynecological 
Society — Last  Monday  (except  July, 
Aug.,  Dec.) 

Sec.,  A.  W.  Bostrom,  Jr. 

Yakima  Surgical  Society — Last  Thurs- 
day (Sept.-May) 

Pres.,  James  P.  Thompson 
Sec.,  Donald  K.  Williams 


Tension? 

Hypertension? 

Control  both  with  SerpasiT 

(reserpine  CIBA) 


Patients  with  high  blood  pressure 
plus  one  or  more  symptoms  of  ten- 
sion-restlessness, rapid  heart  rate, 
excessive  sweating,  agitation— bene- 
fit from  the  distinctive  calming  action 
of  Serpasil  (reserpine).  It  shields  the 
tense  hypertensive  patient  from  ner- 
vousness that  raises  his  blood  pres- 
sure. Result:  pressure  goes  down, 
heart  rate  decreases.  Useful  in  all 
grades  of  hypertension,  either  alone 
or  as  a background  agent. 

Average  Dosage:  0.25  to  0.5  mg. 
daily. 

Side  Effects:  Occasional:  lassitude, 
drowsiness,  nasal  congestion,  loose- 


ness of  stools,  increased  frequency 
of  defecation.  Rare:  anorexia,  head- 
ache, bizarre  dreams,  nausea,  dizzi- 
ness. Nasal  congestion  and  increased 
tracheobronchial  secretions  may 
occur  in  babies  of  mothers  treated 
with  reserpine. 

Cautions:  Severe  mental  depression 
has  appeared  in  a small  percentage 
of  patients,  primarily  in  a dosage 
above  1 mg.  daily.  Usually  the 
patient  had  a pre-existing,  incipient, 
endogenous  depression  which  was 
unmasked  or  accentuated  by  reser- 
pine. When  the  drug  is  discontinued, 
depression  usually  disappears,  but 


hospitalization  and  shock  therapy 
are  sometimes  required.  Daily  dos- 
age above  0.25  mg.  is  contraindi- 
cated in  patients  with  a history  of 
mental  depression  or  peptic  ulcer. 
Withdraw  Serpasil  (reserpine)  2 
weeks  before  surgery,  if  possible. 
For  emergency  surgical  procedures, 
vagal  blocking  agents  should  be 
given  parenterally  to  prevent  or 
reverse  hypotension  and/or  brady- 
cardia. 

Supplied:  Tablets,  0.1  mg.,  0.25  mg. 
and  1 mg. 

CIBA 

2/3105MB  SUMMIT,  N.J. 


NOW  THE 
SURVIVAL  RATE 

IN  HEPATIC  COMA  GAN  BE  INCREASED 

R® 

-gene 

L-Arginine  Monohydrochloride  in  Water 


Dual  Action  Means  Superior 
and  Safer  Therapy 

R-gene  (L-Arginine  Monohydrochloride  in  Wa- 
ter) has  two  basic  actions.  It  provides  arginine 
for  reducing  high  blood  ammonia  levels,  and 
chloride  to  ov^ercome  alkalosis.  As  a result,  R- 
gene  (L-Arginine  Monohydrochloride  in  \Vater) 
helps  prevent  impending  hepatic  coma  and  dra- 
matically increases  the  survival  rate  in  deep  coma. 

R-gene  (L-Arginine  Monohydrochloride  in 
Water)  is  superior  to  monosodium  glutamate 
when  given  to  geriatric  patients  in  coma.  Why? 
Simply  because  monosodium  glutamate  may 
promote  pulmonary  edema  due  to  its  sodium 
content,  while  R-gene  (L-Arginine  Monohydro- 
chloride in  Water)  has  no  sodium  ion. 

Indications:  Prevention  of  hepatic  coma;  and 
deep  coma. 


Dosage  and  Administration:  Please  refer  to 
package  insert  for  safe  and  effective  dosage 
under  all  and  any  conditions. 

Contraindications:  The  administration  of  R- 
gene  (L-Arginine  Monohydrochloride  in  W'ater) 
is  not  recommended  in  the  presence  of  complete 
kidney  failure  or  anuria.  In  cases  of  severe  renal 
diseases  associated  with  hepatic  coma,  the  use  of 
this  product  must  depend  on  a careful  evalua- 
tion of  the  possible  beneficial  clinical  effects  as 
compared  with  the  potential  deleterious  effect 
on  the  fluid  and  acid  base  balance  of  the  patient. 
The  hydrogen  and  chloride  content  of  each  400 
cc.  unit  of  R-gene  (L-Arginine  Monohydro- 
chloride in  Water)  is  96  mEq. 

Supplied:  The  R-gene  (L-Arginine  Monohy- 
drochloride in  Water)  package  consists  of  a half 
liter  Saftiflask®  containing  400  cc.  of  a 5%  solu- 
tion of  L-Arginine  Monohydrochloride,  in  non- 
pyrogenic  distilled  water,  a 100  cc.  Ambot®  of 
50%  dextrose,  and  administration  set. 


CUTTER  LABORATORIES 


Berkeley,  California 
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COLLEGE  OF  PHYSICIANS 

OF  PHILADELPHIA 

Main  Street  and  the  Academic  Criti^^^  J(JN  21  l983 

Willard  E.  Peterson,  M.D.,  Twin  Falls,  Idaho 

Page  421 

Resection  of  Carcinoma  of  the  Duodenum  Following  Irradiation 

George  M.  Burns,  M.D.  / Ambrose  B.  Shields,  M.D.,  Portland,  Oregon 

Page  425 

Radial  vs  Circular  Removal  of  Hemorrhoids 

Lewis  E.  Litvin,  M.D.,  Seattle,  Washington 

Page  428 


Mitral  Valve  Disease 

Lester  Sauvage,  M.D.  / Gordon  A.  Logan,  M.D.  / Stephen  J.  Wood,  M.D.  / 
Alexander  H.  Bill.,  Jr.,  M.D.,  Seattle,  Washington 

Page  432 

Lumpy  Insulin  Area  Syndrome 

John  H.  Stalnaker,  M.D.,  Portland,  Oregon 

Page  438 

Prevention  of  Atelectasis  by  Trans-trachcal  Injections 

J.  Karl  Poppe,  M.D.,  Portland,  Oregon 

Page  440 

Uterine  Cytology  and  the  Folloiv-up 

Malcolm  E.  Fuller,  M.D.,  Portland,  Oregon 

Page  441 

Pulmonary  Physiology  in  Clinical  Practice 
Via.  Recognition  and  Treatment  of  Respiratory  Failure 

William  R.  Pace,  Jr.,  M.D.,  Seattle,  Washington 
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whatever 
the  shape 
or  form 
of  allergy... 


Benadryl 

(Diphenhydramir( 
hyd  rochloride) 

effectively  relieves  the  symptoms  of  vason  t< 
rhinitis  For  patients  sensitive  to  animal  danders,  this 
provides  twofold  therapeutic  action  to  help  abort  an  a rc 
attack.  Antihistaminic  action:  A potent  antihistam  c, 
breaks  the  cycle  of  allergic  response,  bringing  relief  of  a 
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icrimation,  nasal  blockage,  and  rhinorrhea.  Antispas- 
ic  action:  Because  of  its  inherent  atropine-like 
rties,  the  drug  affords  concurrent  relief  of  bronchial 
. Indications:  Allergic  diseases  such  as  hay  fever, 
ic  rhinitis,  urticaria,  angioedema,  bronchial  asthma, 
sickness,  atopic  dermatitis,  contact  dermatitis,  gastro- 
nal  allergy,  vasomotor  rhinitis,  pruritus,  physical  aller- 
reactions  to  injection  of  contrast  media,  reactions  to 
Jeutic  preparations,  and  allergic  transfusion  reactions; 
)ostoperative  nausea  and  vomiting,  nausea  of  preg- 
, motion  sickness,  parkinsonism  and  drug-induced 
)yramidal  reactions,  and  quieting  emotionally  disturbed 
2n.  Parenteral  administration  is  indicated  where,  in  the 
ent  of  the  physician,  prompt  action  is  necessary  and 
herapy  would  be  inadequate.  Precautions:  Avoid 
oneous  or  perivascular  injection. Single  parenteral  dos- 
reater  than  TOO  mg.  should  be  avoided,  particularly  in 


hypertension  and  cardiac  disease.  Persons  who  have  become 
drowsy  on  this  or  other  antihistamine-containing  drugs,  or 
whose  tolerance  is  not  known,  should  not  drive  vehicles  or 
engage  in  other  activities  requiring  keen  response  while 
using  this  product.  Hypnotics,  sedatives,  or  tranquilizers,  if 
used  with  this  product,  should  be  prescribed  with  caution 
because  of  possible  additive  effect.  Diphenhydramine  hydro- 
chloride has  an  atropine-like  action  which  should  be  con- 
sidered when  prescribing  it.  Cream  (Ointment)  should  not 
be  applied  to  extensively  denuded  or  weeping  skin  areas. 
Supplied:  Kapseals®  of  50  mg.;  Capsules  of  25  mg.; 
Emplets®  (enteric-coated  tablets)  of  50  mg.;  in  aqueous  solu- 
tions: 1-cc.  Ampoules,  50  mg.  per  cc.;  10-  and  30-cc.  Steri- 
Vials,®  10  mg.  per  cc.with  1:10,000  benzethonium  chloride  as 
a germicidal  agent;  Elixir,  1 0 mg.  per 
4 cc.  with  14  per  cent  alcohol;  2 per 


PARKE-DAVIS 


cent  Ointment  (water-miscible  base)  . PA/r/ff.  DAy/S  4 COM^AHK  Otlrot  J7.  At., 
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WHAT’S 

YOUR 

FAVORITE 

STOCK? 

Many  investors  have  one  or  two. 
A growth  stock  perhaps,  or  a stock 
that’s  paid  generous  dividends. 

We,  too,  select  stocks  we  favor  for 
either  growth  or  income.  These  we 
place  on  the  “Dean  Witter  Selected 
Stock  List.’’ 

A major  project  in  our  69-member 
Research  Department  is  the  continuous 
analytical  work  that  goes  into  main- 
taining — and  periodically  revising  — 
this  list.  Our  analysts  publish  reports 
periodically  on  the  companies  listed— 
and  make  recommendations. 

You’re  welcome  to  a copy  of  our 
current  “Selected  Stock  List,’’  which 
gives  essential  financial  data  on  each 
company.  Just  ask  any  Dean  Witter 
Account  Executive— or,  write  our  In- 
vestment Service  Department.  There’s 
no  obligation. 

Dean  Witter.  & Co. 

Members 

New  York  Stock  Exchange  • Pacific  Coast  Stock  Exchange 
1603  Hewitt,  Everett  — AL  9-3156 
440  Washington  Bldg.,  Seattle  — MA  4-6800 

944  Pacific  Ave.,  Tacoma  — FU  3-4535 
220  Equitable  Bldg.,  Portland  — CA  6-6571 

935  Lloyd  Center,  Portland  — AT  2-7211 

50  OFFICES  SERVING  INVESTORS 
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‘Miltown’  (meprobamate)  is  a known  and  dependable  drug.  Its  few 
side  effects  have  been  fully  reported.  There  are  no  surprises  in 
store  for  either  the  patient  or  the  physician.  This  is  why,  despite 
the  appearance  of  “new  and  different”  tranquilizers,  meprobamate 
is  prescribed  more  than  any  other  tranquilizer  in  the  world. 


Clinically  Proven 

in  more  than  750  published  clinical  studies 
and  over  eight  years  of  clinical  use 


Outstanding  Record  of 
Effectiveness  and  Safety 


1. 

2. 

3. 


Relieves  anxiety  and  anxious  depression  in  a broad  spectrum 
of  clinical  conditions. 

Doesn’t  leave  patients  “too  groggy’’  to  work  or  think  or 
learn. 

Relaxes  both  mind  and  skeletal  muscle.  Relieves  physical 
tension  as  well  as  emotional  stress. 


Slight  drowsiness  may  occur  with  mepro- 
bamate and,  rarely,  allergic  reactions. 
Meprobamate  may  increase  effects  of 
excessive  alcohol.  Use  with  care  in  pa- 
tients with  suicidal  tendencies.  Massive 
overdosage  may  produce  coma,  shock, 
vasomotor  and  respiratory  collapse.  Con- 


sider possibility  of  dependence,  particu- 
larly in  patients  with  history  of  drug  or 
alcohol  addiction.  Withdraw  gradually 
after  prolonged  use  at  high  dosage. 
Usual  dosage:  1 or  2 400  mg.  tablets  t.i.d. 
Supplied:  400  mg.  scored  tablets,  200 
mg.  sugar-coated  tablets;  bottles  of  50. 


the  original 
meprobamate 

Miltown* 



WALLACE  LABORATORIES /Cr<m(mr)>,  ,V. /, 


CM-9235 
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there  is 
nothing 
“new"  about 
Thorazine* 

brand  of 

chlorpromazine 


In  the  nine  years  since  it  became  available 
to  American  physicians,  Thorazine  (chlor- 
promazine, SK&F)  has  been  more  widely 
used,  more  thoroughly  investigated  and 
more  extensively  documented  than  any 
other  agent  of  its  type. 

Its  actions,  effects— and  side  effects— are 
well  known  throughout  the  medical  pro- 
fession. Its  efficacy  has  been  clearly  demon- 
strated. And  when  properly  used,  its  ad- 
vantages far  outweigh  any  possible  dis- 
advantages. 

This  is  why  there  is  nothing  “new”  about 
Thorazine  (chlorpromazine,  SK&F).  This  is 
why  it  remains  the  first  choice  in  many 
conditions — and  the  standard  against  which 
other  agents  are  inevitably  compared. 

This  is  why  it  is  one  of  the  fundamental 
drugs  in  medicine. 

SMITH  KLINE  & FRENCH 
LABORATORIES,  PHILADELPHIA 
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ROLL  IT 
to  your 
heart  patient 


7 

1 


This  modern,  mobile  ECG  is  liter- 
ally a “heart  station  on  wheels”  — 
providing  a comprehensive  2- 
speed,  3-sensitivity  ’cardiograph 
with  all  needed  accessories  in  a 
rugged,  handsome,  roll-around 
cabinet.  Proper  balance,  easily- 
grasped  handles  and  large  ball- 
bearing casters  make  it  easy  to 
guide  through  doorways  and 
around  beds  and  other  furniture. 

'Cardiograms  may  be  run  on  the 
lOOM  “Mobile  Viso”  at  25  or  50 
mm  sec.  and  at  'A,  1 or  2 times 
normal  sensitivity;  stylus  is  auto- 
matically stabilized  as  lead  se- 
lector knob  is  turned;  grounding 
(polarity  reversing)  is  done  by 
pushbutton.  Recordingsare clean, 
well-defined  and  permanent  on 
5 cm  wide  Sanborn  Permapaper® 
charts,  with  b'A"  visible  at  all 
times  in  viewing  window  at  top. 
And  all  operators  will  appreciate 
the  convenience  of  the  automat- 
ically retracting  power  cord  and 
electrodes,  Redux®  paste,  cables, 
extra  paper  and  other  accessories 
right  at  hand  in  cabinet  compart- 
ment. The  Mobile  Viso  may  be 
ordered  with  either  a mahogany 
or  scratch-and-stain-resistant 
plastic  laminate  cabinet. 

Your  nearby  Sanborn  man  will  be 
glad  to  supply  full  details  — and 
describe  the  Sanborn  15-day  No 
Obligation  Trial  Plan.  Sales  and 
service  in  46  cities  throughout 
the  U.  S. 


SANBORN  COMPANY 

MEDICAL  DIVISION  Waltham  54.  Mass. 


Seaitle  Branch  Office  111  Second  Ave.  North,  Mutual  2-1  144 
Portland  Sales  is-  Service  Agency  Corvek  Medical  Ec|uipnieiit  Co. 
1005  N.  W.  16th  Ave.,  Capitol  7-7559 
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the  best  of  everything  most  coughers  need. . . 

Dimetane’ Expectorant  Dimetane'Expectorant-DC 


Each  5 cc.  teaspoonful  contains  Dimetane®  (brom- 
pheniramine maleate),  2.0  mg. ; glyceryl  guaiaco- 
late,  100.0  mg.;  phenylephrine  hydrochloride,  5.0 
mg. ; phenylpropanolamine  hydrochloride,  5.0  mg. 
Dimetane  Expectorant-DC  also  provides  codeine 
phosphate,  10  mg./5  cc.  (Warning : may  be  habit- 
forming.)/ The  best  of  everything  most  coughers 
need  — an  excellent  antihistamine,  an  efficient 
expectorant,  and  two  outstanding  decongest- 
ants — blended  judiciously , flavored  deliciously. 


BRIEF  SUMMARY / Indications : Dimetane  Expectorant 
and  Dimetane  Expectorant-DC  are  indicated  for 
relief  of  cough  in  allergic  states  and  acute  U.R.I. 
Side  Effects:  Mild  drowsiness  associated  with  brom- 
pheniramine maleate  may  occur  infrequently.  Some 
rare  patients  are  sensitive  to  codeine.  Precautions: 
Administer  with  caution  in  the  presence  of  cardiac 
or  peripheral  vascular  diseases  and  hypertension. 
Contraindications:  Antihistamine  sensi- 
tivity. Not  recommended  for  use  during 
pregnancy. 

A.  H.  ROBINS  CO.,  INC.,  R I C H .M  O N D 20,  VA. 


CORRESPONDENCE 

This  department  is  a forum,  provided  for 
free  individual  expression.  Letters  are  pub> 
lished  as  received  and  given  little  or  no 
editing.  Proof  is  submitted  when  time  per> 
mits,  before  publication.  Responsibility  for 
statements  rests  with  the  authors  of  these 
communications  and  not  with  this  journal 
which  strives  only  to  protect  the  right  of 
individuals  to  speak  for  themselves.  Ed. 


Attention,  aviation  medical  examiners 

Editor,  Northwest  Medicine 

I appreciate  the  opportunity  to  address  this  letter 
to  the  more  than  three  hundred  physicians  in  the 
states  of  Oregon,  Washington  and  Idaho  who  have 
been  designated  by  the  Federal  Aviation  Agency 
as  Aviation  Medical  Examiners.  By  virtue  of  being 
designated,  these  physicians  have  indicated  their 
interest  in  aviation  medicine,  or  some  of  the  facets 
of  aviation  medicine.  Those  designated  examiners 
who  are  not  now  members  of  the  Aerospace  Medical 
Association  and  its  civilian  component,  the  Civil 
Aviation  Medical  Association,  should  join  both  organ- 
izations without  fail.  These  societies  are  the  largest 
and  most  representative  professional  organizations  de- 
voted to  aviation  medicine  in  this  country.  Their 
membership  is  composed  of  medical  specialists,  life 
scientists,  and  engineers  in  the  fields  of  aerospace 
medicine  and  astronautics.  Both  organizations  are 
primarily  concerned  with  the  medical  aspects  of 
flying  and  the  adaptation  of  man  to  flight.  They 
have  supported  civil  aviation  medicine  in  the  estab- 
lishment of  aviation  medical  service,  and  have  fos- 
tered the  Civil  Air  Surgeon’s  position  in  the  Federal 
Aviation  Agency. 

The  Aerospace  Medical  Society  publishes  a 
monthly  journal.  The  Civil  Aviation  Medical  Associ- 
ation prepares  a quarterly  newsletter  which  may 
soon  be  monthly.  These  publications  keep  the  desig- 
nated examiner  informed  in  aviation  medicine  and  in 
Federal  Aviation  Ageney  medical  policy  and  pro- 


cedure. This  latter  is  most  important  now  that  the 
Federal  Aviation  Agency  has  discontinued  publica- 
tion of  its  quarterly  newsletter. 

The  membership  fees  are  nominal.  Both  organiza- 
tions need  your  support  and  have  mueh  to  offer  you 
as  a designated  examiner.  I will  be  glad  to  forward 
membership  applications  and  further  information 
upon  request. 

Yoiii.s  very  truly, 
J.  HAROLD  BROWN,  M.D. 

718  4th  ir  Pike  Bldg,. 

Seattle  1,  Washington 


What's  in  a name? 

Editor,  NORTHWEST  MEDICINE; 

This  is  in  reply  to  your  comments  attached  to 
my  letter  as  published  in  the  April  issue. 

To  disapprove  of  a name  or  a change  in  name 
is  anyone’s  right  and  privilege.  I’m  not  sure  I think 
Children’s  Orthopedic  Hospital  and  Medical  Center 
is  the  best  name  either.  However,  to  extract  impli- 
cations that  are  not  implied  is  to  look  more  deeply 
for  controversy  than  is  justifiable. 

Webster’s  definition  of  “center”  as  is  applicable 
to  this  situation  is  as  follows:  “The  middle  part  of 
anything— especially  something  or  some  place  con- 
sidered as  the  middle  of  activity  of  some  specified 
kind,  as,  a railroad,  art,  medical  center  . . .”  The 
designation  of  a place  as  an  art  center  in  no  way 
implies  that  the  place  paints  pictures;  the  designa- 
tion of  a hospital  or  place  as  a medical  center  in  no 
way  implies  that  the  place  practices  medicine. 

It  does  imply  that  the  place  offers  laboratory 
facilities,  equipment,  beds  and  other  resources  which 
the  physicians  may  use  to  practice  medicine,  and 
which  will  enable  the  physicians  to  more  adequately 
diagnose  and  treat  patients  who  present  themselves 
to  the  physieians  at  the  Center.  The  designation 
Medical  Center  further  implies  that  the  hospital 
hopes  to  continually  expand  its  facilities  to  enable 
the  physicians  to  provide  diagnostic  and  therapeutic 
care  over  and  above  that  which  is  provided  in  the 
ordinary  hospital. 

JACK  M.  DOCTER,  M.D. 

MEDICAL  DIRECTOR 
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as 

basic 


your 

stethoscope 


oacetest' 

urint  ketones 

0 cUnitesf 

urine  sugar 

Oictotest 


urine  bilirubin 


ialbustix' 

—3  urine  protein 

iclinistix' 


terine  glucose 


ihemastix' 

hematuria  f hemoglobinuria 

iketostix' 

^ urine  ketones 

Hphenistix' 

1*3  A urine  phenylketones 


Ames  products  are  available 
through  your  regular  supplier. 


AMES 

COMPANY,  INC 
Elkhorr  • Indiong 
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when  diminished  pedal  pulse  suggests 
PERIPHERAL  VASCULAR  DISEASE 


[LZ^RD 


© 


ISOXSUPRINE  HCI 

for  effective  relief  of  pain,  cramping,  numbness,  and  cold 


In  the  clinical  management  of  peripheral  vascular  disease,  VasodIlan  (Isoxsuprine  HCI) 
acts  directly  on  the  arterial  wall  to  increase  deep  peripheral  circulation.^-'^  It  is  well  toler- 
ated and  effective  at  recommended  oral  doses,' essentially  — 


• without  adverse  effects  on  coronary  flow'^-'  • without  ganglionic  blocking^ 

• without  increase  in  gastric  acidity''  • ivithout  appreciable  incidence  of 
hypotension  or  tachycardia^-'  • without  development  of  tolerance-^ 


Dosage  and  administration:  Oral— 10  to  20  mg.  (1  to  2 tablets)  t.i.d.  or  q.i.d.  ; I.M.— 6 to  10  mg.  b.i.d.  or  t.i.d.  Contraindications : 
There  are  no  known  contraindications  to  oral  administration  of  Vasodii.an  (Isoxsuprine  HCI)  in  recommended  doses.  Cautious:  Do 
not  give  immediately  postpartum  or  in  the  presence  of  arterial  bleeding.  Parenteral  administration  not  recommended  in  the  pres- 
ence of  hypotension  or  tachycardia.  Avoid  intramuscular  doses  above  10  mg.  Side  efjccts:  Occasional  palpitation  and  dizziness  usu- 
ally controllable  by  dosage  reduction.  Brief  hypotension  or  tachycardia  may  occur  with  intramuscular  doses  of  10  mg.  or  more. 

For  complete  details  on  indications,  dosage,  administration,  and  clinical  background,  see  the  brochure  of  this  product  available 
on  request  from  Mead  Johnson  Laboratories,  Evansville  21,  Indiana. 

References : (1)  Clarkson,  I.  S.,  and  Le  Pere,  D.  M.:  Angiology  11 :190-192  (June)  I960.  (2)  Kaindl,  F.;  Samuels,  S.  S. ; Selman,  D., 
and  Shaftel,  H. : Angiology  10:186-192  (Aug.)  1959,  (3)  Kaindl,  F. : Partan,  J..  and  Polsterer,  P:  Wien.  klin.  Wchnschr.  fi5:lH6-191 
(March  16)  1956.  (4)  Samuels.  S.  S.,  and  Shaftel,  H.  E.  : J.A.M.A.  i?/:142-l45  (Sept.  12)  1959.  (6)  Billiottet,  J.,  and  Ferrand,  J.: 
Semaine  med.  54  :635-637  (May  20)  1958.  issa  mead  johnson  a company,  evansville  21.  Indiana  o9363 

Mead  Johnson 
Laboratories 


Symbol  of  service  in  medicine 


for 

inflamed, 
infected, 
itching 
skin  lesions 


anti-inflammatory  / bactericidal  / antipruritic 


‘CORTISPORIN’^ 
OINTMENT  "" 


POLYMYXIN  B-BACITRACIN- 
NEOMYCIN  WITH  HYDROCORTISONE  1% 


Each  gram  contains: 

‘Aerosporin’®  brand  Polymyxin  B*  Sulfate  5,000 
Units;  Zinc  Bacitracin  400  Units;  Neomycin  Sul- 
fate 5 mg.;  Hydrocortisone  10  mg.  (1“/o). 

• relieves  pain  and  itching 

• reduces  inflammation  and  edema 

• provides  bactericidal  action  against  most  gram- 
positive and  gram-negative  organisms,  includ- 
ing Pseudomonas  aeruginosa 

• rarely  sensitizes 

General  Indications:  Wherever  inflammation  or 
infection  occurs  and  is  accessible  for  topical 
therapy,  as  in  burns,  wounds,  skin  grafts;  and 
plastic  proctologic,  gynecologic,  or  general  sur- 
gical procedures. 


Dermatologic  Indications:  Atopic,  contact,  stasis, 
infectious  eczematoid,  and  lichenoid  dermatitis: 
neurodermatitis,  eczema,  pyoderma:  anogenital 
pruritus:  primary  dermatoses  with  or  without  sec- 
ondary infection:  external  otitis. 

Caution:  As  with  other  antibiotic  products,  pro- 
longed use  may  result  in  overgrowth  of  nonsus- 
ceptible  organisms,  including  fungi.  Appropriate 
measures  should  be  taken  if  this  occurs. 

Contraindicated:  For  herpes  corneae  (dendritic 
corneal  ulcers),  ocular  tuberculosis  or  for  condi- 
tions involving  the  posterior  segment  of  the  eye. 

Available:  In  tubes  of  Vz  oz.  with  applicator  tip 
and  Ve  oz.  with  ophthalmic  tip.  Although  the 
Va  oz.  tube  is  intended  for  ophthalmic  use,  it  may 
be  used  topically. 

Complete  literature  available  on  request 
from  Professional  Services  Dept.  PML. 

U.S.  PAT.  NOS.  2,965,057  AND  2,695,261 


.LQ  burroughs  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 
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Nutritional  supplementation  is  basic  to  postoperative  care.  Therapeutic  allowances 
of  B and  C vitamins  help  meet  increased  metabolic  requirements  and  compensate 
for  stress  depletion.  STRESSCAPS  can  set  the  patient  on  a more  favorable  course 
and  contribute  to  full  recovery. 


Each  capsule  contains:  Vitamin  B|  (Thiamine  Mononitrate) ...  10  mg.  / Vitamin  B2  (Riboflavin) ...  10  mg.  / Niacinamide... 
100  mg.  / Vitamin  C (Ascorbic  Acid)  . . . 300  mg.  / Vitamin  B6  (Pyridoxine  HCI)  ...  2 mg.  / Vitamin  B 1 2 Crystalline  . . . 
4 mcgm.  / Calcium  Pantothenate ...  20  mg.  Recommended  intake:  Adults,  1 capsule  daily,  for  the  treatment  of  vitamin 
deficiencies.  Supplied  in  decorative  “reminder”  jars  of  30  and  100. 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 

6316-3 

STRESSCAPS 


Stress  Formula  Vitamins  Lederle 


Sounds  like 
a case  for 
Protamide, 

Jim...” 


Just  a few  words  from  one  physician  to  another  and  yet  thousands  of 
patients  with  the  pain  of  neuritis  or  herpes  zoster  have  been  helped  to 
fast  relief  and  speedier  recovery  by  this  helpful  suggestion. 

Relief  of  inflammatory  radicular  pain,  including  herpes  zoster,  is  prompt 
when  Protamide  is  administered  early*"^  in  the  course  of  the  disease. 
More  important,  recovery  usually  follows  in  three  to  six  days,  with 
prompt  response  even  in  ophthalmic  herpes  zoster.^ 

references:  (1)  Baker,  A.  G.:  Penn.  Med.  J.  63:691  (May)  1960.  (2)  Smith,  R.  T.:  New  York 
Med.  (Aug.  20)  1952,  pp.  16-19.  (3)  Smith,  R.  T.:  Med.  Clin.  N.  Amer.  (Mar.)  1957.  (4) 
Lehrer,  H.  W.;  Lehrer,  H.  G.,  and  Lehrer,  D.  R,:  Northw.  Med.  (Nov.)  1955.  (5)  Sforzolini, 
G.  S.:  Arch.  Ophthal.  62:381  (Sept.)  1959. 


PROTAMIDE* 


—colloidal  solution  of  denatured 
proteolytic  enzyme— not  foreign 
protein  therapy. 


Dosage:  1 Ampul  I.M.  daily  for  2 to  5 days;  longer  if  pain  per- 
sists. Caution:  Avoid  I.V.  administration. 


Boxes  of  10  ampuls,  1.3  cc.  each,  for  intramuscular  injection. 


Detroit  11,  Michigan 
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NEOSORB® 

peptic  ulcer  management 
without  acid  rebound 


economical  to  use  • less  constipation 


Each  Tablet  contains 

Aluminum  Hydroxide  Gel  (Dried) 
4 grs.  (0.26  gram) 

Magnesium  Trisilicate 

7 grs.  (0.45  gram) 

Methylcellulose  (mucin-like 
colloid)  1 gr.  (0.065  gram) 


Dosage:  2 tablets  every  2 to  4 
hours.  Tablets  to  be  chewed  and 
swallowed  with  minimum  amount 
of  fluids.  1 tablespoonful  of  liquid 
neosorb  equivalent  to  2 neosorb 
tablets.  Supplied  in  sizes  100,  500 
and  1,000  tablets.  Liquid  in  quarts 
and  pints. 


fob/ef 
or  liquid 


Prescribe  NEOSORB®  with  confidence 


Haack  Laboratories,  Inc.,  Portland  1,  Oregon 
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PRO-BANTHINE^u..y/.  dartae 


brand  of  PROPANTHELINE  BROMIDE  (15  mg.)  and  THIOPROPAZATE  DIHYDROCHLORIDE  (5  mg.) 


• Eases  Tension 
•Relieves  Spasm 

Pro-Banthine  with  Dartal  combines  two  ac- 
tive agents  to  restore  both  psychic  and  vis- 
ceral stability  inpsychovisceral  dysfunctions. 

Pro-Banthlne  (propantheline  bromide), 
the  most  definitely  established  anticholiner- 
gic drug,  suppresses  excess  acidity  and 
spasm  in  the  stomach  and  intestines.  Dartal 
(thiopropazate  dihydrochloride),  a well- 
tolerated  tranquilizer,  relieves  anxiety  and 
moderates  tension. 

In  combination,  Pro-Banthlne  with  Dartal 
provides  effective  relief  from  the  autonomic 
disturbance  in  gastritis,  pylorospasm,  peptic 
ulcer,  irritable  colon  and  other  gastrointesti- 
nal dysfunctions,  especially  when  aggra- 
vated by  frank  emotional  stress. 


Dosage.  — tablet  three  times  a day. 

Urinary  hesitancy,  xerostomia,  mydriasis 
and, theoretically,  a curare-like  action  may 
occur  with  Pro-Banthlne  (propantheline  bro- 
mide) and  it  is  contraindicated  in  the  pres- 
ence of  glaucoma  or  severe  cardiac  disease. 

With  Dartal  (thiopropazate  dihydrochlor- 
ide) extrapyramidal  and  parasympatholytic 
symptoms  have  been  reported  and,  rarely, 
leukopenia,  erythematous  skin  reaction  and 
allergic  purpura.  Do  not  administer  to  pa- 
tients under  the  influence  of  alcohol,  barbit- 
urates or  narcotics  and  use  cautiously  with 
sedatives,  in  epileptic  or  depressed  patients 
or  in  those  with  liver  damage.  Reactions  typ- 
ical of  phenothiazines  may  occur. 

G.  D.  SEARLE  & CO. 

CHICAGO  80,  ILLINOIS 
Research  in  the  Service  of  Medicine 
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EDITORIAL 


Practitioners  and  Teachers 


One  of  the  unfortunate  facts  of  medical  life  in 
the  United  States  is  that  those  who  practice 
medicine  and  those  who  teach  in  medical  schools 
do  not  understand  each  other.  What  is  even 
w'orse,  they  sometimes  do  not  respect  each  other. 
.\s  is  so  frequently  the  case  in  matters  medical, 
these  misunderstandings  and  failures  to  appreci- 
ate seldom  pertain  to  individuals  but  usually 
apply  to  classes.  The  practitioner  likes  and  ad- 
mires the  professor  but  mistrusts  the  faculty. 
The  professor  appreciates  the  skill  of  the  prac- 
titioner but  has  no  faith  in  the  practicing  pro- 
fession. 

Two  years  ago,  one  of  the  nation’s  most 
scholarly  professors  was  a witness  for  the  Ke- 
fauver  Committee.  He  expressed  lack  of  confi- 
dence in  practicing  physicians.  He  said  that 
leaving  judgment  of  efficacy  of  drugs  to  them 
had  been  the  source  of  much,  if  not  rnost,  of  the 
errors  in  comprehension  of  disease  and  in  adher- 
ence to  many  long  outmoded  and  discarded  forms 
of  treatment. 

Similar  attitude  is  expressed  in  an  editorial 
published  in  the  January-February  issue  of  Clini- 
cnl  PharmacoIog,ij  and  Therapeutics.  It  was 
signed  by  Dale  G.  Flriend,  of  Peter  Bent  Brigham 
Hospital,  Boston.  In  proposing  a national  pre- 
scription formulary  he  says  that  it  is  “utterly 
impossible  for  the  practicing  physician  to  have 
enough  information  to  select  the  drugs  he  uses 
in  the  treatment  of  his  patients  wisely.” 

He  negates  his  own  argument  in  the  next 
sentence  by  deploring  influenee  on  the  practi- 
tioner by  detail  men,  journal  advertising,  direct 
mail  articles  and  news  media  publicity.  But 
paucity  of  sources  is  not  his  major  concern.  He 
feels  that  a committee  of  experts  should  select 
the  useful  drugs  for  physicians.  He  suggests  that 
the  committee  be  composed  of  “authorities”  all  of 
whom  would  be  members  of  various  official 
or  semi-official  organizations.  There  would  be 
no  place  for  anyone  who  actually  practiced  medi- 
cine. Favorable  consideration  would  be  given 
to  the  products  of  certain  manufacturers.  Rela- 


tive merits  of  each  drug  would  be  included  so 
the  physician  would  know  what  he  ought  to 
prescribe. 

It  is  obvious  that  this  type  of  thinking  is 
based  on  the  concept  of  vast  central  authority 
in  control  of  every  segment  of  society.  The 
physician  is  too  ignorant  or  too  careless  to  select 
the  best  drug  for  his  patient— therefore  an  author- 
itative group  should  do  it  for  him.  The  manu- 
facturer is  too  greedy  for  profit  and  too  dishonest 
to  be  trusted— therefore  he  must  be  controlled 
by  a regulatory  body  and  only  those  behaving 
properly  are  to  be  recognized. 

This  philosophy  is  bad  enough  and  ought  to 
be  shown  in  its  true  colors  but  it  goes  far 
beyond  the  problems  arising  between  the  prac- 
ticing profession  and  those  who  teach  in  the 
medical  schools.  It  is  pointed  out  here  only  to 
focus  attention  on  a situation  that  should  not 
exist  and  does  not  need  to  exist. 

It  is  obvious  beyond  any  question  whatever 
that  most  professors  in  medical  schools  are 
extremely  able  teachers  who  have  great  peda- 
gogic skill  and  that  they  are  dedicated  to  promot- 
ing scientific  medicine  of  the  highest  possible 
quality. 

It  is  equally  obvious  that  most  practicing 
physicians  are  extremely  able  healers  who  are 
delivering  the  best  medical  care  the  world  has 
ever  known  and  that  they  are  doing  so  with  an 
art  relatively  unknown  to  the  professors.  Un- 
fortunately, it  is  also  unappreciated  and,  perhaps, 
not  even  understood. 

Finally,  it  is  painfully  obvious  that  medicine, 
if  it  is  to  continue  its  greatness,  must  have 
the  benefit  of  both  kinds  of  skill.  Those  who 
produce  and  disseminate  knowledge  cannot  de- 
liver it  to  any  important  e.xtent  because  their 
time  must  be  assigned  to  other  pursuits.  They 
must  provide  the  science  used  by  those  who 
deliver  it  with  their  art.  Each  has  knowledge  and 
skill  unavailable  and  unnecessary  to  the  other. 
Why  do  they  not  trade  respects? 
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More  Women  In  Medicine? 


Although  the  number  of  women  applying  for 
admission  to  medical  schools  has  not  increased 
during  the  past  ten  years,  the  percentage  ad- 
mitted has  risen.  In  1950  there  were  1,231  appli- 
cimts  and  385  or  31.3  per  cent  were  admitted. 
In  1960  the  numbers  were  1,044  and  600  or  57.5 
per  cent  admitted. 

Percentage  of  total  admissions  has  also  risen. 
In  1950  women  constituted  5.3  per  cent  of  total 
admissions  and  ten  years  later  the  figure  had 
risen  to  7.0  per  cent.  Percentage  of  women  gradu- 
ates during  the  same  ten  year  period  has  re- 
mained relativeK’  constant  at  5 per  cent. 

These  figures  do  not  seem  to  indicate  any 
ver\’  important  trend,  and  are  not  \'ery  helpful 
e.xcept  to  dispel  the  idea  that  there  has  been 
discrimination  in  fa\or  of  male  students.  Their 
admission  percentage  was  32.6  in  1950  and  59.6 
in  1960,  approximately  the  same  as  the  figures 
for  women. 


guest  editorial: 

W/w  Wdi  Meet  the  Need? 

K.  K.  S H E R WO  O D,  M.D.,  General  Superintendent,  King  County 

Much  has  been  written  about  the  medical 
problems  of  the  senior  citizen.  Most  of  the 
professional  writing  about  the  individual  over 
65  has  had  for  its  subject  matter  the  financial 
aspect  of  his  medical  care  or  the  physical  man- 
agement of  his  infirmities.  In  the  latter  field, 
medicine  can  be  proud  of  the  great  ad\'ances 
made  in  the  treatment  of  degenerative  diseases 
of  the  heiu-t,  of  senile  diabetes,  of  vascular 
disease,  and  pf  orthopedic  conditions.  These  laud- 
able ad\ances  are  verx’  much  appreciated  by 
our  patients  o\er  65. 

But  there  exists  a great  therapeutic  void.  The 
discipline— medical,  social,  or  governmental  bu- 
reaucracy—that  fills  this  \’oid  will  control  the 
management  of  all  the  health  problems  and 
probably  the  free  time  activities  of  the  retiree. 
Few  of  us  appreciate  the  problems  that  face  the 
senior  citizen  in  the  social  and  motivational  fields. 
He  has  been  told  he  is  too  old  to  work.  As  proof 
of  this,  against  his  will  he  is  retired.  He  receives 
not  a salarx',  but  is  given  a pension.  Formerly 


Discrepancy  of  considerable  proportion  does 
show  up,  however,  when  it  comes  to  comparing 
numbers  of  medical  graduates  with  those  earning 
baccalaureate  and  first  professional  degrees.  In 
1953  there  were  304,857  such  graduates,  34.1 
per  cent  of  whom  were  women.  Of  this  number, 
6,600  graduated  in  medicine  but  only  5.5  per 
cent  of  the^  medical  degrees  were  granted  to 
women.  By  1961  the  total  had  risen  to  401,784 
but  medical  graduates  numbered  only  6,994. 
Percentage  of  women  remained  about  the  same 
in  total  and  in  medical  graduates. 

M’hether  or  not  there  will  be  a development 
toward  Canada’s  12  per  cent  of  women  gradu- 
ates in  medicine,  or  Britain’s  24  per  cent,  the 
figures  tend  to  support  the  idea  that  there  is  need 
for  more  medical  schools,  or  e.xpansion  of  exist- 
ing schools,  or  both.  Data  are  from  a report 
issued  by  the  Association  of  American  Medical 
Colleges.  ■ 


Hospital,  Seattle,  Washingtan 

his  major  usefulness  to  his  community  has  been 
through  his  job.  We  have  then,  an  individual 
who  believes  it  proven  that  he  is  too  old  to  work, 
yet  the  retiree  knows  of  no  other  means  through 
which  his  existence  can  continue  to  be  a happy 
experience.  He  senses,  though  he  may  not  kno\\', 
that  only  as  he  continues  to  be  useful  to  his 
communitx’  does  he  achieve  the  inner  satisfaction, 
the  happiness  that  makes  living  worthwhile.  A 
worthwhile  purpose  for  living  must  be  acquired 
by  the  retiree.  At  the  present  time  no  one  is 
making  this  needed  contribution  to  our  senior 
citzens’  happiness.  Is  there  any  doubt  that  the 
discipline  that  supplies  this  great  lack  in  the 
lives  of  our  senior  citizens  will  dominate  the 
fulfillment  of  his  other  needs? 

It  is  much  easier  to  write  a prescription  than 
to  supply  motivation.  Can  the  medical  profession 
do  the  difficult?  It  has  in  tlie  past.  Can  the 
medical  profession  encompass  not  only  the  struc- 
tural, not  only  the  physiological,  but  also  the 
social  in  their  varied  disciplines  and  knowledge? 
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If  we  doctors  can  rise  to  this  challenge  and  fill 
this  therapeutic  void  we  will  achieve  much.  We 
will  make  the  functional  imd  structural  treat- 
ment of  the  senior  citizen  much  easier  than  it  now 
is.  Our  patients  will  be  champing  at  the  bit  to 
get  well.  Equally  important,  we  physicians  will 
have  demonstrated  to  the  senior  citizens  and 
to  their  sons  and  daughters  that  the  medical 


profession  is  the  discipline  to  which  they  may 
turn  for  the  fulfillment  of  not  only  their  physical, 
not  only  their  physiological,  but  also  their  emo- 
tional-social needs.  If  the  medical  profession  thus 
fills  this  therapeutic  void,  this  absence  of  motiva- 
tion for  living,  who  needs  to  worry  about  govern- 
ment medicine? 


CONSTITUTIONAL  AMENDMENT-WSMA 


PROPOSED  AMENDMENT  TO  ARTICLE  IV, 
SECTION  3 (b)  OF  THE  CONSTITUTION  OF  THE 
WASHINGTON  STATE  MEDICAL  ASSOCIATION 
ARTICLE  IV-COMPONENT  SOCIETIES 

Section  3.  Issuance  of  Charters. 

(b)  After  the  issuance  of  the  charters  pro- 
vided for  immediately  above,  the  Board  of  Trus- 
tees, with  the  approval  of  the  House  of  Delegates, 
may  charter  as  a component  society  a medical 
society  representative  of  the  medical  profession 
of  a county  as  circumstances  may  dictate  or  as 
seems  desirable.  No  charter  shall  be  issued  with 
respect  to  a county  in  which  a component  society 
previously  chartered  has  territorial  jurisdiction 
((except));  provided,  however,  the  Board  of  Trus- 
tees may  create  a state-wide  component  society 


on  an  interim  basis  only  to  implement  the  merger 
of  the  Washington  State  Osteopathic  Association 
into  the  Washington  State  Medical  Association; 
provided,  further,  that  whenever  an  increase  in 
membership  warrants,  an  additional  component 
county  society  may  be  chartered  within  the 
previous  territorial  jurisdiction  of  an  existing 
component  society  composed  of  two  or  more 
counties. 

V.  W.  Spickard,  M.D.,  Chairman, 
Committee  on  Revision  of  Constitution 

and  By-Laws 

This  amendment  will  be  submitted  for  final 
acceptance  by  the  House  of  Delegates  at  the 
WSMA  meeting,  September  15-18.  ( See  page  77, 
January,  1963  issue.) 


ON  ILLNESS 

For  reasons  that  I cannot  quite  pin-point  I find  myself  turning  to  the  subject 
of  illness.  Probably  it  is  nothing  more  than  the  unconscious  concern  of  the  physician 
with  his  ancient  and  eternal  enemy.  Each  of  us  as  a physician  comes  to  acquire  an 
instinctive  knowledge  of  illness,  and  to  realize  what  it  is  when  we  speak  to  it  in 
its  human  form.  As  the  years  go  on  such  knowledge  helps  us,  for  one  thing,  to  avoid 
fumbling  for  some  commiserative  formula  when  confronted  by  some  poor  soid  in  the 
grip  of  an  experience  which  has  all  but  overwhelmed  him.  In  many  people  illness 
appears  as  lean,  strained  and  astringent.  In  others  the  same  illness  breeds  an  acute 
awareness  of  life  in  all  its  aspects.  You  simply  cannot  treat  things  casually  when 
it  appears  that  you  are  seeing  them  for  perhaps  the  last  time.  In  still  others  the  effect 
is  to  produce  a dour  silence;  the  individual  retreats  into  the  central  fastness  of  his 
being,  and  simply  does  not  want  to  be  told  whether  his  illness  is  fatal  or  not. 
He  himself  knows  what  the  issue  is. 

E.  P.  Scarlett,  M.D.,  in  his  column  in  Group  Practice, 
Journal  of  the  American  Association  of  Medical  Clinics 
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NEPHROTIC  SYNDROME 

a classic  example  of  the  effectiveness  of 

HALDRONE® 

(paramethasonc  acetate,  Lilly) 


ffaliciil  was  admitted  with  nephrotic  syndrome,  evidenced  l)v  ascites,  peripheral 
edema,  proteinuria,  hypoproteinemia,  and  hypercholesteremia.  Treatment  with 
llaldrone,  4 mg.  every  six  hours,  was  begun  on  May  28, 1962,  and  seven  days  later 
the  dosage  was  increased  to  6 mg.  every  six  hours.  A brisk  diuresis  occurred  on 
June  17.  The  amount  of  llaldrone  was  then  reduced  to  2 mg.  every  six  hours.  On 
June  27,  the  patient  reached  a dry  w eight  of  ninety-seven  pounds  (a  forty-six-pound 
loss  since  the  beginning  of  treatment),  and  he  was  discharged  as  satisfactory  on 
Jnly  4,  1962.  He  has  since  been  maintained  in  remission  on  2 mg.  llaldrone  t.i.d. 

In  summary:  Haldrone  is  a corticosteroid  useful  in  collagen  diseases,  allergic  diseases,  certain  dermatological  dis- 
orders, certain  hematological  diseases,  and  other  steroid-responsive  conditions.  Side-effects  reported  have  included 
rounding  of  the  face,  ecchymosis,  insomnia,  weight  gain,  hypertrichosis,  thinning  of  the  skin,  peptic  ulcer,  occurrence 
of  infections,  and  increased  appetite.  This  steroid  should  not  be  used  in  patients  with  active  or  suspected  tubercu- 
losis, active  peptic  ulcer,  psychosis,  or  herpes  simplex  of  the  eye.  Dosage  should  be  based  carefully  on  such  factors 
as  the  severity,  prognosis,  and  duration  of  a given  illness. 

Supplied  in  1-mg.  (Yellow)  and  2-mg.  (Orange)  scored  tablets,  in  bottles  of  30.  100,  and  500. 

Additional  information  available  upon  request.  Eli  Lilly  and  Company,  Indianapolis  6,  Indiana.  a.oo3« 
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ORIGINAL  ARTICLES 


Mam  Street  and  the  Academic  Critic 


WILLARD  M.  PETERSON,  M.D.  Twin  Falls,  Idaho 


— the  individual  physician  appears  to  have  neither 
the  inclination  nor  the  courage  to  enter  the  fight 
to  preserve  the  private  practice  of  medicine. 

George  J.  Burgess* 


Goe  and  catche  a falling  starre  — 

And  find  what  wind 

Serves  to  advance  an  honest  mind 

John  Donne** 


Each  of  US  is  all  the  sums  he  has  not  counted  — 
The  seed  of  our  destruction  ivill  blossom  in  the  desert 
And  the  alexin  of  onr  cure  grows  by  a mountain  rock. 
Our  lives  are  haunted  by  a Georgian  slattern 
Because  a London  cut  purse  went  unhung  — 

And  each  moment  is  the  fruit  of  forty  thousand  years. 


For  it  is  written  down  for  all  to  see 
That  he  who  is  whored  by  fashion 
Will  be  whored  by  time. 

Thomas  Wolfe**** 


This  writer  has  impatiently  awaited  answers  to 
Dr.  Iwman’s  article  in  the  October  issue  of 
Northwest  Medicine  on  the  socialization  of  two 
professions.  I had  hoped  that  pens  more  politic 
than  mine  would  rip  to  shreds  the  siren  song 
argument  of  “Come  join  us  for  it  is  not  so  bad 
after  all.”  But  the  response  has  been  limited  to 
one  brief  letter  of  protest,  and  the  article  by 
O.  B.  Scott  in  the  February  issue. 

The  article  was  a bitter  dose  for  me  to  swallow 
for  I had  read  with  admiration  and  respect  a 
previous  article  by  Dr.  Lyman  on  some  of  the 
failures  of  progressive  education.’  At  about  the 

•From.  A Layman’s  View,  guest  editorial,  Northwest 
Medicine,  June,  1962 

’•From,  Song,  a short  poem. 

•••From,  Look  Homeward  Angel. 

••••From.  You  Can’t  Go  Home  Again, 


Thomas  Wolfe*** 


same  time  the  October  article  appeared,  two 
gentlemen,  one  teaching  administrative  medicine 
at  Harvard  and  the  other  at  Cornell,  took  private 
practice  to  the  woodshed  through  the  news- 
papers and  weekly  news  magazines.  And  one  of 
our  eastern  colleagues  in  private  practice  aggra- 
vated our  wounds  by  self  righteously  delivering 
us  into  the  hands  of  the  enemy  in  a pictorial 
magazine  consistently  unfriendly  in  its  attitude 
toward  private  practice. 

past  the  point  of  complacency 

Apparently  my  medical  and  surgical  colleagues 
have  been  too  busy  with  meetings,  with  clinical 
and  scientific  problems,  to  answer  Dr.  Lyman’s 
smooth  discourse  on  the  evolution  of  educational 
and  medical  paradoxes  in  our  world,  complicated 
by  war  and  threat  of  war,  the  class  and  race 
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struggle  and  our  Frankenstein,  nuclear  fission. 
But  of  course  it  is  more  than  time,  the  busy 
physician’s  greatest  enemy,  or  Dr.  Lyman’s  tal- 
ent, which  has  discouraged  the  pens  which 
should  ha\'e  been  busy.  The  private  practitioner 
has  tried  to  stay  out  of  large  controversies  not 
because  of  lack  of  courage  but  because  he  could 
not  engage  in  these  open  controversies  honestly 
without  alienating  many  nf  his  patients.  How- 
ever, the  struggle  has  passed  the  point  where  we 
in  pri\'ate  practice  can  sa\’e  ourselves  with  pru- 
dence. 

\\’ithout  the  taunt  that  we  are  a profession  of 
frightened  Philistines  1 might  have  delayed  this 
reply  for  another  day.  As  for  the  cowardice  im- 
plied, this  I deny  again— the  militant  Doctor  is 
still  among  us  and  will  come  forth  in  time  of  great 
stress  regardless  of  his  clinical  burdens,  much 
like  Major  General  M’arren  of  Bunker  Hill  fame, 
who  was  in  private  life  Dr.  Joseph  Warren,  sur- 
geon, address  Boston,  Massachusetts. 

I make  a plea  for  allies  from  all  physicians, 
whether  in  private  practice  or  otherwise.  For  it 
ill  behooves  the  best  minds  in  our  profession 
to  accept  scientific  dedication  to  the  exclusion 
of  the  life  struggle.  I would  remind  them  that 
large  tyrannies  are  only  built  on  small  tyran- 
nies and  that  William  Faulkner  warned  that 
“science  is  a dangerous  mouth  to  kiss.” 

Jefferson's  truth 

Let  us  get  down  to  the  knocking  of  heads.  Dr. 
Lyman’s  article,  no  matter  how  well  written,  has 
merit  only  as  opinion  and  artful  political  propo- 
ganda.  Thomas  Jefferson  is  chosen  as  the  foster- 
father  of  education  in  America.  But  one  of  Jeff- 
erson’s best  remembered  aphorisms  is  ignored— 
“that  government  which  governs  least  is  best,” 
which  disqualifies  the  great  democrat  from  the 
present  controversy  as  an  absentee  witness  for  the 
present  socialization  of  medicine  and  education 
in  America. 

I am  quite  sure  our  academic  critics  appreci- 
ate fully  the  influence  of  their  written  opinion. 
1 am  sure  no  man  can  be  so  ingenuous  as  to 
believe  one  can  separate  the  responsibilities  of 
political  writing  from  political  action  and  its 
consequences.  The  pen  may  be  mightier  than  the 
sword  but  the  really  great  conflicts  of  ideas  and 
interests  have  in  the  past  been  settled  largely 
by  the  sword  or  worse.  Voltaire’s  thinking  and 
writing  helped  conceive  the  French  Revolution 
but  his  body  must  have  turned  many  times  in  its 


grave  at  the  excesses  of  the  revolution  and  Na- 
poleon’s restoration  of  “order”  by  spraying  Eu- 
rope with  grape  shot  and  strewing  it  with  corpses. 

adaptability  is  not  a virtue 

I am  not  convinced  that  the  prime  attribute 
of  a great  leader  is  adaptability  rather  than  stub- 
borness.  Semmelweiss,  Lister,  Pasteur  and  Hal- 
stead did  not  gain  their  victories  by  adaptability. 
I am  sure  everyone  must  agree  that  in  this  era 
of  conformity,  Charles  DeGaulle  adapts  only 
when  absolutely  necessaiy.  Winston  Churchill 
gained  his  victory  against  what  many  deemed  an 
inevitable  wave  of  the  future  with  an  ineffable, 
stubborn,  physical  and  moral  courage  and  elo- 
quence to  match  the  courage.  I am  not  convinced 
that  the  United  States  has  gained  by  our  adap- 
ability  in  the  United  Nations  as  we  have  watched 
a dozen  bearded  brigands  in  a Cuban  forest 
grown  to  a force,  under  our  eyes  and  forewarned 
by  their  very  words,  strong  enough  to  destroy 
our  major  cities.  This  is  the  direct  result  of  adap- 
ability  in  leadership  and  I am  afraid  we  have 
not  seen  the  last  of  it. 

Our  academic  critic  defines  salary  as  a stand- 
ard fee  for  a standard  service.  There  is  no  stand- 
ard service,  people  being  what  we  are  and  al- 
lowed a free  society.  There  is,  in  a free  society, 
no  limit  to  the  mediocrity  of  service  and,  more 
important,  no  limit  to  its  greatness.  This  leverage 
to  make  all  men  equal  in  service,  equal  in  per- 
formance and  equal  in  reward  is  the  clear  lang- 
uage of  the  far  left  but  of  one  who  says  “See,  I 
am  for  you,  I am  really  one  of  you  despite  our 
differences.” 

Of  course  we  must  face  the  attitudes  of  the 
present  confronting  private  practice  and  all  pri- 
vate enterprise.  More  important  than  the  opinions 
of  our  academic  critics,  the  majority  public  opin- 
ion in  America  today  classifies  the  conservative 
as  the  bad  guy  and  the  leftist  liberal  as  the 
good  guy.  As  the  bad  guys  we  may  have  some 
graces  and  be  allowed  an  occasional  pat  on  the 
head  for  small  virtues,  much  as  Dr.  Lyman 
bestows  occasionally  on  the  physician.  But  in  the 
morality  show  of  Everyman  1963  and  the  political 
struggles  of  the  future  we  are  the  bad  guys  and 
the  public  generally  wants  Mr.  Dillon  to  get  us. 
Whether  he  will  get  us  or  not  is  probably  not  so 
important  except  that  this  struggle  is  almost  a 
miniature  of  the  universal  dilemma  of  Everyman 
today.  The  important  thing  is— DO  W^E  REALLY 
HAVE  A CAUSE? 
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Do  we  really  have  a cause?  If  we  view  the 
terrors  of  the  past  twenty  five  years,  largely 
precipitated  by  powerful  governments  who  be- 
gan their  conquest  of  the  people  by  the  sociali- 
zation of  the  professions,  we  have  a cause  indeed. 
Dr.  Lyman  admits  to  some  evils  and  dangers 
inherent  in  socialization.  Can  anyone  deny  that, 
with  the  socialization  of  any  group,  sooner  or 
later  there  is  the  presentation  of  the  bill?  Re- 
gardless of  the  horrible  mixed  up  rights  and 
wrongs  in  the  case,  was  not  the  conflagration 
at  Old  Miss  the  past  year  the  result  of  the  pre- 
sentation of  a bill  by  the  federal  government  un- 
welcome to  many  of  the  people  of  Mississippi? 

tio  back  to  the  crucibles  of  tyranny  a short 
generation  ago  in  Germany.  Did  not  the  butchery 
and  whole  dreadful  tragedy  follow  directly  the 
subjugation  and  control  of  the  professions  of 
teaching,  medicine,  the  military  and  the  law, 
and  end  finally  in  the  prostitution  of  all  of  them 
in  a Christian  nation  like  our  own?  Do  we  have 
a cause— period. 

trouble  in  Sweden 

The  complaint  of  the  left  in  America  has  been 
that  socialism  has  never  had  a full  trial  here  be- 
cause it  has  not  been  expanded  to  include  all  the 
professions  and  because  of  the  life  which  has 
been  allowed  to  remain  in  big  business.  If  social- 
ism could  have  reached  greatness  it  should  cer- 
tainly have  happened  in  Sweden.  Here  we  have 
a well  favored  country,  untouched  by  the  blood 
baths  of  two  world  wars  and  socialism  has  had 
her  way  with  pretty  much  all  the  professions. 
Has  the  resultant  obsession  with  materialism 
made  a great  and  happy  country?  Is  it  an  acci- 
dent that  with  socialization  of  medicine  there 
has  been  a collapse  of  medical  morality?  One 
wonders  what  would  be  the  fate  of  Martin  Luth- 
er’s inkwell  in  Sweden  today,  tempted  by  the 
performances  attendant  to  the  socialization  of 
at  least  two  professions. 

It  seems  fairly  evident  how  the  struggle  will 
be  settled  here  in  America  for  the  present.  And 
we  in  America  may  have  to  endure  a travail  not 
unlike  that  of  Germany  and  Russia  and  pay  the 
price  Sweden  has  yet  to  pay.  For  if  the  well  in- 
tended and  misguided,  the  leftists  in  “I-am-one- 
of-you-too”  clothing,  continue  to  have  their  way 
with  the  young  in  the  schools  and  colleges,  we 
are  already  lost  and  may  well  be  for  several 
generations. 

This  writer  is  not  ashamed  to  be  one  of  the 
“frightened  men”  in  private  practice  and  our 


backs  are  certainly  to  the  wall.  I believe  those 
of  us  who  live  and  practice  on  main  street  live 
with  America  every  day  and  it  is  my  faith  that 
our  vision,  our  knowledge  and  our  way  is  a 
finer  way  with  all  our  faults  than  the  new  order 
envisioned  in  the  socialization  of  our  profession. 
FOR  THE  WAY  OF  OUR  CRITICS  IS  THE 
SURRENDER  OF  THE  REALLY  FRIGHTEN- 
ED MEN  TO  SECURITY.  And  contrary  to  their 
great  sophistry,  security  and  freedom  can  never 
be  the  free  wheeling  opposite  sides  of  the  same 
coin.  These  men  have  conveniently  forgotten 
Plato  and  common  sense;  these  two,  security 
and  freedom,  are  opposites  which  can  never  live 
in  the  same  house  together  at  peace.  The  event- 
tual  price  for  this  kind  of  security  must  “at  its 
best  be  some  kind  of  tyranny  and  at  its  worst 
some  kind  of  slavery.”  Do  we  have  a cause? 

One  of  the  greatest  fallacies  in  any  socialistic 
proposition  is  the  avoidance  of  a fact  of  life  that 
a certain  amount  of  self  interest  is  a perfectly 
healthy  ingredient  of  human  nature.  This  prin- 
ciple will  operate  in  a Fabian  society  in  America, 
in  Communist  Russia  and  in  our  academic  life. 
It  operated  in  the  thinking  and  politics  of 
Thomas  Jefferson  and  possibly  it  can  be  forgiven 
even  in  the  healing  arts. 

he  damages  himself 

We  now  must  proceed  to  an  unkind  para- 
graph. But  where  the  breach  is  so  wide  the  chips 
must  fall  where  they  may.  From  the  professional 
side.  Dr.  Lyman  divorces  himself  from  the  ranks 
of  most  physicians  everywhere  when  he  spears 
us,  at  a time  when  we  are  assailed  from  every 
direction,  with  his  remarks  about  the  occasional 
rascal  in  our  midst  and  the  disgraceful  old  saw 
as  applied  to  the  fee  system— “your  money  or 
your  life.”  In  his  attack  on  private  practice  he 
damages  all  physicians,  including  himself.  There 
are  rascals  in  every  profession,  even  in  teaching, 
and  his  robes  of  judgment  do  not  become  him 
so  well  as  his  literary  talent. 

the  best  defense 

My  article  contains  much  of  the  credo  of  the 
unabashed  traditionalist  who  will  never  fit  well 
into  the  brave  new  world.  This  is  a world  to 
which  our  profession’s  critics  are  attempting  to 
condition  us,  and  toward  which  Everyman  is 
being  pushed  by  the  Mr.  Bigs  of  our  time,  the 
demands  of  science  and  the  threat  of  nuclear 
extinction.  The  article  is  written  from  the  point 
of  view  that,  not  only  in  sports  but  in  all  strug- 


423 

Northwest  Medicine,  June  1963 


gles,  the  best  defense  is  a good  offense.  This  is 
a principle  which  organized  medicine  has  not 
been  able  to  use  very  well  due  to  the  \'ery  nature 
of  the  physician’s  relationship  with  people.  But 
knowing  the  odds  and  the  cost,  I make  a plea 
for  conservative  doctors  in  private  practice  and 
elsewhere  to  take  up  your  cudgels  and  use  them 
where  you  can  and  well. 

.\lfred  Tennyson  wrote  some  great  lines, 
largely  forgotten  in  our  neurotic  era,  about  the 
last  voyage  of  the  cunning,  intrepid  wanderer 
Ulysses.  The  aging  voyager,  seeking  new  hori- 
zons to  the  west,  vowed  “—that  which  we  are,  we 
are,  made  weak  by  time  and  fate,  but  strong  in 
will  to  strive,  to  seek,  to  find  and  not  to  yield.” 

The  socialization  of  medicine  should  not  be 
fought  only  because  of  the  old  traditions  and 
our  suspicion  of  great  changes,  ^^’e  in  private 
practice  should,  like  old  Ulysses,  seek  new  hori- 
zons. But  the  voyage  proposed  by  our  critics 
must  be  fought  if  we  believe  it  is  a large  step 
towards  the  further  decay  of  American  character 
and  poor  performance.  It  must  be  fought  with 
cunning  and  courage;  not  by  simulation  and  dis- 
simulation and  the  successive  compromises  which 
are  actually  one  defeat  after  another.  Perhaps 
we  must  accept,  in  these  times,  regulations 
against  the  slaying  of  dragons  and  the  request 
for  no  more  giants,  please.  But  fight  total  cap- 
tivity we  must. 

One  large  concession  must  be  made  to  our 
critics,  academic  and  otherwise.  If  the  danger  of 


tyranny  is  unimportant,  if  pride,  initiative  and 
American  spirit  and  character  are  unimportant, 
and  if  performance  is  really  unimportant— then. 
Gentlemen,  I agree— neither  physicians  nor  the 
people  have  anything  to  lose  by  the  socialization 
of  medicine  in  America. 

summary 

The  private  practice  of  medicine  in  America  is 
defended  against  the  criticisms  of  academic 
thinking  and  the  political  left.  The  theory  that 
true  freedom  can  be  maintained  in  the  social- 
ization of  any  of  the  professions,  including 
teaching,  is  rejected. 

A review  of  some  of  the  historical  develop- 
ments of  tyrann\'  built  on  the  socialization  of 
the  professions  is  presented.  The  dilemma  of 
loss  of  freedom  involved  in  the  “securiW”  of 
socialized  medicine  is  identified  as  the  dilemma 
of  Everyman  today  regardless  of  his  status  or 
politics  and  whether  he  knows  it  or  not. 

Finally,  an  appeal  is  made  for  the  continued 
struggle  against  the  socialization  of  medicine 
because  it  will  contribute  to  deterioration  of 
.\merican  character  and  medical  performance.  ■ 

542  Main  Avenue  South 
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THE  PEOPLE  AND  THEIR  PMLERS 

It  is  easy  to  conceive  that  in  the  infancy  of  governments,  when  commonwealths 
differed  little  from  families  in  number  of  people,  they  differed  from  them  too  but 
little  in  number  of  laws;  and  the  governors,  being  as  the  fathers  of  them,  watching 
over  them  for  their  good,  the  government  was  almost  all  prerogative.  A few  established 
laws  served  the  turn,  and  the  discretion  and  care  of  the  ruler  supplied  the  rest.  But 
when  mistake  or  flattery  prevailed  with  weak  princes  to  make  use  of  this  power  for 
private  ends  of  their  own  and  not  for  the  public  good,  the  people  were  fain  by  express 
laws  to  get  prerogative  determined  in  those  points  wherein  they  found  disadvantage 
from  it;  and  thus  declared  limitations  of  prerogative  were  by  the  people  found 
necessary  in  cases  which  they  and  their  ancestors  had  left  in  the  utmost  latitude 
to  the  wisdom  of  those  princes  who  made  no  other  but  a right  use  of  it,  that  is, 
for  the  good  of  their  people. 

John  Locke,  The  Second  Treatise  of  Government 
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Resection  of  Carcinoma  oj  the  Dnodenum 
Follmving  Irradiation 

Report  of  a Case 

GEORGE  M.  B U RN  S,  M.D.  / AM  B ROS  E B.  S H I E L D S,  M.  D„  Portland,  Oregon 


Primary  carcinoma  of  the  duodenum  is  not  a 
common  lesion.  In  the  extensive  study  reported 
by  Eger,  the  incidence  is  0.033  per  cent  in  350,- 
286  routine  autopsies. ‘ The  lesion  constituted 
only  0.3  per  cent  of  all  carcinomas  of  the  gas- 
trointestinal tract  in  his  series.  However,  45.6 
per  cent  of  the  carcinomas  of  the  small  bowel 
were  located  in  the  duodenum. 

In  the  literature,  carcinoma  of  the  duodenum 
is  often  divided  into  three  groups,  namely,  sup- 
rapapillary,  peripapillary,  and  infrapapillary. 
Kleinerman  and  his  associates,  in  their  collection 
of  these  tumors,  classified  22.5  per  cent  as  sup- 
rapapillary;  59.2  per  cent  as  peripapillary,  and 
18.3  per  cent  as  infrapapillary.  = In  Eger’s  series 
the  incidence  of  infrapapillary  carcinoma  was 
only  12.0  per  cent. 

Jordan  and  DeBakey  advocate  irradiation 
postoperatively  when  there  is  doubt  concerning 
the  adequacy  of  resection  for  carcinoma  of  the 
duodenum.'’  But  we  found  no  mention  in  the 
literature  regarding  the  use  of  irradiation  in  an 
attempt  to  make  resection  of  an  inoperable  lesion 
possible.  In  the  case  now  reported,  an  infrapapil- 
lary carcinoma  of  the  duodenum  had  become 
frozen  to  the  superior  mesenteric  vessels.  Follow- 
ing a course  of  irradiation  the  lesion  was  easily 
resected. 

CASE  REPORT 

A retired  farmer,  aged  70,  was  seen  by  us  on  July 
16,  1962,  beeause  of  recurrent  episodes  of  cramping 
pain  throughout  the  upper  abdomen,  nausea,  and 
vomiting.  After  vomiting  he  felt  better.  The  symp- 
toms, which  had  started  in  February  1962,  were 
mild  at  first.  But  in  the  three  weeks  prior  to  the  time 
we  saw  the  patient  they  had  become  more  severe 
and  occurred  at  more  frequent  intervals.  During 
the  previous  year  he  had  lost  13  pounds. 

In  March  1962  roentgenograms  of  the  gastroin- 
testinal tract  had  disclosed  an  obstruction  in  the 
first  portion  of  the  duodenum  that  was  attributed 
to  an  ulcer.  An  ulcer  regimen  was  prescribed,  but 
it  did  not  relieve  the  symptoms. 

Physical  examination  on  admission  disclosed  a 
suggestion  of  a mass  slightly  above  and  to  the  right 
of  the  umbilicus.  Otherwise  there  were  no  positive 
findings. 


Hemoglobin  measured  12.8  grams  per  100  ml.  of 
blood.  The  total  bilirubin  was  0.45  mg.  per  100  ml. 
Results  of  all  other  laboratory  studies  were  nega- 
tive. 

On  Jidy  16,  roentgenologic  examination  of  the 
upper  gastrointestinal  tract  revealed  a persistent 
narrowing  of  the  first  4 cm.  of  the  third  portion  of 
the  duodenum  (Fig.  1).  At  this  point  the  mucosal 
pattern  of  the  duodenum  was  distorted.  Roent- 
genologic examination  of  the  colon  and  the  chest 
disclosed  no  abnormalities.  A diagnosis  of  duodenal 
obstruction  was  made,  and  exploratory  laparotomy 
was  advised. 


Fig.  1.  Roentgenogram  on  July  16,  1962  showing  nar- 
rowing and  post  stenotic  dilitation  (arrows)  of  third  por- 
tion of  duodenum. 


On  July  24,  1962  the  abdomen  was  opened 
through  a midline  incision  extending  from  the  xi- 
phoid process  to  the  umbilicus.  In  the  third  portion 
of  the  duodenum  there  was  a mass  which  measured 
10  cm  in  diameter.  The  major  portion  of  the  mass 
appeared  to  be  within  the  lumen  of  the  bowel.  It 
also  involved  the  exterior  portion  of  the  bowel  and 
was  intimately  attached  to  the  superior  mesenteric 
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Fig.  2.  Photomicrograph  of  biopsy  specimen  obtained 
on  July  24,  1962.  Note  papillary  pattern  of  lesion  (X  70). 


vessels.  The  liver,  gallbladder,  and  pancreas  appear- 
ed to  be  normal.  No  enlarged  lymph  nodes  were 
palpated.  Duodenotomy  revealed  the  tumor  to  be 
polypoid  and  friable.  Tissue  removed  from  the 
tumor  for  frozen  section  disclosed  papillary  adeno- 
carcinoma. Posterior  gastrojejunostomy  was  done, 
after  which  the  abdomen  was  closed. 

Paraffin  sections  showed  a moderately  differen- 
tiated adenomatous  neoplasm  having  a distinct  papil- 
lary pattern  (Fig.  2),  and  consisting  of  acini  of 
varv’ing  size  closely  approximated  in  a delicate, 
barely  perceptible  stroma.  The  lining  cells  were  tall 
columnar  and  fomried  numerous  papillary  infoldings. 
No  evidence  of  mucus  secretion  was  apparent.  There 
were  many  instances  of  gland-within-gland  fonnation 
(Fig.  3).  Although  little  of  the  duodenal  wall  was 
included,  the  neoplasm  appeared  to  be  definitely  in- 
filtrative and  had  a frankly  malignant  pattern.  Path- 
ologic diagnosis  was  papillary  adenocarcinoma  of 
the  duodenum. 

The  patient  made  an  uneventful  recovery.  Ten 
days  after  his  operation,  August  3,  he  was  discharged 
from  the  hospital. 

From  August  16,  to  October  3,  the  patient  was 
treated  with  radiotherapy  in  an  attempt  to  reduce 
the  size  of  the  tumor  so  that  resection  might  be 
attempted.  Cobalt  60  teletherapy  was  given  to  an- 
terior and  posterior  fields  of  10x10  cm  each  from 
80  cm  distance.  The  estimated  tumor  dose  was 
4360r.  Thirty-two  treatments  were  given  in  forty- 
nine  days.  Higher  dosage  was  not  used  because  of 
possible  damage  to  the  spinal  cord.  The  patient  tol- 
erated the  radiotherapy  well.  Subsequently  he  gain- 
ed 5 pounds  and  remained  asymptomatic. 

He  was  seen  again  on  November  1,  when  physical 
examination  was  essentially  normal.  Roentgenologic 
examination  of  the  upper  gastrointestinal  tract  (Fig. 
4)  showed  the  defect  in  the  third  portion  of  the 
duodenum  to  be  much  smaller  than  it  had  been 
during  the  examination  on  July  16. 

On  November  12,  40  days  following  termination 
of  radiotherapy,  the  patient  was  operated  on  again. 
-\n  incision  was  made  through  the  midline  scar  and 
extended  down  along  the  right  rectus  muscle.  On 
opening  the  peritoneal  cavity  it  was  seen  that  the 
tumor  had  decreased  from  its  former  diameter  of 
10  cm  to  a diameter  of  approximately  4 cm.  The 
tumor  seemed  to  be  limited  only  to  the  third  portion 


Fig.  3.  High  power  view  of  tissue  shown  in  figure  3, 
demonstrating  the  gland-within-gland  formation  seen  in 
the  deeper  portions  of  the  tumor  (X  170). 


of  the  duodenum.  The  superior  mesenteric  vessels 
were  now  free.  There  were  no  enlarged  lymph  nodes. 
The  liver  was  grossly  normal.  The  tumor  was  re- 
sected by  transecting  the  duodenum  proximally  just 
below  the  ampulla  of  \'ater  and  distally  at  the  liga- 
ment of  Treitz.  An  end-to-end  anastomosis  was  then 
done,  following  which  the  abdomen  was  closed. 

The  excised  portion  of  the  duodenum  was  5 cm 
long.  When  it  was  opened,  an  ulcerated  area,  1 by 
3 em  in  diameter,  was  disclosed  (Fig.  5).  Proximal 
and  distal  to  the  ulcerated  area  there  was  approxi- 
mately 0.5  cm  of  normal  bowel  tissue. 

Microscopic  examination  showed  a pattern  sur- 
prisingly different  from  that  observed  in  the  tissue 
taken  for  biopsy.  Centrally  there  was  extensive  sup- 
erficial ulceration  (Fig.  6).  Only  occasional  papillary 
acinar  structures  remained  about  the  periphery.  The 
remainder  of  the  neoplasm  was  composed  almost 
entirely  of  large  pools  of  stringy  mucinous  material 
and  relatively  few  tumor  cells.  Most  of  the  tumor 
cells  occurred  in  small  clumps  suspended  at  random 
in  the  mucinous  substance.  Occasionally  they  lined 


Fig.  4.  Roentgenogram  on  November  1,  1962  demon- 

strating increased  size  of  lumen  of  duodenum  as  compared 
with  previous  roentgenogram. 
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Fig.  5.  Specimen  resected  November  12,  1962  showing  ul- 
cerating lesion  of  duodenum. 


Fig.  6.  Photomicrograph  of  resected  neoplasm  revealing 
extension  of  mucinous  carcinoma  into  duodenal  wall 
(X  8.5). 


part  of  the  walls  of  the  pools.  In  general,  the  cells 
were  similar  to  those  seen  in  the  biopsy  specimen, 
although  signet  ring  forms  were  identified  with 
regularity.  The  tumor  completely  penetrated  the 
muscularis  and  extended  into  the  subserosa.  Vas- 
cular invasion  was  not  seen.  Final  pathologic  diag- 


nosis was  infiltrating  adenocarcinoma  of  the  duo- 
denum, mucoid  type. 

The  patient  made  an  uncomplicated  recovery. 
There  was  no  delay  in  wound  healing.  On  the  ninth 
postoperative  day,  November  21,  1962,  he  was  dis- 
charged from  the  hospital.  When  he  was  last  seen, 
on  April  2,  1963,  he  said  he  had  had  no  further 
symptoms  and  was  feeling  fine.  Roentgenologic 
examination  of  the  upper  gastrointestinal  tract  at 
this  time  showed  no  obstruction  of  the  duodenum 
or  evidence  of  recurrence  of  the  carcinoma. 

discussion 

There  is  general  agreement  that  tumors  of  the 
duodenum  are  best  treated  by  surgical  excision. 
Yet,  this  treatment  is  frequently  not  possible. 
In  the  70  cases  of  infrapapillary  carcinoma  of 
the  duodenum  collected  by  Shallow  and  his  as- 
sociates, resection  of  the  tumor  had  been  done  in 
only  15.^  The  majority  of  the  tumors  in  their 
series  had  been  considered  to  be  inoperable  at 
the  time  of  laparotomy  or  were  detected  at 
autopsy.  Several  authors  attributed  the  inoper- 
ability of  carcinoma  of  the  duodenum,  in  part, 
to  its  early  invasion  of  the  superior  mesenteric 
vessels. 

The  present  report  is  not  intended  to  demon- 
strate that  radiotherapy  is  the  answer  to  carci- 
noma of  the  duodenum,  rather  it  suggets  that 
radiotherapy  may  make  resection  of  the  tumor 
possible  when  there  is  local  invasion.  ■ 

St.  Vincent  Hosjntal  (10) 

REFERENCES 

1 Eger,  S.  A.,  Primary  malignant  disease  of  duodenum. 
Arch  Surg  (Chicago),  27:1087-1108  (December)  1933. 

2 Kleinerman,  J.,  Yardumian,  K.,  and  Tamaki,  H.  T., 
Primary  carcinoma  of  duodenum,  Ann  Intern  Med,  32:451- 
465  (March)  1950. 

3 Jordan,  G.  L.,  Jr.,  and  DeBakey,  M.  E.,  Malignant 
neoplasms  of  the  duodenum;  report  of  five  cases.  Surgery, 
42:829-836  (November)  1957. 

4 Shallow,  T.  A.,  Wagner,  F.  B.,  Jr.,  and  Manges,  W.  B. 
Primary  carcinoma  of  infrapapillary  portion  of  duodenum. 
Surgery,  27:348-355  (March)  1950. 


Each  dollar  you  give  to  the  AMA-ERF  Student  Loan  Fund  creates  $12.50  in 
guaranteed  loan  power.  Help  build  this  Fund  by  sending  your  check  to  AMA-ERF, 
535  North  Dearborn  Street,  Chicago  10,  Illinois. 


427 

Northwest  Medicine,  June  1963 


Radial  vs.  Circular  Removed  of  Hei?io7Thoids 

LEWIS  E.  LITVIN,  M.D.  Seattle,  Washington 


IVI  any  surgical  procedures  have  been  developed 
for  remo\'ing  sev'ere  types  of  hemorrhoids.  The 
operation  may  vary  from  simple  radial  e.xcision 
to  complete  circular  resection  of  a segment  of 
the  anorectal  skin  and  mucous  micmbrane.  Each 
method  may  have  its  complieations,  either 
from  inadequacy  of  removal  or  from  production 
of  an  undesirable  result.  In  recent  years  there 
has  been  a trend  toward  modifieation  of  the 
radical,  circular-resection  procedure  in  an  at- 
tempt to  improve  treatment  of  moderate  and  ad- 
vanced types  of  hemorrhoidal  disease.  In  con- 
trast, this  paper  will  indicate  how  the  radial 
excision  method  may  be  modified,  e.xpanded, 
and  applied  to  these  situations,  perhaps  with 
greater  ease  and  fewer  complications  than  with 
the  circidar  method. 

Basically,  an  adequate  hemorrhoidectomy  has 
two  objectives  to  fulfill.  There  should  be,  first, 
elimination  of  the  disease  with  the  least  amount 
of  disturbanee  anatomically  and,  second,  pro- 
duction of  the  least  possible  number  of  com- 
plications postoperatively. 


Elimination  of  diseased  and  dilated  veins  and 
prevention  of  recurrenee  of  hemorrhoidal  di- 
sease can  be  accomplished  by  either  the  circular 
or  radial  method.  It  makes  no  difference,  as  far 
as  removal  of  diseased  tissue  is  concerned, 
whether  the  approach  is  vertical  or  horizontal 
or  a combination  of  the  two,  just  so  the  diseased 
veins  and  potentially  diseased  veins  are  re- 
moved. Once  a vein  is  removed  it  cannot  cause 
further  trouble.  However,  it  is  of  considerable 
importance  to  use  a technique  of  surgery  which 
is  the  least  disturbing  to  the  normal  anatomieal 
relationships  of  the  anorectal  region  and  which 
causes  the  least  discomfort  and  the  least  possi- 
bility of  other  postoperative  complications.  The 
most  common  complications  which  are  prevented 
or  reduced  to  a minimum  by  the  e.xpanded  radial 
method  are;  hemorrhage,  stenosis,  pain,  lack  of 
anal  control,  urinary  retention,  external  tags, 
recurrenee,  fissures,  loss  or  delay  of  return  of 
anorectal  sensation,  separation  of  anastomotic 
lines  and  infeetion  in  a closed  space. 


Elimination  of  Disease  loith  the  Least  Anatomic  Distnrhance 


preoperative  preparation  of  patient 

In  addition  to  the  general  physical  evaluation 
of  the  patient,  particular  attention  is  always 
given  to  the  sigmoidoscopic  study,  and  often  to 
a colon  .x-ray  study,  if  it  is  indicated.  During 
the  sigmoidoscopy,  the  extent  of  hemorrhoidal 
disease  can  be  evaluated  more  completely  than 
by  simple  anoscopy  since  the  entire  circumfer- 
ential picture  may  be  seen  at  one  time.  If  other 
disease  is  found  at  a higher  level,  plans  for  its 
treatment  can  be  made  prior  to  the  surgery. 

The  patient  is  always  admitted  to  the  hospital 
the  day  before  surgery,  and  the  colon  is  pre- 
pared and  cleansed  by  giving  saline  enemas  until 
clear,  the  night  before  surgery.  The  enema  is 
repeated  in  the  early  morning  before  surgery. 
The  remaining  orders  are  essentially  routine, 
and  include  a soporific  at  bedtime,  withholding 
food  and  drink  after  midnight,  surgical  prepara- 
tion of  the  anal  area  and  emptying  of  the  urinary 

Read  before  annual  meeting  of  Seattle  Surgical  Society, 
Seattle,  Washington,  January  18,  1963. 


bladder  prior  to  surgery.  The  preanesthetic 
orders  are  gi\  en  by  the  anesthesiologist. 

anesthesia 

The  anesthetic  is  usually  one  that  gives  good 
relaxation  to  the  anal  musculature  and  may  be 
either  of  a spinal  or  a caudal  type.  The  patient 
is  placed  in  prone  position  with  flexion  at  the 
hips,  and  the  buttocks  are  held  apart  with  wide 
adhesive  tape.  Cleansing  is  done  with  Phisohex 
and  the  anal  area  is  squared  off  with  towels  prior 
to  the  larger  drapes. 

surgical  evaluation 

Adequate  evaluation  and  exposure  is  accomp- 
lished with  two  instruments  which  are  considered 
essential  to  this  technique.  One  is  a large  caliber 
anoscope  with  obturator  and  the  other  is  a 
lateral  anal  retractor.  Usually,  the  anus  is  well 
relaxed  and  the  primary  hemorrhoids  tend  to  be 
dilated  and  readib’  apparent.  At  other  times 
they  can  be  demonstrated  by  inserting  a dry 
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gauze  sponge  through  the  anoscope,  and  with- 
drawing it,  thereby  producing  a prolapse  of  the 
hemorrhoids. 

Generally,  the  major  hemorrhoids  are  three 
in  number  and  anatomically  occupy  the  right 
posterior,  right  anterior  and  left  lateral  positions. 
At  times  these  positions  seem  to  vary  and  there 
may  be  four  or  five  primary  hemorrhoids  requir- 
ing removal.  Each  hemorrhoidal  mass  is  removed 
radially  using  the  same  general  method  in  each 
case. 

technique  of  segmental  resection  of  hemorrhoid 

Exposure  is  accomplished  by  placing  the  lat- 
eral retractor  in  the  anus  opposite  the  hemorrhoid 
to  be  removed.  The  hemorrhoid  is  grasped  radi- 
ally along  its  crest  with  several  Pennington 
forceps  and  is  elevated.  A 00  chromic  catgut 
suture  on  a small  round  needle  is  placed  moder- 
ately high  at  the  proximal  or  mucosal  end  of  the 
hemorrhoid.  Traction  on  the  first  suture  allows 
further  elevation  for  the  placement  of  the  second 
and  deeper  bite  with  the  same  needle  and 
suture.  The  suture  is  tied  and  the  ends  are  left 
equally  long.  They  are  clamped  in  a hemostat 
for  use  later.  By  placing  this  suture  first,  much 
of  the  later  bleeding  is  eliminated. 

Next,  the  hemorrhoid  is  elevated  by  traction 
on  the  Pennington  forceps,  and  scissors  are  used 
to  make  a small  incision  through  the  anal  skin 


at  the  distal  or  skin  end  of  the  hemorrhoid. 
Using  the  scalpel,  two  shallow  parallel  incisions 
are  made  along  the  crest  of  the  hemorrhoid 
extending  just  through  the  skin  and  mucous 
membrane.  These  incisions  start  at  the  skin 
incision  and  extend  nearly  to  the  proximal  suture. 
Purposely,  the  incisions  are  made  close  to  the 
Pennington  forceps  so  that  a maximum  of  normal 
skin  and  mucous  membrane  may  be  preserved. 
Using  the  scalpel,  the  skin  and  mucous  mem- 
brane on  both  sides  of  the  hemorrhoid  are  pushed 
laterally  and  the  underlying  hemorrhoid  is  ex- 
posed. By  blunt  and  sharp  dissection  the  hemor- 
rhoid, with  its  small  strip  of  skin  and  mucous 
membrane,  is  dissected  off  the  underlying  inter- 
nal sphincter  muscle  until  the  proximal  suture 
is  nearly  reached.  The  remaining  pedicle  is  tied 
again  with  the  original  suture  and  the  hemor- 
rhoid is  e.xcised.  Individual  small  bleeding  points, 
if  present,  can  be  ligated  with  000  chromic 
catgut. 

The  same  procedure  is  done  to  each  major 
hemorrhoid  group,  always  preserving  as  much 
skin  and  mucous  membrane  as  possible.  If  the 
situation  at  some  point  precludes  the  removal 
of  any  amount  of  skin  and  mucous  membrane, 
the  hemorrhoid  could  be  removed  through  a 
single  incision  along  its  crest  without  removing 
any  normal  tissue. 

After  the  primary  hemorrhoids  are  removed, 
it  is  important  that  particular  attention  be  given 
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to  the  longitudinal  areas  of  skin  and  mucous 
membrane  lying  between  the  excisional  sites. 
In  these  zones  lie  the  smaller  satellites  of  dilated 
veins  and  isolated  vascular  tumors  which  so 
often  create  the  appearance  of  an  entire  ring  of 
hemorrhoids.  These  are  approached  by  gently 
dissecting  under  the  longitudinal  remaining 
areas  from  both  sides  and  carefully  excising  or 
a\’ulsing  these  vascular  tissues.  Usually  the  dis- 
section plane  is  found  over  the  internal  sphincter 
muscle.  Exposure  for  this  procedure  is  main- 
tained with  the  lateral  anal  retractor.  No  sutur- 
ing is  done  since  the  tissues  fall  naturally  into 
their  normal  positions  and  relationships. 

At  completion  of  the  hemorrhoidectomy 
the  large  anal  speculum  is  used  to  inspect  for 
any  bleeding  points.  A small  vaseline  wick  is 
placed  in  the  anal  canal  to  serve  as  a drain  in 
case  of  postoperative  hemorrhage.  Dressings  are 
applied  and  held  in  place  with  adhesive  tape. 


postoperative  care 

Postoperatively,  the  adult  patient  receives 
morphine  sulphate  gr.  1/6  as  needed  for  pain, 
and  diet  as  desired.  Catheterization  of  the  urin- 
ary bladder  may  be  done,  if  necessary,  in  12 
hours.  On  the  first  postoperative  day  the  anal 
wick  is  removed  and  the  anus  is  treated  with 
witch  hazel  packs  and  an  analgesic  ointment. 
Mineral  oil  is  started  orally  and  the  patient  can 
stand  or  sit  at  the  bedside  for  voiding.  On  the 
second  postoperative  day  sitz  baths  are  started 
and  the  morphine  sulphate  order  can  be  changed 
to  codeine.  Usually,  the  patient  can  be  discharged 
on  the  third  postoperative  day  following  either 
a normal  bowel  movement  or  a saline  enema 
given  through  a small  catheter.  Rectal  digital 
examinations  may  be  done  at  weekly  intervals 
although  this  is  probably  more  informative  than 
therapeutic. 


Reducing  Postoperative  Complications 


The  attempt  to  prevent  postoperative  com- 
plications by  using  this  expanded  radial  method 
of  hemorrhoidectomy  seems  to  be  well  indicated 
by  theory  and  substantiated  by  practical  observa- 
tion. Nature  is  quite  kind  to  the  anal  surgeon  in 
providing  adequate  blood  supply  and  excellent 
healing  tendencies  in  this  region.  These  factors 
permit  extensive  undermining  without  necrosis 
or  sloughing.  In  this  manner  all  of  the  primary' 
hemorrhoids  and  adjacent  satellite  venous  tumors 
can  be  removed  to  prevent  “recurrences.” 

normal  relationships  and  functions 

Leaving  large,  wide,  normal  areas  of  skin 
and  mucous  membrane  between  the  areas  of 
excision  seems  to  serve  many  useful  purposes. 
Basically,  it  keeps  all  levels  of  skin  and  mucous 
membranes  in  their  normal  anatomic  relationship 
and  in  proper  relationship  to  the  sphincter 
muscles.  This  may  have  great  bearing  on  the 
normal  neurogenic  control  of  defecation  and 
anal  continence.  Also,  it  leaves  ample  circumfer- 
ential tissue  for  quick  healing  and  provides  for 
adequate  slack  in  the  mucous  membrane  and 
skin  if  needed  during  the  passage  of  large  stools. 
By  avoiding  a circular  incision  there  is  appar- 
ently no  opportunity  for  a late  circular  stenotic 
scar  to  form.  Also,  by  avoiding  a circular  excis- 
ion and  anastomosis  there  is  no  possibility  of  a 


wound  separation  in  the  postoperative  period. 
No  closed  space  is  created  and  drainage  is  most 
adequate  to  prevent  infection  with  subsequent 
scarring.  Having  adequate  circumferential  slack 
also  helps  to  prevent  splitting  and  fissure  form- 
ation. 

Hemorrhage  is  guarded  against  by  triply  ligat- 
ing the  major  pedicles  first,  and  ligation  of 
individual  bleeding  points  later.  Final  inspection 
through  the  large  anoscope  is  a further  visual 
check. 

less  pain 

One  of  the  most  outstanding  and  rewarding 
features  of  this  method  of  hemorrhoidectomy 
is  the  relative  lack  of  moderate  or  severe  pain 
during  the  postoperative  period.  Most  patients 
are  truly  surprised  that  the  discomfort  is  so 
very  much  less  than  anticipated.  Usually,  anal- 
gesics are  needed  only  during  the  first  and  sec- 
ond postoperative  days.  This  greater  degree  of 
comfort  may  be  attributed  to:  1)  absence  of 
tension  in  the  tissues  along  anastomotic  lines, 
2)  no  suturing  of  mucous  membranes  to  the 
sphincter  muscle  with  distortion,  3)  no  closed 
spaces  with  infection  and  pressure,  and  4)  the 
covering  of  the  surgically  exposed  areas  by  the 
falling  together  of  relaxed  tissues  normal  to 
those  areas. 
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Urinary  retention  after  any  anal  surgery  is 
probably  a reflex  action  caused  by  discomfort. 
Therefore,  any  procedure  which  causes  less  pain 
is  beneficial  in  preventing  this  usual  compli- 
cation. 

skin  protects 

External  tags  of  edematous  skin  will  be  ob- 
served in  most  cases  but  should  not  be  removed 
too  soon,  if  at  all.  Actually,  they  provide  the 
slack  necessary  to  permit  passage  of  a large 
or  constipated  stool  without  discomfort,  tearing, 
or  fissure  formation.  Circular  excision  cannot 
leave  the  sphincter  muscle  with  this  much  free- 
dom to  relax  but,  due  to  a ring  of  scar  tissue, 
is  apt  to  restrict  its  physiologic  potential.  This  is 
one  of  the  more  important  advantages  of  the 
radial  method. 

After  several  months,  most  of  the  redundancy 
will  disappear  and  there  will  be  little  need  for 
revision.  Even  when  these  so-called  tags  are  quite 
prominent  for  a time,  they  seem  to  cause  no 
difficulty  with  anal  hygiene.  Removal,  if  it  ever 
does  become  necessary,  is  a simple  office  pro- 
cedure. 


summary 

Adequate  hemorrhoidectomy  should  remove 
all  diseased  tissue  with  the  least  possible  altera- 
tion of  normal  anatomy  and  leave  the  fewest 
possible  postoperative  complications.  The  radial 
operation  meets  these  requirements  better  than 
does  the  circular  method.  First  step  in  the  oper- 
ation is  to  pick  up  skin  and  mucous  membrane 
over  the  hemorrhoid  with  Pennington  forceps. 
After  a suture-ligature  has  been  placed  at  the 
apex,  and  tied,  a narrow  strip  of  skin  and  mem- 
brane is  removed,  exposing  the  hemorrhoid.  It  is 
dissected  out  and  removed.  After  all  major  hem- 
orrhoids have  been  removed,  the  secondary  or 
satellite  veins  and  small  venous  tumors  are 
removed  from  the  areas  between  wounds. 

The  intervening  strips  are  undermined  and 
dissection  is  carried  deeply  enough  to  expose 
the  internal  sphincter.  Bleeding  points  are  lig- 
ated but  edges  are  not  sutured.  There  is  remark- 
ably little  postoperative  pain,  use  of  analgesics 
is  minimal,  digital  dilation  is  not  necessary 
and  most  patients  leave  the  hospital  on  the 
third  day.  ■ 
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CONSENT 

Personally,  and  speaking  as  a patient,  I have  no  doubt  whatever  that  there 
are  circumstances  in  which  the  patienfs  consent  to  taking  part  in  a controlled  trial 
should  be  sought.  I have  equally  no  doubt  that  there  are  circumstances  in  which  it 
need  not—  and  even  should  not— he  sought.  My  quarrel  is  again  with  a code  that  takes 
no  heed— and  in  dealing  with  generalities  can  take  no  heed— of  the  enormously  varying 
circumstances  of  clinical  medicine.  Surely  it  is  often  quite  impossible  to  tell  ill-educated 
and  sick  persons  the  pros  and  cons  of  a new  and  unknotvn  treatment  versus  the 
orthodox  and  known?  And,  in  fact,  of  course  one  does  not  know  the  pros  and  cons. 
The  situation  implicit  in  the  controlled  trial  is  that  one  has  two  (or  more)  possible 
treatments  and  that  one  is  wholly,  or  to  a very  large  extent,  ignorant  of  their  relative 
values  (and  dangers).  Can  you  describe  that  situation  to  a patient  so  that  he  does  not 
lose  confidence  in  you— the  essence  of  the  doctor-patient  relationship— and  in  such 
a way  that  he  fully  understands  and  can  therefore  give  an  understanding  consent  to 
inclusion  in  a trial? 

Sir  Austin  Bradford  Hill,  quoted  in  an  editorial.  Medical  Tribune,  May  27,  1963 
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In  the  nearly  40  years  since  the  first  clinical 
operations  for  mitral  vaK'e  disease  were  per- 
formed' - great  strides  have  been  made  in  the 
diagnosis  and  surgical  management  of  abnormal- 
ities of  this  valve.  Nonetheless,  considerable  con- 
troversy e.xists  about  several  important  points. 
This  paper  is  directed  toward  a consideration  of 
four  of  these  which,  posed  as  questions,  are; 

1.  What  is  adequate  diagnostic  evaluation? 

2.  W’hen  should  surgical  intervention  be  ad- 
vised? 

3.  Should  pure  mitral  stenosis  be  corrected 
under  direct  vision? 

4.  How  should  mitral  regurgitation  be  cor- 
rected? 

what  is  adequate  diagnostic  evaluation? 

During  the  past  34  months  (Table  1)  79 
patients  with  mitral  valve  disease  have  been 
studied  in  The  ffeart  Center  of  Providence  Hos- 
pital. Heart  catheterization  studies  were  carried 
out  in  addition  to  the  usual  clinical  evaluation  in 
77  of  these  79  patients  (97  per  cent). 

The  necessary  starting  point  is  a careful  clin- 
ical history  of  the  patient’s  disability  as  indicated 
by  symptoms  in  relation  to  activity  demands. 
Clinical  evaluation  by  careful  examination,  chest 
x-ray  and  electrocardiographic  studies  may  lead 
to  an  adequate  appreciation  of  the  physiologic 


Table  1 

Mitral  Abnarmalities  in  79  Patients  Studied 


Stenosis 


Pure,  slight 

3 

Pure,  prominent 

38 

^^’ith  regurgitation 

14 

Total 

55 

Regurgitation 

Pure,  slight 

5 

Pure,  prominent 

13 

With  slight  stenosis 

6 

Total 

24 

Series  total 

79 

and  anatomic  alterations  present.  Response  to 
exercise  tests  may  often  be  helpful.  Current 
technics  of  left  heart  catheterization  and  angio- 
cardiography permit  quantitative  assessment  of 
the  circulatory  abnormalities  present  and  often 
allow  a more  critical  estimate  of  medical  or 
surgical  risk  than  clinical  evaluation  alone.  Dis- 
crepancies may  exist  between  clinical  evidences 
of  disability'  and  hemodymamic  alterations,  and 
the  degree  of  circulatory'  abnormality'  may  not  be 
appreciated  without  appropriate  catheterization 
studies.®* 

Accordingly'  we  believe  that  the  majority  of 
sy'mptomatic  patients  suspected  of  mitral  valve 
disease  (in  whom  surgical  therapy  is  being  con- 
sidered) should  have  the  benefit  of  a complete 
right  and  left  heart  catheterization.  The  data 
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obtained  more  than  justify  the  risk  (slight),  the 
inconvenience  (moderate)  and  the  expense  of 
the  procedure  (moderate). 

when  should  surgical  intervention  be  advised? 

A decision  regarding  surgical  therapy  rests 
ultimately  upon  a comparison  of  the  risk  of  the 
mitral  valve  disease  under  medical  management 
alone  as  opposed  to  the  risk  of  operation  and 
chances  for  subsequent  improvement  from  sur- 
gery. Estimation  of  risk  on  medical  manage- 
ment alone  requires  first  an  accurate  assessment 
of  the  patient’s  altered  cardiac  physiology;  in 
particular,  alterations  of  myocardial  function 
and  pulmonary  circulation  which  frequently  ac- 
company mitral  valve  disease. 

Secondly,  knowledge  of  the  natural  history  of 
morbidity  and  mortality  in  such  patients  is  need- 
ed. Estimation  of  the  risk  and  benefit  antici- 
pated from  surgical  therapy  requires  assessment 
not  only  of  the  physiologic  abnormalities  of  the 
disease,  but  also  of  the  anatomic  alterations  of 
valve  structure,  specifically  in  relation  to  the 
available  technics  of  surgery.  Assessment  of  any 
accompanying  coronary  artery  or  pulmonary  dis- 
ease is  necessary  in  the  estimate  of  operative 
risk. 

Although  readily  stated  in  the  above  generali- 
ties, decisions  in  individual  patients  are  often 
difficult.  Statistics  of  groups  must  be  applied 
to  individual  patients  with  some  reservation. 
Wishes  of  the  patient,  number  of  dependents  and 
other  details  of  the  patient’s  life  situation  often 
enter  into  the  decision.  Finally,  the  time  factor 
in  immediate  risk  of  surgery  versus  the  future 
risk  of  medical  treatment  creates  difficulties  in 
comparison  of  these  risks. 

As  a general  guide,  if  the  patient  is  gainfully 
employed  and  not  severely  disabled,  and  the  out- 
look is  one  of  only  slow  progression,  operative 
intervention  is  indicated  only  if  it  can  be  done 
at  a very  low  risk  with  high  certainty  of  an  ex- 
cellent result.  On  the  contrary,  when  disability 
is  prominent  or  rapidly  progressive,  then  an 
appreciable  surgical  risk  is  justified. 

pure  mitral  stenosis 

Sufficient  information  is  available  to  indicate 
the  poor  long  term  prognosis  of  persons  disabled 
by  pure  mitral  stenosis.  Olesen’s  current  long 
term  follow-up  indicates  10  and  20  year  mortality 
rates  of  18  per  cent  and  30  per  cent  respectively 
in  class  II  patients  and  67  per  cent  and  100  per 


cent  respectively  in  class  III  patients.^  Other 
similar  reports  are  reviewed  by  Boyle."  Risk  of 
surgery  in  such  patients  has  reached  a low  fig- 
ure in  most  centers.  The  outlook  for  seriously 
disabled  patients  (class  IV)  is  generally  one  of 
death  within  one  year.  Although  surgical  risk 
is  greater  in  these  patients  than  in  class  II  or 
III,  it  is  considerably  more  favorable  than  the 
medical  risk. 

Therefore  if  disability  is  definite  and  there  is 
objective  evidence  of  hemodynamic  obstruction, 
surgical  intervention  should  be  considered,  pro- 
vided there  is  no  contra-indication  (other  car- 
diac conditions  which  are  irremediable,  serious 
lung  disease  or  advanced  hepatic  or  renal  dys- 
function). In  most  cases  a properly  done  pro- 
cedure will  remove,  or  at  least  significantly  re- 
duce, the  mitral  obstruction  without  production 
of  regurgitation. 

pure  mitral  regurgitation 

Mitral  regurgitation  requires  an  increase  in 
total  left  ventricular  stroke  volume  for  an  ade- 
quate forward  flow.  Hence  a volume,  and  not 
pressure,  load  is  imposed  on  the  left  ventricle. 
In  contrast  to  mitral  stenosis,  marked  hemody- 
namic abnormalities  may  be  accompanied  by 
minimal  disability  provided  that  left  ventricular 
function  is  not  impaired.  Studies  may  show  that 
75  per  cent  of  total  left  ventricular  stroke  volume 
is  regurgitant  flow  and  yet  disability  may  be 
minimal  and  consist  of  only  mild  ease  of  fatigue 
and  dyspnea.  It  is  generally  only  when  myo- 
cardial failure  ensues  that  progressive  or  serious 
disability  occurs.  Hence,  when  disability  is  suf- 
ficient to  justify  the  risk  of  eurrent  surgieal 
treatment,  one  can  assume  that  a degree  of  myo- 
cardial failure  is  present.  It  follows  that  effort 
should  be  made  to  rule  out  other  factors,  such 
as  primary  myocardial  or  coronary  disease  in 
patients  with  prominent  disability.  Yet  one  must 
not  wait  until  the  patient  is  moribund,  for  there 
is  then  little  reserve  left  and  the  operative  risk 
is  very  high.  Furthermore,  if  effective  muscular 
contractility  has  been  lost  due  to  myocardial 
fibrosis,  improvement  provided  by  altered  valvu- 
lar anatomy  may  not  result  in  over-all  improve- 
ment in  heart  function. 

While  we  would  like  to  intercept  patients  prior 
to  development  of  significant  symptoms  (a  de- 
gree of  failure),  we  do  not  feel  that  this  is  yet 
indicated.  Our  reason  for  this  viewpoint  is 
that  while  major  advances  have  been  made  in 
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the  surgery  of  mitral  regurgitation,  the  pro- 
cedures currently  available  have  not  been  vali- 
dated by  the  passage  of  sufficient  time. 

combined  mitral  stenosis  and  insufficiency 

This  combination  often  presents  a difficult 
problem  since  the  valve  is  frequently  severely 
deformed.  Demonstration  of  this  mi.xed  lesion, 
lack  of  an  opening  snap,  absence  of  valve  mobil- 
it>’  on  angiocardiography  and  evidence  of  valvu- 
lar calcification  combine  to  suggest  rigid,  dis- 
torted, calcific  valve  substance  which  will  not 
yield  readily  to  simple  technics.  Radical  surgery, 
including  total  valve  replacement,  is  often  neces- 
sary' and  the  risks  are  invariably  higher.  The 
presence  of  serious  disease  of  the  aortic  valve, 
significant  coronary'  artery  obstruction  or  marked 
pulmonary'  hypertension  due  to  pulmonary'  vas- 
cular disease  constitute  relative  contraindica- 
tions to  surgery'.  However,  if  the  basic  problem 
appears  to  be  primarily'  at  the  mitral  valve,  dis- 
ability is  prominent  or  rapidly'  progressing,  and 
facilities  and  skills  for  total  valve  replacement 
are  available,  surgical  intervention  may'  be  con- 
sidered. 

should  pure  mitral  stenosis  be  corrected  under 
direct  vision? 

We  believe  open  operation  should  be  em- 
ploy'ed  in  the  majority'  of  cases.  Our  reasons  are 
that,  a.  direct  vision  permits  a better  operation 
and,  b.  risk  of  open  operation  appears  to  be 
comparable  to  that  of  the  closed  procedure. 

Is  it  not  reasonable  that  a better  operation 
can  be  done  if  one  sees  what  he  is  doing,  as  op- 
posed to  a purely  blind  procedure?  The  e.xper- 
iences  of  Nichols,  Kay,  Zuhdi,  and  Morse  strong- 
ly indicate  that  a better  operation  can  be  given 
the  majority'  of  patients  if  it  is  carefully  con- 
trolled under  direct  v'ision  than  if  done  by  blind 
digital  or  instrumental  tearing  of  the  valve.'-” 
Our  e.xperience  w’ith  open  repair  of  pure  mitral 
stenosis  has  been  limited  to  8 cases.  However, 
the  results  in  these  8 patients  have  been  strik- 
ingly good.  The  problems  presented  by  the  dis- 
ease in  these  valves  would  have  made  adequate 
correction  by  closed  technic  e.xceedingly  difficult. 

The  open  operation  has  advantage  over  the 
closed  in  that  one  is  able  accurately'  to  incise  the 
lines  of  fusion,  to  remove  limiting  calcifications, 
to  divide  fused  cords  and  to  split  papillary  mus- 
cles to  give  additional  mobility,  to  remove  clots 
within  the  atrium,  to  correct  any  insufficiency 
produced  or  present,  or  even  to  remove  an  atrial 


tumor  which  may  have  masqueraded  as  mitral 
stenosis.  If  the  operation  can  be  done  at  no 
increase  in  risk,  the  desirability'  of  the  open 
procedure  will  be  self  evident. 

The  disadvantages  of  the  open  technic  are  that 
it  is  a more  complex  operation  requiring  use  of 
the  pump  o.xygenerator.  Also,  more  blood  is  re- 
quired than  for  a closed  procedure. 

If  mitral  stenosis  is  to  be  treated  by  closed 
means  the  pump  oxygenator  should  be  available 
on  standby  basis.  Decision  to  alter  the  attack 
may  have  to  be  made  if  the  disease  found  abso- 
lutely requires  open  technic  for  satisfactory  cor- 
rection. Anything  less  than  this  is  not  in  keep- 
ing with  the  progress  of  cardiac  surgery. 

The  long  term  results  of  closed  operations  for 
mitral  stenosis  are  now  becoming  available.  Some 
are  good,  some  are  fair  and  some  are  poor.  One 
of  the  best  follow-ups  in  the  literature  has  re- 
cently been  given  by  Logan  and  colleagues  indi- 
cating restenosis  in  30  per  cent  of  264  patients 
followed  from  5 to  11  years.”’  However,  of  these 
patients  followed  for  9 years  or  more  (26)  the 
incidence  of  restenosis  rose  to  60  per  cent.  Logan 
states  the  problem  well,  “Clearly  restenosis  has 
become  a major  problem,  and  all  patients  treated 
by  mitral  valvotomy  should  be  closely  followed 
thereafter  at  intervals  not  longer  than  twelve 
months.” 

The  risk  of  open  operation  for  restenosis  fol- 
lowing an  inadequate  closed  procedure  is  mea- 
surably increased.  Dissection  is  more  difficult, 
hemorrhage  is  greater,  landmarks  are  obliterated, 
and  the  deformity  of  the  valve  is  often  more  dif- 
ficult to  correct  because  of  previous  blind  manip- 
ulation. 

The  long  term  results  of  open  operations  are 
not  yet  known.  We  believe,  however,  that  the 
restenosis  rate  with  properly  done  open  pro- 
cedures will  be  very'  low.  The  answer  will  only 
come  from  careful  pre-  and  postoperative  assess- 
ment. 

It  is  our  opinion  that  the  advantages  of  the 
open  operation  are  worth  the  extra  effort  and 
moderately'  increased  expense.  \\’e  believe  that 
the  results  are  better  than  with  the  closed  pro- 
cedure, and  that  the  operative  risk  is  not  in- 
creased. 

how  should  acquired  mitral  regurgitation  be 
corrected? 

Mitral  regurgitation  results  when  there  is  insuf- 
ficient valve  substance  to  cover  the  orifice  ap- 
propriately. This  usually  results  from  loss  of 
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leaflet  substance,  dilatation  of  the  annulus  and 
limitation  of  valve  mobility.  Since  there  is  vari- 
ability in  the  pathologic  anatomy  of  mitral  regur- 
gitation there  is  no  one  type  of  correction  best 
suited  for  all  patients.  This  implies  a need  for 
versatility  on  the  part  of  the  cardiac  surgeons 
faced  with  this  problem. 

Surgical  approaches  attempt  to  reduce  mitral 
regurgitation  by  either  alteration  of  existing 
abnormality  or  replacement  of  valve  tissue  in 
part  or  completely.  Choice  of  technic  in  a given 
patient  depends  upon  the  altered  anatomy  of 
the  mitral  valve  and  the  experience  and  skills 
of  the  surgeon. 

There  is  little  controversy  over  the  correction 
of  a ruptured  cord  or  of  a cleft  or  fenestrated  leaf- 
let. There  is,  however,  lack  of  agreement  as  to 
the  preferred  method  of  correcting  other  types 
of  insufficiency.  Four  basic  procedures  have 
been  developed  for  the  correction  of  these. 


Fig.  1.  Methods  of  correcting  mitral  regurgitation.  A:  in 
Harken’s  procedure  a plastic  spindle  is  anchored  obliquely 
through  the  insufficient  valve  orifice  so  that  closure  during 
ventricular  systole  is  effected  as  in  B.  In  Lillehei’s  opera- 
tion, C,  a cylindrical  bolster  of  compressed  polyvinyl 
sponge  is  sewed  to  the  contracted  mural  leaflet  so  that 
closure  is  effected  as  in  D and  E. 

1.  The  baffle  operation  (Fig.  1).  This  was 
first  done  by  Harken. A plastic  object  was 
placed  beneath  the  mural  leaflet  in  an  effort  to 
extend  it  out  so  that  the  aortic  leaflet  could  abut 
against  it.  Initially  this  was  done  by  closed 
technic.  The  results  were  unpredictable  and 
often  unsuccessful.  The  same  thinking  was  sub- 
sequently put  into  clinical  application  by  Lille- 
hei  using  an  open  technic  in  which  a roll-like 
spindle  of  compressed  polyvinyl  sponge  was 
placed  under  the  mural  leaflet,  creating,  in  effect, 
an  obstruction  against  which  the  aortic  leaflet 
could  move.**  Varying  degrees  of  stenosis  are 


Fig.  2.  A,B:  mitral  valve  incompetent  due  to  annular 
dilatation.  Regurgitation  corrected  by  annulus-reducing 
stitch  at  commissure  (J.  H.  Kay).  C,D:  advancement  of 
shortened  but  pliable  major  mitral  leaflet  using  pericar- 
dial autograft.  Leaflet  is  detached  along  annulus  (dotted 
line)  and  graft  of  sufficient  size  to  permit  closure  is  sewn 
in  (Sauvage).  E,F:  total  replacement  of  mitral  valve  with 
Starr’s  ball  valve  prosthesis  when  valve  is  hopeless  from 
standpoint  of  applying  lesser  procedures. 

Supported  by  the  John  A.  Hartford  Foundation,  Inc. 

From  The  Department  of  Experimental  Medicine  and  the 
Heart  Center,  Providence  Hospital,  Seattle. 

produced  by  this  procedure.  The  operation  has, 
however,  enabled  the  successful  correction  of 
some  cases  of  mitral  regurgitation. 

2.  Mitral  annuloplasty  (Fig.  2,  A and  B). 
Merendino  has  credited  the  original  successful 
clinical  plication  of  the  posteromedial  portion 
of  the  mitral  annulus  to  Lillehei  who  first  per- 
formed this  procedure  in  August,  1956.***  *’  Plica- 
tion decreases  the  size  of  the  mitral  orifice  and 
thus  increases  the  relative  size  of  the  mitral 
leaflets,  enabling  them  to  coapt.  Merendino  and 
colleagues  have  found  this  procedure  of  value.*®"*® 
E.  B.  Kay  and  J.  H.  Kay  have  used  it  extensively 
with  good  results.®®  ®*  ® The  opinions  of  those 
who  have  used  the  procedure  vary  as  to  perma- 
nency of  the  result.  Annuloplasty  is  useful  when 
the  annulus  is  definitely  increased  in  size.  It  is 
seldom  indicated  when  the  annulus  is  of  normal 
size,  for  with  it,  the  regurgitation  under  that 
circumstance  can  be  corrected  only  by  the  pro- 
duction of  varying  degrees  of  mitral  stenosis. 

3.  Leaflet  advancement  (Fig.  2,  C and  D). 
This  procedure,  introduced  by  Sauvage  is  based 
on  the  principle  that  regurgitation  occurs  because 
of  a deficiency  of  leaflet  substance  which  pre- 
vents the  valve  from  closing  during  ventricular 
systole.®®  ®®  There  may  be  shortening  of  both 
cords  and  leaflet  substance.  If  the  coapting  or 
presenting  edge  of  one  leaflet  can  be  advanced 
to  meet  that  of  the  other  and  an  appropriate  graft 
placed  behind  the  advanced  coapting  edge,  val- 
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\ ular  competency  will  result.  The  coapting  edge 
to  be  advanced  must  have  some  flexibility  or  a 
minimum  degree  of  mobility.  If  it  is  a rigid,  un- 
yielding front,  it  cannot  accurately  coapt  with 
the  surface  presented  by  the  opposing  leaflet. 
W'e  have  used  pericardial  autografts  for  adding 
tissue  to  valves  deficient  in  substance  and  found 
this  tissue  satisfactory  for  this  purpose.^*  Others 
have  also  successfully  used  autogenous  pericar- 
dium to  repair  the  mitral  valve  in  patients. 
Johnson,  et  al.  have  used  knitted  Teflon  success- 
fully to  enlarge  the  aortic  leaflet  of  the  mitral 
valve  in  dogs.”® 

In  this  procedure  it  is  basic  that  the  leaflet  be 
incised  at  the  annulus  from  commissure  to  com- 
missure so  that  it  can  be  freed  in  its  entirety  from 
the  annulus  and  is  held  by  its  chordal  attach- 
ments only.  The  defect  thus  created  is  bridged 
by  an  appropriate  graft  of  autogenous  pericar- 
dium. The  forward  edge  of  this  leaflet  may  then 
be  advanced  to  that  of  the  opposite  leaflet. 

Our  clinical  experience  with  this  procedure 
has  been  limited  to  5 patients,  3 of  whom  are 
living  and  improved.  The  surviving  patients  are 
now  26,  24  and  7 months  postoperative.  These 
patients  are  greatly  improved.  They  have  not 
been  maintained  on  long  term  anticoagulants  and 
there  has  been  no  evidence  of  emboli. 

We  currently  believe  that  this  procedure  has 
merit  for  the  regurgitant  mitral  valve  whose 
annulus  is  essentially  normal  in  size,  when  the 
leaflet  to  be  advanced  either  has  some  degree  of 
residual  pliability,  or  can  be  made  pliable  by 
debridement  of  calcified  material  or  other  plastic 
procedures. 

4.  Total  prosthetic  replacement  of  the  mitral 
valve  (Fig.  2,  E and  F).  Total  replacement  is 
indicated  only  if  lesser  procedures  are  not  applic- 
able. The  calcific  valve  which  is  both  regurgitant 
and  stenotic  is  a prime  example  of  indication  for 
the  use  of  such  a prosthesis. 

The  work  of  Starr  in  this  field  is  outstanding.®® 
The  problem  with  hinged  prosthetic  replace- 
ments for  the  mitral  valve  has  been  clotting 
which  has  seemed  inevitable  in  all  experimental 
animals.  Starr  reasoned  that  if  the  moving  part 
of  the  valve  were  unattached,  clotting  would  be 
less  likely.  Accordingly,  a caged  ball  valve  was 
evolved.  This  valve  has  been  implanted  in  ap- 
proxim.ately  30  patients  at  the  University  of  Ore- 


gon with,  by  and  large,  good  results;  and  the 
valve  has  been  used  by  many  others  throughout 
the  world.®'  This  seems  to  be  the  best  prosthetic 
valve  currently  available.  There  are  reserva- 
tions about  the  long  term  fate  of  such  a pros- 
thesis in  the  heart,  for  the  majority  of  animals 
with  such  implants  have  ultimately  succumbed 
from  peripheral  embolization.  Patients  with  such 
prostheses  should  be  on  anticoagulants  indefi- 
nitely. 

To  summarize  the  handling  of  regurgitation, 
we  believe  the  baffle  type  operation  is  seldom 
indicated.  If  regurgitation  is  the  result  of  dilata- 
tion of  the  annulus,  annuloplasty  is  indicated. 
However,  if  the  annulus  is  normal  in  size,  or 
only  slightly  enlarged,  and  there  is  a deficiency 
of  leaflet  substance,  the  leaflet  advancement 
procedure  is  sound  provided  that  the  coapting 
edge  to  be  advanced  has  some  pliability  or  can 
be  given  pliability  by  appropriate  plastic  pro- 
cedure. If  the  valve  cannot  be  handled  by  leaflet 
advancement,  a baffle  procedure,  or  other  im- 
provisation, total  replacement  using  the  Starr 
valve  would  appear  to  be  the  only  other  pro- 
cedure currently  feasible. 

summary 

Progress  in  the  diagnosis  and  treatment  of 
mitral  valve  disease  has  been  truly  remarkable. 
However,  controversy  exists  regarding  some  as- 
pects of  treatment.  Four  such  aspects  have  been 
discussed: 

1.  What  is  adequate  diagnostic  evaluation? 

2.  When  should  surgical  intervention  be  ad- 
vised? 

3.  Should  pure  mitral  stenosis  be  corrected 
under  direct  vision? 

4.  How  should  mitral  regurgitation  be  cor- 
rected? 

A decision  regarding  surgerx^  rests  upon  com- 
parison of  risk  of  surgery  as  opposed  to  medical 
treatment  only.  Difficulties  in  such  a compari- 
son are  indicated.  Comparisons  of  risks  of  medi- 
cal and  surgical  treatment  justify  surgery  in  the 
treatment  of  pure  mitral  stenosis.  The  advantages 
of  an  open  approach  seem  to  favor  this  technic 
in  mitral  stenosis.  The  various  procedures  cur- 
rently available  for  the  correction  of  mitral  in- 
sufficiency have  been  reviewed  and  their  indica- 
tions defined.  ■ 

1008  Summit  Ave.  (4)  (Dr.  Sauvage) 


Northwest  Medicine,  June  1963 

436 


REFERENCES 


1 Cutler,  E.  C.,  Levine.  S.  A.,  and  Beck,  C.  S.,  Surgical 
treatment  of  mitral  stenosis:  experimental  and  clinical 
studies.  Arch.  Surg.  (Chicago)  9:689-821,  (Nov.)  1924. 

2 Souttar,  H.  S.,  Surgical  treatment  of  mitral  stenosis. 
Brit  Med  J 2:603-606,  (Oct.  3)  1925. 

3 Hugenholtz,  P.  G.,  Ryan,  T.  J.,  Stein,  S.  W.  and 
Abelmann,  W.  H.,  The  spectrum  of  pure  mitral  stenosis. 
Hemodynamic  studies  in  relation  to  clinical  disability. 
Amer  J Cardiol  10:773-784,  (Dec.)  1962. 

4 Jose.  A.  D.  and  Bernstein,  L.,  Mitral  regurgitant 
flow  and  left  ventricular  function  in  patients  with  mitral 
valve  disease.  Circulation  26:1241-1250,  (Dec.)  1962. 

5 Olesen,  K.  H.,  The  natural  history  of  271  patients  with 
mitral  stenosis  under  medical  treatment.  Brit  Heart  J 
24:349-357,  (May)  1962. 

6 Boyle,  D.  M.,  A comparison  of  medical  and  surgical 
treatment  of  mitral  stenosis.  Brit  Heart  J 23:377-382, 
(July)  1961. 

7  Nichols,  H.  T..  Blanco,  G.,  Morse,  D.  P.,  Adam,  A., 
and  Baltazar,  N.,  Open  mitral  commissurotomy.  Experi- 
ence with  200  consecutive  cases.  J.A.M.A.  182:268-270, 
(Oct.  20)  1962. 

8 Nichols,  H.  T.,  Blanco.  G.,  Uricchio,  J.  F.  and  Likoff, 
W.,  Open-heart  surgery  for  mitral  reg~urgitation  and  steno- 
sis. Arch  Surg  (Chicago)  82:128-137,  (Jan.)  1961. 

9 Kay,  J.  H.,  Egerton,  W.  S.  and  Zubiate,  P.,  The  sur- 
gical treatment  of  mitral  insufficiency  and  combined 
mitral  stenosis  and  insufficiency  with  use  of  the  heart- 
lung  machine.  Surgery  50:67-74,  (July)  1961. 

10  Zuhdi,  N.,  McCollough,  B.,  Carey,  J.,  Krieger,  C.  and 
Greer,  A.,  Hypothermic  perfusion  for  open-heart  surgical 
procedures.  Report  on  the  use  of  a heart-lung  machine 
primed  with  five  per  cent  dextrose  in  water  inducing 
hemodilution.  J Int  Coll  Surg  35:319-326,  (Mar.)  1961. 

11  Morse.  D.  P.,  Hirose,  T.,  and  Bailey,  C.  P.,  Recurrent 
mitral  stenosis.  A study  of  sixty-six  cases  of  recurrent 
mitral  stenosis,  their  treatment  and  prophylaxis.  Arch 
Surg  (Chicago)  85:198-206,  (Aug.)  1962. 

12  Logan,  A.,  Lowther,  C.  P.  and  Turner,  R,  W.  D.,  Reop- 
eration for  mitral  stenosis.  Lancet  1:443-449  (March  3)  1962. 

13  Harken,  D.  E.,  Black,  H.,  Ellis,  L.  B.  and  Dexter,  L., 
Surgical  correction  of  mitral  insufficiency.  J.  Thorac 
Surg  28:604-624,  (Dec.)  1954. 

14  Lillehei,  C.  W..  Gott,  V.  L..  DeWall,  R.  A.  and  Varco, 
R.  L..  The  surgical  treatment  of  stenotic  or  regurgitant 
lesions  of  the  mitral  and  aortic  valves  by  direct  vision 
utilizing  a pump-oxygenerator.  J.  Thorac  Cardiov  Surg 
35:154-191,  (Feb.)  1958. 

15  Merendino,  K.  A.  and  Bruce,  R.  A.,  One  hundred  sev- 
enteen surgically  treated  cases  of  valvular  rheumatic 
heart  disease  with  preliminary  report  of  two  cases  of 
mitral  regurgitation  treated  under  direct  vision  with  aid 
of  a pump-oxygenator.  J.A.M.A,  164:749-755,  (June  15) 
1957. 

16  Lillehei,  C.  W.,  Gott,  V.  L..  DeWall,  R.  A.  and  Varco, 


R.  L.,  Surgical  correction  of  pure  mitral  insufficiency  by 
annuloplasty  under  direct  vision.  J.  Lancet  77 :446-449, 
(Nov.)  1957. 

17  Gott,  V.  L.,  DeWall,  R.  A.,  Gonzalez.  J.  L.,  Hodges, 
P.  C..  Varco,  R.  L.,  and  Lillehei,  C.  W.,  The  direct  vision 
surgical  correction  of  pure  mitral  insufficiency  by  use  of 
annuloplasty  or  a valvular  prosthesis.  Univ  Minn.  Med 
Bull  29:69-79,  (Nov.  15)  1957. 

18  Merendino,  K.  A.,  Thomas,  G.  I.,  Jesseph,  J.  E.,  Her- 
ron, P.  W.,  Winterscheid,  L.  C.  and  Vetto,  R.  R.  The  open 
correction  of  rheumatic  mitral  regurgitation  and/or  ste- 
nosis with  special  reference  to  regurgitation  treated  by 
posteromedial  annuloplasty  utilizing  a pump-oxygenator. 
Ann  Surg  150:5-22,  (July)  1959. 

19  Anderson,  A.  M.,  Cobb,  L.  A.  Bruce,  R.  A.  and  Mer- 
endino, K.  A.,  Evaluation  of  mitral  annuloplasty  for  mitral 
regurgitation.  Clinical  and  hemodynamic  status  four  to 
forty-one  months  after  surgery.  Circulation  26:26-38, 
(July)  1962. 

20  Kay  E.  B.,  Nogueria,  C..  Head.  L.  R.,  Coenen,  J.  P. 
and  Zimmerman,  H.  A.  Surgical  treatment  of  mitral  in- 
sufficiency. J.  Thorac  Surg  36:677-690,  (Nov.)  1958. 

21  Kay.  E.  B.,  Mendelsohn,  D,,  and  Zimmerman,  H.  A., 
Evaluation  of  the  surgical  correction  of  mitral  regurgi- 
tation. Circulation  23:813-822,  (June)  1961. 

22  Sauvage,  L.  R.,  in  Prosthetic  Valves  for  Cardiac  Sur- 
gery, ed.  Merendino,  K.  A.,  Charles  C Thomas,  Pub.  p. 
160-161,  1961. 

23.  Sauvage,  L.  R.,  Wood,  S.  J.,  Bill,  A.  H.,  Jr.,  and 
Logan,  G.  A.,  Pericardial  autografts  in  the  mitral  valve. 
A preliminary  report,  J Thorac  Cardiov,  Surg  44:67-72, 
(July)  1962. 

24  Sauvage,  L.  R.,  Wood,  S.  J.,  Bill,  A.  H.,  Jr.,  Logan, 
G.  A.  and  Deane,  P.  G.,  Pericardial  autografts  in  clinical 
cardiac  surgery.  Surgery  53:213-221,  (Feb.)  1963. 

25  Sarnia,  A.  M.,  Sauvage,  L.  R.,  Logan,  G.  A.,  Wood, 

S.  J.  and  Bill,  A.  H.,  Jr.,  Correction  of  mitral  regurgita- 
tion by  leaflet  advancement:  A Case  Report.  J.  Philippine 
Med  Ass’n  (In  Press). 

26  Frater,  R.  W.  M.,  Personal  communication. 

27  Ellis,  F.  H.,  Jr.,  Frater,  R.  W.  M.,  and  Berghuis,  J., 
The  use  of  autogenous  pericardium  for  posterior  mitral 
leaflet  replacement:  an  experimental  and  clinical  study. 
Presented  at  meeting  of  the  Soc  of  Univ  Surgeons,  Seattle, 
Wash.,  Feb.,  1963. 

28  Doe,  B.  B.,  Discussion  of  above  paper. 

29  Johnson,  F.  E.,  Bascom,  J.  U.,  Peterson,  T.  A.,  Kiser, 
J.  C„  Telander,  R.  L„  Bascom.  J.  F.  and  Farley,  H.  H.,  Pros- 
thetic patch  reconstruction  of  the  aortic  leaflet  of  the 
mitral  valve  in  dogs  Surg  Gynec  Obst  114:426-430,  (April) 
1962. 

30  Starr,  A.  and  Edwards,  M.  L.,  Mitral  replacement: 
clinical  experience  with  a ball-valve  prosthesis.  Ann  Surg 
154:726-740,  (Oct.)  1961. 

31  Starr,  A.,  Portland,  Personal  communication,  1963. 


Northwest  Medicine,  June  1963 

437 


The  Limipy  Insulin  Area  Syndrome 

JOHN  H.  STALNAKER,  M.  D.  Portland,  Oregon 


With  increased  knowledge  regarding  the  nature 
of  diabetes  mellitus  and  improvements  in  prod- 
ucts used  for  its  control,  one  would  expect  that 
there  would  also  be  an  accompanying  improve- 
ment in  diabetic  care.  Howev'er,  such  advances 
are  unfortunately  not  always  accompanied  by 
such  changes.  In  fact,  there  has  been  a corres- 
ponding lack  of  attention  given  to  certain  basic 
principles. 

-•\.mong  several  overlooked  or  forgotten  funda- 
mentals, insulin  technique  deserves  considerable 
attention  in  view  of  the  tendency  of  many 
physicians  to  take  it  for  granted  that  their 
patients  are  making  their  insulin  injections  as 
they  should. 

faulty  insulin  technique 

Failure  to  teach  correct  insulin  technique  to 
patients  is  more  often  a major  factor  in  poor 
diabetic  control  than  is  generally  realized.  A 
diabetic  patient,  who  is  not  specifically  taught 
or  supervised  as  to  the  right  way  to  inject  insulin 
into  himself,  can  very  easily  deposit  the  pre- 
scribed dosage  either  too  deeply  (intramuscu- 
larly ) or  not  deeply  enough  ( intradermally  or 
into  the  subcutaneous  fat).  If  insulin  is  improp- 
erly injected,  it  may  become  incarcerated  in 
muscular,  dermal,  or  adipose  tissue  instead  of 
being  allowed  to  get  into  the  subcutaneous 
space  where  normal  absorption  can  take  place. 
This  temporary  trapping  of  insulin  tends  to 
occur  especially  when  injections  are  made  in 
the  same  location  for  several  days.  Some  patients 
may  eontinue  to  deposit  insulin  in  the  same 
place  because  they  find  that  such  areas  are 
generally  less  sensitive.  The  patient  is  usually 
aware  of  lumpiness  and  swelling  but  may  not 
consider  the  condition  important  enough  to  re- 
port it  to  his  physician.  In  fact,  if  this  difficulty 
is  not  thought  of  as  a possibility,  the  physician 
may  even  overlook  the  condition  during  a general 
physical  examination. 

In  order  that  diabetes  may  be  smoothly  con- 
trolled, a certain  predictable  amount  of  insulin 


The  author  is  grateful  to  Doctors  Blair  Holcomb  and  John 
Partridge  for  their  kindness  and  cooperation  in  permitting 
the  use  of  their  personal  case  material. 


must  be  made  available  to  the  body  each  day. 
If,  however,  insulin  is  deposited  where  its 
smooth  release  is  not  assured,  a smaller  than 
expected  amount  is  utilized  by  the  system.  If 
such  careless  technique  is  persisted  in,  the  at- 
tending physician  may  wonder  why  the  blood 
sugar  is  not  falling  fast  enough  and  may  assume 
that  the  patient  is  resistant  to  treatment  or  that 
the  daily  dosage  is  not  high  enough.  In  the 
latter  case  he  might  increase  the  insulin  dose 
perhaps  every  day,  or  every  other  day  or  so, 
in  an  attempt  to  bring  the  diabetic  state  under 
control.  However,  if  the  patient  should  exercise 
or  traumatize  the  lumpy  areas,  insulin  could 
be  released  suddenly  into  the  system,  resulting 
in  a reaction.  In  such  instances,  the  prescribed 
dosage  would  usually  be  lowered  promptly. 
There  is  usually  a rebounding  of  the  blood 
sugar  to  high  levels  the  next  day  due  to  the 
combined  effects  of  lowered  insulin  dosage  and 
stress  produced  by  excess  insulin  action.  Such  a 
stress  response  can  best  be  explained  by  a 
mechanism  of  rapid  glycogenolysis  mediated 
through  the  effect  of  the  adrenal  medulla  on  the 
liver  and  gluconeogenesis  triggered  by  way  of 
the  anterior  pituitary  and  adrenal  cortex.  Pro- 
vided no  additional  trauma  to  the  injection  areas 
takes  place,  blood  sugar  levels  tend  to  remain 
high  even  after  this  type  of  stress  reaction  has 
worn  off. 

When  confronted  with  prolonged  hypergly- 
cemia such  as  this,  the  physieian,  unaware  that 
insulin  is  being  temporarily  trapped  due  to 
faulty  teehnique,  would  naturally  tend  to  in- 
crease the  insulin  dosage  again  in  an  attempt 
to  bring  the  blood  sugar  down.  The  result  is  a 
vicious  cycle  which  can  repeat  itself  many  times 
before  the  true  nature  of  the  difficulty  is  recog- 
nized and  correeted  by  someone  familiar  with 
the  syndrome. 

review  of  cases  and  suggestions 

In  a recent  series  of  one  hundred  and  five 
consecutive  patients,  who  had  been  treated  with 
insulin  by  one  or  more  physicians  previously, 
there  were  fifteen  instances  in  which  signifi- 
cant lumpiness  was  found.  It  is  interesting  that  in 
each  of  these  cases,  the  rapidly  changing  and 
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widely  fluctuating  blood  sugar  levels  during 
the  first  few  days  of  treatment  were  character- 
istic of  labile  or  unstable  diabetes.  It  is  believed 
that  the  labile  pattern  was  either  associated 
with  or  aggravated  by  the  faulty  insulin  deposits 
which  became  manifest  just  before  these  cases 
came  under  observation.  Actually,  the  so-called 
lumpy  insulin  area  syndrome  may  at  times  be 
responsible  for  apparent  labile  diabetes  in  cases 
which  are  fundamentally  of  the  stable  type. 

In  determining  exactly  what  part  insulin  areas 
play  in  such  cases  it  would  be  extremely  helpful 
to  know  exactly  how  long  it  is  possible  for 
insulin  to  retain  some  of  its  activity  after  being 
improperly  deposited.  The  idea  of  using  tagged 
insulin  to  determine  activity  in  incarcerated  in- 
sulin deposits  seems  to  have  merit  and  it  is 
hoped  that  such  investigations  will  elucidate  this 
problem  more  clearly  in  the  future. 

It  is  suggested  that  the  insulin  areas  of  diabetic 
patients  be  inspected  frequently  to  be  sure  that 
injections  are  being  made  into  the  subcutaneous 
space  and  that  the  sites  of  injections  are  being 
rotated  regularly.  Failure  to  rotate  injection 
sites  cannot  only  precipitate  the  syndrome  de- 
scribed but  may  be  responsible  for  lipodystrophy 
in  these  locations  when  injections  are  made  into 
areas  of  subcutaneous  fat.  The  importance  of 
proper  instruction  in  insulin  technique  by  the 
physician  responsible  for  initial  treatment  can- 
not be  overemphasized. 

When  trouble  is  found  in  the  places  where 
injections  are  being  made,  one  should  always  at 
least  consider  the  possibility  of  allergy  to  insulin 
preparations.  However,  its  incidence  is  not  as 
frequent  as  once  believed.  In  fact,  a consider- 
able number  of  cases  previously  considered  ones 
of  allergy  are  undoubtedly  examples  of  improp- 
erly deposited  insulin. 

summary 

In  fifteen  out  of  one  hundred  and  five  diabetic- 
cases  recently  treated  with  insulin,  improper 


technique  was  found  to  be  a significant  factor 
in  poor  control. 

Insulin  which  is  not  correctly  injected  into  the 
subcutaneous  space  may  be  temporarily  trapped 
and  subsequently  released  following  trauma, 
thus  producing  a syndrome  which  resembles 
labile  diabetes  in  certain  cases  which  are  actu- 
aly  stable.  Such  careless  technique  in  labile 
cases  may  be  responsible  for  an  exaggeration 
of  instability  (or  brittleness)  and  may  render 
the  patient’s  diabetes  almost  impossible  to  con- 
trol while  such  practices  are  being  persisted  in. 

The  suggestion  is  made  that  the  insulin  areas 
of  diabetic  patients  be  inspected  frequently  and 
that  those  responsible  for  the  initial  treatment 
with  insulin  give  adequate  instructions  regarding 
correct  technique. 

A chronological  listing  of  events  leading  to 
the  lumpy  insulin  area  syndrome  is  as  follows: 

1.  Improperly  injected  insulin  becomes  in- 
carcerated in  muscular,  dermal  or  adipose  tissues. 

2.  Blood  sugar  remains  high  in  spite  of  seem- 
ingly adequate  insulin  dosage.  (Insulin  not  read- 
ily available  to  the  system). 

3.  Insulin  dosage  is  increased  in  an  attempt 
to  bring  the  diabetes  under  control. 

4.  Minor  trauma  to  insulin  areas  allows  insulin 
to  suddenly  enter  the  subcutaneous  space. 

5.  Reactions  begin  to  occur  and  insulin  dosage 
is  lowered. 

6.  Blood  sugar  rebounds  to  high  levels  follow- 
ing insulin  reactions  (stress  response  involving 
rapid  glycogenolysis  and  gluconeogenesis  plus 
effect  of  lowering  the  insulin  dosage). 

7.  Patient  continues  to  inject  insulin  where  it 
cannot  be  utilized  promptly  by  the  system. 

8.  Hyperglycemia  tends  to  persist  even  after 
stress  response  has  subsided. 

9.  Insulin  dosage  may  unwittingly  be  increased 
again,  thus  precipitating  a vicious  cycle.  • 

606  Portland  Medical  Center  Building  (5) 


Northwest  Medicine,  June  1963 

439 


Prevention  of  Atelectasis  by  Trans- tracheal  Injections 

J.  KARL  POPPE,  M.D.  Portland,  Oregon 


During  the  past  tvvo  years  several  hundred 
postoperative,  thoracotomy  patients  have  been 
stimulated  to  cough  by  trans-tracheal  injections 
of  various  liquids.  These  injections  have  been 
made  through  small  polyethylene  tubes  inserted 
percutaneously  through  the  lower  anterior  mid- 
line cervical  region  into  the  trachea.^  Commer- 
cially prepared,  medium  sized  catheters  with  a 
17  gauge  needle  tmd  sterile  plastic  tube  origin- 
ally intended  for  “medical  cut  downs”  for  ad- 
ministration of  intravenous  fluids  have  been 
adopted  to  the  “medical  tracheotomies.”  The  only 
modification  required  is  reduction  of  length  of 
some  of  the  longer  plastic  tubes  to  about  six 
inches  to  prevent  the  patient  from  coughing  up 
the  tube  through  his  glottis  and  sw'allowdng  it, 
thereby  misplacing  the  injections. 

The  needle  is  inserted  into  the  trachea  at  the 
same  level  employed  for  surgical  tracheotomy, 
pointing  the  needle  somewhat  cephalad  to  pene- 
trate the  trachea  at  right  angles  in  its  somew'hat 
obliquely  posterior  course  across  the  lower  cer- 
vical region.  Following  insertion  of  the  tube  the 
needle  is  pulled  out,  taped  to  the  skin  and  used 
for  attachment  of  syringes  for  intratracheal  in- 
jections. 

Two  cubic  centimeters  of  various  Upes  of 
liquids,  such  as  sterile  w'ater,  saline,  surface  ten- 
sion reducing  agents  or  mucolytic  substances  are 
injected  about  everx’  four  hours  during  the  early 
postoperative  periods  w'ith  very  gratifying  re- 
sults. Patients  who  would  otherwise  require  long 

•Acetyl  cysteine  obtained  from  Mead  Johnson  Labora- 
tories on  research  basis. 


periods  of  coaxing  to  produce  a very  weak  and 
ineffectual  cough  now'  ex-pectorate  large  mucus 
plugs  very  readily  as  soon  as  the  fluid  touches 
the  cor\na.  Intratracheal  suctioning  with  its  at- 
tendant risk  of  staphylococcal  contamination  of 
the  tracheo-bronchial  tree  is  avoided,  except  in 
those  patients  who  are  too  weak  to  cough  even 
after  an  effective  stimulus. 

Acetyl  cysteine®  has  been  the  most  effective 
solution  found  to  date,  since  it  has  not  only  the 
slightly  irritating  action  of  saline  or  water  to 
induce  the  cough,  but  also  the  mucolytic  prop- 
erties which  actually  liquify  the  mucous  plugs 
located  in  the  smaller  bronchioles.-  Acetyl  cy- 
steine can  be  introduced  very  effectively  through 
a bronchoscope  for  the  same  purpose,  or  can  be 
inhaled  as  an  aerosol  spray  by  means  of  a neb- 
ulizer, but  it  seems  somewhat  more  effective 
w'hen  used  as  a direct,  intratracheal  instillation. 

summary 

Trans-tracheal  injections  of  slightly  irritating 
liquids,  particularly  mucolytic  agents,  have 
proved  very  effective  in  preventing  postoperative 
atelectasis  in  post  thoracotomy  patients,  and  re- 
duced the  necessity'  for  bronchoscopic  aspira- 
tions. ■ 

1130  S.W.  Morrison  Street  (5) 
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Uterine  Cytology  and  the  Folloxo-np 

MALCOLM  E.  FULLER,  M.D.  Portland,  Oregon 


Screening  female  patients  for  uterine  carcinoma 
by  cytologic  methods  has  become  a part  of  the 
routine  physical  examination  done  by  most  physi- 
cians. Quite  frequently  there  may  he  unfamili- 
arity with  the  significance  of  the  various  cytology 
reports,  with  the  proper  method  of  follow  up 
study,  and  with  certain  limitations  of  cytology 
in  cancer  detection.  As  a consequence,  improper 
or  inadequate  surgical  diagnostic  procedures 
may  be  used  and,  more  seriously,  delay  in  diag- 
nosis may  occur. 

It  is  difficidt  to  answer  the  question  as  to  what 
age  group  should  be  included  in  routine  screen- 
ing for  uterine  carcinoma.  Peak  age  incidence  of 
in-situ  carcinoma  of  the  cervix  is  from  thirty  five 
to  forty  years,  invasive  carcinoma  from  forty  five 
to  fifty  years.  There  is,  however,  a significant 
incidence  of  these  lesions  in  women  under  thirty. 
Therefore,  I do  not  feel  the  test  shoidd  be  denied 
any  woman  over  the  age  of  twenty.  Reports  on 
various  series  in  which  routine  screening  has 
been  employed  indicate  that,  on  initial  screening, 
one  in  every  two  to  three  hundred  women  will 
have  a malignancy.'  Majority  of  the  lesions  will 
he  in-situ  carcinoma  of  the  cervix. “ 

limitations 

It  is  important  to  realize  that  exfoliative  cyt- 
ology is  primarily  useful  in  screening  patients 
who  do  not  have  clinically  obvious  or  suspicious 
signs  of  pelvic  malignancy.  It  does  not  replace 
other  appropriate  diagnostic  studies  when  such 
signs  exist.  For  example,  a woman  having  ab- 
normal uterine  bleeding  ( any  uterine  bleeding  in 
post  menopausal  years  is  abnormal)  requires 
curettage  to  exclude  endometrial  carcinoma. 
Likewise,  if  a grossly  suspicious  cervical  lesion 
exists,  specimen  should  be  taken  for  biopsy.  In 
these  cited  examples  cytology  shoidd  be  em- 
ployed for  supplemental  information  only.  In  the 
face  of  a clinical  situation  arousing  suspicion,  a 
negative  cytology  report  should  be  ignored. 

For  reasons  of  relative  incidence  and  anatomic 
relationships,  cervical-vaginal  cytology  is  con- 
cerned primarily  with  the  detection  of  in-situ  or 
in  early  invasive  squamous  cell  carcinoma  of  the 
cervix.  It  can  be  useful  in  the  detection  of  adeno 
carcinoma  of  the  uterine  body.  Very  rarely  a 
tubal  or  ovarian  carcinoma  is  suspected  on  the 


basis  of  cytologic  study.  However,  cytology  ap- 
pears to  offer  little  to  early  detection  or  improved 
treatment  result  in  ovarian  malignancies.  In  addi- 
tion to  cancer  detection,  cytologic  studies  offer 
useful  information  on  hormone  effects  present  as 
well  as  some  idea  of  the  morphologic  types  of 
bacteria  present  in  the  vagina. 

reliability 

Reliability  of  this  screening  method  in  detect- 
ing lesions  of  the  cervix  is  of  very  high  order. 
Various  reported  series  indicate  that  a false  neg- 
ative cytology  report  will  occur  in  less  than  five 
per  cent  of  proven  cervical  carcinomas.”  It  must 
be  re-stressed,  however,  that  where  a lesion  exists 
it  should  be  examined  by  biopsy  regardless  of 
cytologic  reports.  This  is  particularly  true  when 
there  is  evidence  of  gross  infection  in  the  lesion 
or  in  cases  of  uterine  carcinoma  being  studied 
for  evidence  of  recurrence  after  radiation  ther- 
apy. In  such  situations,  inflammatory  reaction 
in  the  cervix  so  obscures  the  cytology  that  false 
negative  reports  may  result. 

endometrial  lesions 

Reliability  of  this  method  in  excluding  an  en- 
dometrial lesion  is  considerably  less  than  with 
cervical  lesions.  Some  reports  indicate  that  as 
many  as  35  to  40  per  cent  of  endometrial  carci- 
nomas may  be  missed  by  cytologic  methods.  The 
reliability  of  cytology  in  detecting  endometrial 
carcinoma  can  be  improved  by  taking  endome- 
trial cavity  aspirations;  however,  this  is  a method 
not  ordinarily  employed  for  routine  screening. 

technique 

The  technique  of  making  smears  has  been 
described  in  numerous  publications. “ Briefly;  two 
clean  slides  should  be  used.  Material  from  the 
posterior  fornix  ( pool ) obtained  by  Ayre  spa- 
tula, or  a similar  applicator,  is  spread  evenly  on 
one  slide.  Using  the  same  applicator,  additional 
material  should  be  obtained  from  the  external 
os  and  spread  on  the  second  slide.  As  each  slide 
is  made  it  should  be  inserted  immediately  into 
the  fixative.  The  slide  should  then  be  delivered 
to  the  laboratory  after  fixation  according  to  the 
method  preferred  by  the  laboratory  technician. 
A brief  discussion  with  the  person  in  charge  of 
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cytology  at  your  laboratory  should  permit  clari- 
fication of  these  details. 

Table  1.  Follow-up  program 
Papanicolaou  Pathologists’  Follow-up  Comment 


class 

class 

I 

negative 

annual 

Ignore  negatives 

II 

re-check 

if  there  is  post- 
menopausal 
bleeding  or  clin- 
ical suspicion. 

III 

suspicious 

repeat 

smear 

If  suspicion  re- 
mains or  there  is 

positive  report, 
study  as  posi- 
tive. If  negative, 
recheck  one  or 
more  times  with- 
in three  months. 

IV  positive  conization, 

V D and  C. 

Omit  conization 
if  endometrial 
carcinoma 
suggested 

Interpretation  of  the  various  cytologic  reports 
represents  a problem  at  times.  Many  pathologists 
employ  the  classification  of  negative,  suspicious 
and  positive.  These  are  related  to  Papanicolaou 
methods*  of  reporting  by  classes,  as  shown  in 
table  1.  Tabulation  also  attempts  to  indicate  the 
usual  follow-up  study  which  should  be  used. 
Class  III  (suspicious  report)  may  offer  par- 
ticular confusion  to  many  because  of  the  un- 
certainty suggested  by  the  report.  Such  a report 
cannot  be  ignored  or  dismissed  from  further  con- 
sideration since  appro.ximately  one  half  of  the 
patients  with  this  report,  will  prove  to  have  uter- 
ine malignancy  upon  completion  of  the  study. 
The  report  does  indicate,  however,  that  the  path- 
ologist is  less  certain  of  the  significance  of  the 
changes  present  and  usually,  therefore,  will  ad- 
vise a repeat  smear  for  further  study.  If  such  a 
smear  report  is  obtained  on  a patient  who  has 
severe  cervicitis  or  vaginitis,  especially  if  due  to 
Trichomonas  Vaginalis  or  senile  changes,  the 
report  may  be  viewed  initially  with  greater  reser- 
vation. 

It  is  justifiable  and  advisable  to  attempt  to 
clear  these  inflammatory  changes  with  conven- 
tional therapy  before  making  the  second  smear 
in  a month  or  six  weeks.  The  loss  of  time  asso- 
ciated with  these  treatments  cannot  be  construed 
to  be  deleterious  to  the  best  interest  of  the  pa- 
tient who  is  without  clinically  obvious  signs  of 


malignancy.  On  re-check,  tlie  smear  may  be 
reported  negative  or  reported  again  as  Class  III 
(suspicious)  or  positive.  With  the  latter  two  re- 
ports it  is  necessary  to  rule  out  malignancy  by 
tissue  study. 

biopsy 

Tissue  studies  must  be  undertaken  when  a 
patient’s  report  indicates  suspicious  or  is  positive 
for  malignancy.  Methods  of  obtaining  the  speci- 
men will  vary  with  circumstances.  On  clinically 
negative  patients,  in  the  pre-menopausal  years, 
this  study  usually  should  consist  of  a cold  knife 
conization  followed  by  curettage.  With  a post- 
menopausal patient  who  has  no  gross  cerMcal 
lesion  and  who  has  signs  suggestive  of  an  endo- 
metrial lesion,  such  as  uterine  enlargement, 
bleeding  from  the  os,  or  ready  bleeding  on  sound- 
ing the  uterus,  the  preferred  procedure  should  be 
dilitation  and  curettage.  A cervical  conization  is 
not  indicated  for  endometrial  lesions  and  may 
interfere  with  the  best  treatment  result. 

The  curettage  preferably  should  be  fractional 
in  an  effort  to  obtain  tissue  separately  from  the 
endo-cervix  and  endometrial  cavity  as  an  aid  to 
planning  therapy.  The  appropriate  plan  of  study 
will  ordinarily  be  quite  apparent  upon  review  of 
clinical  findings. 

If  a suspicious  lesion  of  the  cervix  is  examined 
by  biopsy  and  the  tissue  reported  as  in-situ  carci- 
noma it  is  necessary  to  perform  conization  and 
curettage  to  rule  out  invasion  at  a point  missed 
by  the  punch  biopsy. 

Furthermore,  if  the  punch  biopsy  is  negative 
but  the  smear  is  positive,  it  is  again  necessary 
to  perform  conization  and  curettage  to  rule  out 
either  in-situ  or  invasive  carcinoma  at  a point 
missed  when  the  specimen  was  taken. 

The  necessity  for  these  additional  steps  should 
not  discourage  one  from  using  biopsy  if  a suspi- 
cious lesion  e.xists  since  it  reduces  to  the  mini- 
mum the  conization  of  invasive  lesions.  They  are 
affected  adversely  by  the  procedure. 

conization 

Cold  knife  conization  followed  by  curettage 
is  a hospital  procedure  requiring  particular  care 
to  minimize  the  postoperative  complications  of 
infection  and  hemorrhage.  It  has  been  my  policy 
to  admit  the  patient  to  the  hospital  on  tlie  day 
before  operation  for  preojrerative  study  and  oper- 
ative site  preparation  which  consists  of  aqueous 
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benzalkonium  chloride  douche  followed  by  an 
oxytetracyclene  vaginal  tablet.  On  the  following 
day,  in  the  surgical  suite,  vaginal  preparation 
should  be  by  pitcher  douche  technique  rather 
than  any  type  of  scrubbing  of  the  cervix  and 
vagina  with  a sponge  or  stick  or  other  instru- 
ment. Such  rubbing  about  the  cervix  with  gauze 
sponges  can  remove  substantial  portions  of  the 
areas  which  are  most  important  to  the  pathologic 
study. 

The  cervix  and  upper  vagina  should  then  re- 
ceive a Schiller  stain  application  to  delineate  the 
extent  of  conization  necessary  and  to  aid  in  de- 
tection of  possible  multicentric  lesions  upon  the 
cervix  or  adjacent  vaginal  wall.  The  cold  knife 
conization  should  in  all  cases  precede  the  curet- 
tage. Special  coning  insbuments  have  not  been 
found  useful  since  most  of  them  are  adapted  to 
the  perfectly  symmetrical  nulliporous  cervix 
which  rarely  harbors  cervical  carcinoma.  A num- 
ber 11  straight  scalpel  blade  has  been  found  most 
satisfactory  for  conization.  Following  removal 
of  this  tissue,  the  dilatation  and  curettement 
should  be  carried  out. 

During  this  time,  rather  firm  traction  on  the 
cervix  greatly  minimizes  the  bleeding  from  the 
conization  site.  Efforts  to  obtain  hemostasis  for 
conization  have  included,  suture  of  cervix,  injec- 
tion of  saline  or  neosynephrin,  and  gelatin  foam 
or  other  type  packs.  I have  found  minimal  diffi- 
culty with  post  operative  bleeding  or  infection 
by  employing  two  lateral  angle  Sturmdorf  sutures 
of  number  1 chromic  catgut.  Such  a suture  is 
readily  applied  and  controls  all  major  bleeding 
immediately.  An  occasional  patient  will  require 
a figure  8 suture  in  the  anterior  or  posterior  lip 
or  both.  Following  this,  a vaginal  pack  is  in- 
serted against,  but  not  into  the  cervix. 

The  pack  is  removed  on  the  day  following  the 
operation  and  one  day  later  the  patient  is  in- 
structed to  douche  daily  with  vinegar  solution 
for  seven  to  ten  days.  Using  this  technique,  only 
one  patient  in  approximately  fifty  five  coniza- 
tions has  required  admission  to  the  hospital  for 


hemorrhage.  There  have  been  no  problems  of 
cervical  infection  requiring  antibiotic  or  other 
therapy. 

In  submitting  the  conization  tissue  specimen 
it  is  important  to  advise  the  pathologist  the 
purpose  for  which  the  conization  was  accomp- 
lished so  that  adequate  numbers  of  sections  are 
made.  Such  a tissue  study  will  reveal  the  source 
of  atypical  cells  in  most  instances.  In  some  in- 
stances the  tissue  report  will  indicate  only  areas 
of  atypical  epidermidalization  or  similar  changes. 
Thus,  occasional  associated  false  positive  smear 
reports  must  be  accepted  as  the  price  for  early 
diagnosis  in  such  an  important  lesion. 

valuable  screening 

Cytology  provides  a valuable  screening  aid 
in  the  detection  of  early  uterine  carcinoma.  No 
therapeutic  procedure,  such  as  hysterectomy  or 
radium  insertion,  should  be  carried  out  until 
appropriate  tissue  studies  have  determined  the 
nature  and  extent  of  the  malignant  lesion.  With 
such  knowledge  the  clinically  early  and  more 
easily  cured  lesion  can  receive  adequate  therapy. 
Certainly,  the  essence  of  good  cancer  therapy  is 
use  of  the  best  form  of  therapy  on  the  first 
occasion  of  treatment.  A patient  with  report  of 
suspicious  or  positive  cytology  cannot  be  con- 
sidered such  an  emergency  as  to  require  therapy 
within  a few  days.  The  possible  value  of  earlier 
therapy  is  completely  lost  if  it  is  im- 
proper. ■ 

2227  Lloyd  Center  (12) 
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Pulmonary  Physiology  in  Clinical  Practice 

Via.  Recognition  and  Treatment  of  Respiratory  Failur  e 

WILLIAM  R.  PACE,  J R.,  M.  D.  Seattle,  Washington 


And  the  Lord  God  formed  man  of  the  dii-st  of  the  ground,  and  breathed  into  his  nostrils  the  breath  of  life; 
and  man  became  a living  soul.  genesis  2:7 


Wliile  its  role  is  critical  to  life,  the  respiratory 
system  of  man  is  at  the  same  time  more  subject 
to  assault  than  any  system  of  the  body,  except 
possibly  the  integument. 

Infectious  disorders  involving  the  respiratory 

From  the  Cardio-Pulmonary  Laboratory,  Providence  Hos- 
pital Heart  Center,  Seattle. 


tract  occur  more  commonly  than  infections  of 
all  other  organ  systems  combined.  The  airways 
are  frequently  e.xposed  to  damage  from  noxious 
and  irritating  gases  and  particulate  materials 
contaminating  the  inhaled  atmosphere.  The  re- 
lationship of  the  pulmonary  circulation  to  the 
dynamics  of  the  cardiovascular  system  is  such 
that  interference  with  the  function  of  the  alve- 
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olar-capillary  unit  is  a frequent  consequence 
of  the  failing  heart. 

The  mucous  membrane  and  smooth  muscle 
of  the  respiratory  tract  are  often  the  end-organs 
responding  in  immunologic  or  allergic  disorders. 
The  pulmonary  circulation  is  the  repository  of 
emboli  originating  in  the  systemic  veins.  Para- 
sitic infestation,  neoplastic  invasion,  congenital 
abnormalities,  familial  disorders,  trauma,  neuro- 
logic injury  or  disease,  muscular  disorders,  and 
even  emotional  conditions  may  attack  this  vital 
system. 

Impairment  of  gas  exchange  results  from 
breakdown  of  the  system  at  one  or  more  of  four 
levels. First,  transport  of  gases  through  the 
airways  may  be  decreased  in  rate  or  amount. 
Second,  gases  may  not  be  brought  in  so  as  to 
distribute  them  uniformly  in  relation  to  the  pat- 
tern of  pulmonary  capillary  bloodflow.  Third, 
the  alveolar-capillary  membrane  may  not  permit 
enough  gas  to  diffuse  through  it,  either  because 
the  membrane  becomes  less  permeable,  or  be- 
cause its  total  surface  area  is  reduced.  The  fourth 
reason  for  failure  to  arterialize  venous  blood  is 
the  presence  of  shunts  in  the  vascular  system 
which  bypass  exposure  of  the  blood  to  aerated 
alveoli.  Treatment  directed  toward  correcting 
whichever  of  these  may  be  present  will  lessen 
disability  and  may  save  life." 

clinical  effects  of  respiratory  failure 

The  clinical  manifestations  of  impaired  pul- 
monary function  result  from  1 ) hypoxia,  2 ) 
carbon  dioxide  retention,  and  3)  compensatory 
increase  in  muscular  effort  required  to  main- 
tain function. 

Extreme  fatigue  and  physical  exhaustion  with 
effort  are  prominent  early  symptoms  of  hypoxia. 
Patients  may  complain  of  anorexia  and  headache. 
Tachypnea  and  tachycardia  will  be  noted. 

Polycythemia  develops  with  prolonged  oxygen 
deprivation.  Clubbing  of  the  fingers  is  associated 
with  increased  bloodflow  in  the  terminal  pha- 
langes. While  the  exact  mechanism  is  not  fully 
understood,  this  condition  frequently  accompa- 
nies persisting  hypoxic  states.  Cyanosis  may  be 
visible  when  arterial  oxygen  saturation  drops 
below  85  per  cent. 

Mild  mental  confusion,  anxiety,  and  occasion- 
ally hallucinations  may  occur.  The  sensorium 
remains  fairly  clear,  however,  and  consciousness 
usually  persists  in  patients  who  are  hypoxic 
without  hypercarbia,  in  marked  contrast  to  those 
who  also  have  carbon  dioxide  retention.* 


hypercarbia 

Retention  of  carbon  dioxide  results  from  im- 
paired alveolar  ventilation  or  abnormal  ventila- 
tion-perfusion ratios.  These  conditions  are  evok- 
ed by  1 ) mechanical  impairment  of  ventilation 
from  infections,  status  asthmaticus,  atelectasis, 
pneumothorax,  thoracic  surgery,  anesthesia,  or 
neuromuscular  disorders;  2)  hypoventilation  as- 
sociated with  congestive  heart  failure;  3)  de- 
pression of  the  respiratory  center  by  drugs  or 
central  nervous  system  disease  or  injury,  and 
4)  interference  with  the  chemoreceptor  response 
to  hypoxia  in  chronic  respiratory  disease  by 
breathing  high  concentrations  of  oxygen." 

When  COj  retention  is  added  to  the  picture, 
a wide  spectrum  of  neurological  changes  be- 
comes apparent.  The  mental  state  may  be  mark- 
ed by  depression,  irritability,  anxiety,  sleepiness, 
confusion,  delirium,  and  finally  coma.  Motor 
changes  may  vary,  and  include  fine  tremor  of 
the  facial  muscles,  jerking  of  fingers  and  arms, 
“flapping”  tremor,  gross  clonic  movements  of 
the  limbs,  and  generalized  convulsions.  Wlien 
the  patient  lapses  into  deep  coma  there  may  be 
generalized  flaccid  immobility.  Cortical  activity 
is  depressed,  and  cortical  stimulation  is  antago- 
nized. 

As  the  patient  becomes  comatose,  the  pupils 
are  usually  constricted,  but  later  full  dilatation 
may  appear.  Corneal  reflexes  are  lost.  Tendon 
reflex  responses  may  decrease  or  disappear,  and 
occasionally  a Babinski  reflex  is  seen.  Carbon 
dioxide  acts  as  a cerebral  vasodilator  and  in- 
creases cerebrospinal  fluid  pressure;  this  prob- 
ably accounts  for  the  pappiledema  sometimes 
present.  The  retinal  vessels  may  become  en- 
gorged and  of  darkened  color. 

The  skin  is  warm  and  flushed.  Tachycardia 
is  present.  Persistent,  severe  hypotension  may 
complicate  the  picture. 

Generally,  a patient  will  not  show  changes  of 
his  mental  state  other  than  slight  drowziness 
and  confusion  until  the  PcOo  rises  above  90  mm 
Hg  and  the  pH  drops  below  7.25.  If  the  COo 
tension  becomes  greater  than  130  mm  Hg  and 
the  pH  lower  than  7.14,  coma  is  to  be  e.xpected. 

During  recovery  from  CO^  narcosis,  however, 
a patient  may  remain  comatose  after  the  Pcoj 
drops  to  a level  lower  than  would  ordinarily 
produce  symptoms.  This  lag  time  in  regaining 
consciousness  usually  occurs  if  the  patient  has 
been  comatose  for  more  than  one  hour. 
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dyspnea  and  cough 

D\spnea  is  probably  the  subjective  sensation 
associated  with  increased  work  of  breathing. 

Coughing  is  a physiologic  reflex  mechanism 
which  in  healthy  individuals  serves  to  eject 
foreign  material  from  the  upper  airways.  In 
respiratory  disorders  it  may  be  caused  by  in- 
flammation of  the  tracheobronchial  tree  at  differ- 
ent levels.  With  failure  of  the  coughing  mechan- 
ism, retained  secretions  obstruct  airways  and 
interfere  with  alveolar  ventilation.* 

ventilatory  failure 

Inadequate  transport  of  gases  to  and  from  the 
alveoli  results  from  airway  obstruction,  unfavor- 
able changes  in  lung  x'olumes,  or  failure  of  the 
neuromuscular  bellows  mechanism.  The  first  of 
these  three  is  the  most  common  culprit. 

The  airways  may  be  obstructed  intraluminally 
or  extraluminally  at  any  level.'  Particularly  in 
acute  airway  obsti'uction,  the  higher  up  in  the 
tracheobronchial  tree  the  blockage  to  airflow 
occurs,  the  greater  the  immediate  threat  of 
asphy.xia.  For  obvious  reasons,  complete  occlu- 
sion of  the  trachea  above  the  carina  persisting 
for  more  than  a few  minutes  is  incompatible 
with  life. 

In  chronic  respiratory  disorders,  the  airways 
may  be  obstructed  by  bronchospasm,  edema  of 
the  bronchial  mucosa,  accumulated  mucus  and 
bronchial  secretions,  and  the  checkvalve  mechan- 
ism occurring  during  expiration  due  to  the 
difference  between  intraluminal  and  e.xtraluminal 
pressures  on  the  walls  of  the  tubes.®  Other  possi- 
ble causes  include  bleeding,  edema  fluid,  tumors, 
and  peribronchial  lymph  nodes. 

Lung  volume  may  be  reduced  by  processes 
stiffening  the  lungs  or  interfering  with  move- 
ment of  the  thoracic  cage  or  pleura.  These  in- 
clude traumatic  injuries  to  the  sternum,  ribs,  or 
spine,  kyphoscoliosis,  rheumatoid  spondylitis, 
abdominal  distention  and  obesity,  pachypleuritis, 
pleural  effusion,  silicosis,  asbestosis,  berylliosis, 
sarcoidosis,  progressive  systemic  sclerosis,  and 
pulmonary  fibrosis  resulting  from  any  other  lung 
disease. 

The  thoracic  bellows  may  fail  to  function  be- 
cause of  interference  with  neurogenic  control  or 
lack  of  strong  enough  muscular  response  due  to 
intracranial  disease,  drug  intoxication,  polio, 
polyneuritis,  myasthenia  gravis,  muscular  dystro- 
phy, or  generalized  weakness  and  debility.  Par- 


alysis of  the  respiratory  muscles  may  be  due  to 
curare-like  drugs  administered  during  anesthesia. 

clearing  the  airway 

Before  any  U'pe  of  assistance  to  ventilation 
can  be  effective  the  airways  must  be  open.  In 
emergency  situations  such  as  severe  carbon  di- 
oxide narcosis,  immediate  bronchoscopy  may  be 
required  for  removal  of  mucous  plugs  and  secre- 
tions. Bronchodilator  aerosols  may  be  sprayed 
through  the  bronchoscope  into  the  distal  airways. 

If  the  patient  is  comatose  or  unresponsive  the 
trachea  should  be  intubated  for  suctioning  and 
to  keep  it  open.  The  endotracial  tube  should  be 
cuffed  if  a respirator  is  to  be  used.  If  intubation 
is  not  feasible,  tracheotomy  should  be  carried  out. 

nebulization  therapy 

Nebulization  provides  a method  of  getting 
liquid  material  into  a physical  form  which  en- 
ables it  to  be  carried  through  the  airways  with 
inhaled  gases.  The  three  most  important  sub- 
stances which  are  introduced  into  the  lungs  by 
this  route  are  bronchodilator  drugs,  water,  and 
wetting  agents. 

The  role  of  the  bronchodilator  drugs  is  obvi- 
ous. It  is  not  too  commonly  appreciated,  how- 
ever, that  inspired  gas  must  become  saturated 
with  water  vapor  during  its  course  through  the 
respirator}^  tubes.  Even  if  the  atmospheric  gas 
is  completely  saturated  with  water  when  inhaled 
at  the  mouth  (which  is  not  usually  the  case), 
unless  the  ambient  temperature  is  the  same  as 
that  of  the  body  or  greater,  additional  water  is 
required  to  saturate  the  gas  as  its  temperature 
becomes  elevated.  Since  this  additional  water 
is  taken  up  inside  the  bronchi  and  bronchioles, 
its  extraction  results  in  the  drying  and  harden- 
ing of  secretions,  making  their  expulsion  more 
difficult  and  increasing  the  likelihood  of  airway 
obstruction. 

In  the  past,  antibiotics  have  been  administered 
by  aerosol  inhalation.  This  is  now  knowm  to  carry 
the  risk  of  increased  sensitivity  reactions,  and 
furthermore,  administering  antibiotics  this  way 
probably  has  no  adv'antage  over  oral  or  parent- 
eral methods. 

In  certain  conditions,  (e.g.  Aerobacter  aero- 
genes  and  Pseudomonas  aeruginosa  infections) 
digestive  enzymes  may  be  added  to  the  nebu- 
lizer to  break  up  unusually  thick  and  viscid 
secretions.® 

The  two  most  commonly  used  bronchodilator 
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drugs  are  isopropylarterenol  hydrochloride  (Isu- 
prel),  1 to  200,  and  racemic  epinephrine  (Vapo- 
nefrin),  2.25  per  cent  solution.  Various  sub- 
stances have  been  used  as  wetting  agents.  These 
include  Triton  WR-1339  (Alevaire),  cetyl  pyri- 
dinium  chloride  ( Ceepryn ) , benzalkonium  chlor- 
ide (Zephiran),  and  ethanol. 

A simple  method  of  preparing  a 20  per  cent 
alcohol  mi.\ture  for  use  as  a wetting  agent  in  the 
nebulizer  is  to  mix  equal  parts  of  water  and  80 
proof  vodka.  A theoretical  hazard  in  the  use  of 
surface  tension-reducing  substances  in  the  aero- 
sol mixture,  however,  is  its  possible  deleterious 
efiFect  on  the  surfactant  lipoprotein  which  lines 
the  alveoli  and  prevents  their  collapse.” 

It  has  been  demonstrated  that  the  size  of 
particles  in  an  aerosol  mist  determines  its  effec- 
tive absorption. “ Pcirticles  larger  than  8 microns 
in  diameter  will  settle  out  in  the  mouth  and 
oropharynx.  Those  between  3 and  8 microns 
tend  to  be  deposited  along  the  walls  of  the 
trachea  and  large  bronchi.  Droplets  ranging 
between  1 and  3 microns  in  size  are  ideal  for 
treatment  purposes,  as  they  tend  to  precipitate 
out  in  the  bronchiolar  areas.  Smaller  particles 
are  carried  all  the  way  to  the  alveoli,  but  are 
mostly  ineflFectual  because  they  remain  in  sus- 
pension and  are  carried  back  out  with  the  ex- 
pired air. 

It  is  also  necessary  that  the  majority  of  parti- 
cles be  of  uniform  size;  otherwise  the  smaller 
particles  collide  and  coalesce  with  larger  ones, 
causing  precipitation  and  loss  of  material  from 
the  mist. 

administration  of  aerosol  mists 

A program  of  inhalation  treatment,  intensively 
carried  out,  often  fails  to  produce  expected  re- 
sults because  the  aerosol  mists  are  not  inhaled 
in  the  most  effective  manner.  When  the  patient 
is  instructed  to  take  consecutive  deep  breaths  of 
the  mist  from  the  nebulizer,  it  has  been  shown 
that  there  is  a rise  in  position  of  the  lungs  from 
which  inspiration  begins.  This  increases  func- 
tional residual  capacity  and  produces  air  trap- 
ping. (See  Fig.  1,  Part  II.  With  consecutive  deep 
breaths  the  lines  enclosing  tidal  volume  become 
farther  apart  but  both  rise. ) This  results  in  poor 
distribution  and  penetration  of  the  nebulized 
material. 

More  eflFective  results  are  obtained  by  the 
expiratory-inspiratory  pause  method  (EIPM).’- 
Here  the  patient  is  instructed  to  exhale  fully,  but 


not  forcibly,  and  to  follow  with  a slow,  natural 
inspiration,  with  no  attempt  to  reach  maximal 
inhalation.  At  end  of  inspiration,  the  breath  is 
held  for  one  to  two  seconds  before  exhaling.  It 
should  be  emphasized  that  the  exhalation  not 
be  preceded  by  deep  inspiration,  since  this 
causes  air  trapping.  This  method  of  aerosal  ad- 
ministration has  been  found  to  result  in  85  per 
cent  absorption  of  nebulized  material  in  contrast 
to  only  40  per  cent  absorbed  by  the  repeated 
deep  inspiration  method  first  described.” 

Prompt  achievement  of  maximal  penetration 
and  retention  is  particularly  important  if  bron- 
chodilator  drugs  administered  as  aerosols  are 
to  be  optimally  eflFective.  Otherwise,  systemic 
overdosage  with  the  bronchodilator  drug  may 
result  from  persistent  but  less  eflFective  use. 

nebulization  equipment 

There  are  a number  of  reasonably  eflFective 
nebulizer  devices  available,  many  of  which  are 
sold  in  most  drug  stores.  It  is  important,  how- 
ever, to  ascertain  that  the  particular  nebulizer 
meets  necessary  standards  as  to  the  size  of  aero- 
sol particles  produced. 

Some  source  of  gas  under  pressure  is  necessary 
for  production  of  the  nebulized  mist.  When  noth- 
ing else  is  available  a hand  bulb  may  be  used. 
This  method  has  the  disadvantage  of  making 
administration  of  treatment  so  much  eflFort  for 
the  patient  that  he  may  elect  to  pass  up  using 
it  as  often  as  he  should,  rather  than  face  squeez- 
ing the  bulb  by  hand  for  the  prolonged  periods 
required. 

Various  types  of  small  blower  motors  designed 
for  other  purposes  (paint  sprayers,  hair  dryers, 
vacuum  cleaners)  may  be  modified  for  use  as 
compressors  with  nebulizers.  In  addition,  there 
are  several  compressors  specifically  designed  and 
manufactured  for  this  purpose. 

Probably  the  most  eflFective  method  of  adminis- 
tration of  aerosol  mists  is  the  use  of  one  of  the 
intermittent  positive  pressure  breathing  (IPPB) 
devices.”  For  the  average  ambulatory  patient 
who  is  able  to  carry  out  the  described  EIPM 
method  using  a nebulizer  with  a simple  com- 
pressor pressure  source,  there  is  probably  not 
enough  advantage  obtainable  from  the  IPPB 
apparatus  to  justify  its  expense.” 

There  are  some  patients,  however,  whose  con- 
dition prevents  adequate  intake  of  aerosol  mists 
by  volitional  inspiration,  because  of  shallow  tidal 
volume,  inability  to  pause  and  hold  the  breath 
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between  inspiration  and  expiration,  or  other  fac- 
tors. IPPB  pro\'ides  a most  eflFective  means  of 
aerosol  treatment  for  these  people.  Use  of  this 
apparatus  also  takes  over  part  of  the  work  of 
breathing  during  inspiration,  relie\  ing  the  patient 
of  some  of  the  muscular  effort  invoh  ed. 

frequency  of  aerosol  therapy 

I feel  it  is  important  to  interject  at  this  point 
a word  about  frequency  of  administration  re- 
quired for  effective  treatment. 

For  patients  who  have  large  amounts  of  thick, 
sticky,  bronchial  secretions,  aerosol  inhalations 
should  he  provided  as  often  as  necessary  to  keep 
the  inspissated  sputum  liquified,  so  that  it  can 
he  sucked  out  often  enough  to  keep  airways 
clear.  This  may  require  continuous  nebulization. 


with  intermittent  interruption  to  aspirate  the 
tracheobronchial  tree. 

On  the  other  hand,  I do  not  feel  that  there 
is  any  logical  value  at  all  in  using  aerosol 
therapy  for  chronic  respiratory  disease,  if  treat- 
ments occur  less  frequently  than  two  or  three 
times  daily.  The  use  of  IPPB  respiratory  equip- 
ment for  aerosol  administration  on  an  outpatient 
basis  once  or  twice  a week  seems  somewhat 
analogous  to  treating  heart  failure  by  weekly 
intravenous  injections  of  cedilanid.  If  aerosol 
therapy  is  to  be  efficacious  ( wdth  or  without  IPPB 
for  administration)  it  must  he  carried  out  by 
the  patient  in  the  hospital,  or  at  home  (or  some- 
times even  at  his  w^ork),  w'here  it  can  be  used 
often  enough  to  do  some  good.® 

951  Medical-Dental  Building  (1) 
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Hope  you're  not  allergic  to  shellfish,  Doctor 


, V |\  1 

1 D fclm  \M 
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If  you’re  not  allergic  to  oysters,  clams, 
or  shrimp,  then  you  probably  enjoy 

— shellfish  soups.  Even  the  aroma  of  a 
steaming  bowlful  of  Clam  Chowder, 

, ‘ V*  Oyster  Stew,  or  Cream  of  Shrimp  Soup 

- is  very  likely  to  kindle  the  appetite  of  a 
ired  doctor  ...  or  of  his  patients,  too,  for  that  matter. 

Campbell’s  shellfish  soups,  in  fact,  are  one  of  the  best 
vays  you  may  find  of  adding  interest  to  a patient’s  diet 
ir  of  getting  him  to  follow  the  diet  that  you’ve  prescribed, 
rhese  soups  are  made  with  succulent  clams,  tender  little 
brimp,  or  flavorful  oysters.  They  have  a wide  variety  of 
issential  nutrients  and  provide  nourishment  and  fluid 
vhich  the  body  can  readily  utilize.  A single  7 oz.  serving 
)f  Cream  of  Shrimp  Soup,  for  instance,  provides  a patient 
vith  about  4.0  gm.  of  protein  and  132  calories.  For  a 
)atient  who  needs  something  satisfying  but  with  fewer 


calories,  suggest  Manhattan  Style  Clam  Chowder  with 
approximately  63  calories  per  serving. 

Campbell’s  shellfish  soups  — like  all  Campbell’s  Soups  — 
are  made  of  the  finest  ingredients.  The  clams  you  see  in 
our  picture  are  typical  of  this  quality.  All  ingredients 
are  blended  carefully  and  processed  to  preserve,  as  much 
as  possible,  the  natural  flavors  and  nutritive  values. 
That’s  the  secret  of  the  goodness  you  associate  with  all 
Campbell’s  Soups. 

By  the  way.  Doctor,  the  Oyster  Stew,  Cream  of  Shrimp 
Soup,  and  a New  England  Style  Clam  Chow- 
der are  included  in  our  line  of  delicious 
frozen  soups. 

Recommend  Campbell’s  Soups  to  your 
patients... and,  of  course,  enjoy  them  your- 
self. There’s  a soup  for  almost  every  patient 
and  diet,  for  every  meal. 


m confusion  and  apathy  ... 
...  to  Clarity  and  Interest 

Cerebro-Nicin 

CAPSULES 

A safe  effective  cerebral  stimulant  and  vasodilator 
for  your  forgetful  aging  patient.  On  Cerebro-Nicin 
therapy,  your  patient  shows  improvement  in  social 
activity  and  relationships,  and  greater  concern 
with  personal  appearance. 

FORMULA: 

PTZ  (Pentamethylene 

Tetrazole)  100  mg. 

Nicotinic  Acid  100  mg. 

Niacinamide 5 mg. 

Vitamin  C 100  mg. 

Thiamine  HCI 25  mg. 

Riboflavin 2 mg. 

Pyridoxine 3 mg. 

I Glutamic  Acid  50  mg. 

INDICATIONS:  Apathy,  dizzy  spells, 
mild  behavior  disorders,  mental  con- 
fusion. functional  memory  defects. 

AVERAGE  DOSE:  One  capsule  three 
times  daily. 

AVAILABLE:  Bottles  of  100  and  500 
capsules. 

Write  for  samples  and  literature .. . 

THE  BROWN  PHARMACEUTICAL  COMPANY 

2500  West  Sixth  Street,  Los  .Angeles  57,  Califoi  nia 


I 


CAUTION:  Most  persons  ex- 
perience a flushing  and  tin- 
gling sensation  after  taking 
a higher  potency  niacin- 
containing  compound.  As  a 
secondary  reaction  some 
will  complain  of  nausea  and 
other  sensations  of  discom- 
fort. This  reaction  is  tran- 
sient and  is  rarely  a cause 
for  discontinuance  of  the 
drug  if  the  patient  is  fore- 
warned to  expect  the  reaction. 

WARNING:  Contraindicated  in 
the  presence  of  epilepsy. 


MEDICAL  TREATMENT  FOR  ALCOHOLISM 

A member  of  the  American  Hospital  Association  and  ap- 
proved by  the  American  Medical  Association.  Devoted 
exclusively  to  providing  medical  and  psychiatric  care  for 
alcoholics  and  medical  research  in  the  field  of  alcoholism. 


7106  35th  AVE.,  S.W.  • SEATTLE  6,  WASHINGTON  • WEst  2-7232 


450 

Xorthwest  Medicine,  June  1963 


OREGON 


Oregon  State  Medical  Society — 2i64  s.  w.  park  place,  Portland  5,  Oregon 

PRESIDENT  Melvin  W.  Breese,  M.D.,  Portland 

SECv.-TREAS.  Jumcs  H.  Seucot,  M.D.,  Salem 

EXECUTIVE  SECRETARY  Mr.  Roscoc  Miller,  Portland 
annual  meeting,  September  25-28,  1963,  Portland 


Oregon  Joint  Committee  on 

The  Oregon  Joint  Committee  on  Health  Problems 
in  Education  was  created  by  action  of  the  Oregon 
Education  Association  and  the  Oregon  State  Medical 
Society  Saturday,  May  18,  1963. 

Such  action  to  establish  a joint  committee  was 
stimulated  by  the  relationship  which  had  been  cre- 
ated by  the  National  Education  Association  and 
the  American  Medical  Association  in  1912  when 
they  founded  the  National  Joint  Committee  which 
was  formed  to  study  and  make  recommendations 
regarding  the  health  of  school  age  children. 

The  National  Joint  Committee  developed  stand- 
ards which  have  been  widely  followed  by  the  schools 
of  the  nation  in  the  conduct  of  school  health  pro- 
grams. They  have  published  numerous  books  and 
pamphlets  on  school  health  and  physical  fitness 
which  have  been  used  as  guides  for  school  health 
people  and  as  text  books  by  teacher  training  institu- 
tions. 

The  official  representatives  of  the  Oregon  Educa- 
tion Association  in  attendance  at  the  meeting  were 
W.  E.  Burke,  Ph.D.,  Eugene,  Director  of  Physical 
Education  and  Health  of  the  Eugene  Public  Schools; 
Mr.  Charles  Hinds,  North  Bend,  Third  Grade 
Teacher  of  the  Coos  Bay  Public  Schools; 
William  D.  McArthur,  Ph.D.,  Monmouth,  Professor 
of  Health  and  Physical  Education  at  Oregon  College 
of  Education;  and  Mrs.  Betty  Owen,  Salem,  super- 
visor of  Health  and  Physical  Education  with  the 
State  Department  of  Public  Instruction.  Cliff  Robin- 
son, Ph.D.,  Klamath  Falls,  Superintendent  of  the 
Klamath  County  Schools  and  a member  of  the  Joint 
Committee  on  Health  Problems  in  Education  of 
the  National  Education  Association  and  the  American 
Medical  Association;  John  F.  Abele,  Portland,  also 
a member  of  the  National  Joint  Committee;  Edgar 
M.  Rector,  Portland,  Chairman,  Committee  on  Child 
Health  of  the  Oregon  State  Medical  Society;  James 


HealtJt  Problems  in  Edncatiott 

H.  Stewart,  Hillsboro,  Washington  County  Health 
Officer;  and  George  C.  McCallum  of  Eugene,  were 
in  attendance  as  the  official  representatives  of  the 
Oregon  State  Medical  Society.  M.  Donald  McGeary 
of  Phoenix  was  unable  to  be  present. 

In  addition,  Melvin  W.  Breese  of  Portland  and 
Daniel  K.  Billmeyer  of  Oregon  City,  President  and 
President-elect  respectively  of  the  Oregon  State  Med- 
ical Society,  and  Mr.  Roscoe  K.  Miller,  the  Society’s 
Executive  Secretary  were  likewise  in  attendance. 
C.  W.  Posey,  Ph.D.,  Executive  Secretary  of  the 
Oregon  Education  Association  was  unable  to  be 
present. 

Dr.  Breese  presented  greetings  from  the  Oregon 
State  Medical  Society  in  which  he  emphasized  the 
Society’s  interest  in  all  aspects  of  matters  relating 
to  the  health  of  the  school  age  child  as  well  as  public 
health  generally.  He  expressed  his  pleasure  that  the 
official  representatives  of  the  professional  associa- 
tions of  teachers  and  physicians  were  engaged  in 
a discussion  of  matters  of  mutual  interest  and  a hope 
that  the  deliberations  would  be  fruitful  in  fostering 
programs  and  activities  of  the  advantage  of  the 
school  children  of  Oregon. 

Dr.  Abele  suggested  that  the  Joint  Committee, 
prior  to  discussing  organizational  structure  and  re- 
lated matters,  consider  the  functions  which  it  might 
undertake  and  the  nature  and  status  of  any  of  its 
deliberations.  With  respect  to  the  functions  of  the 
joint  committee  Dr.  Abele  presented  the  following 
for  discussion: 

1.  To  provide  a means  for  interchange  of  in- 
formation between  the  professions  of  education  and 
medicine  on  matters  related  to  the  health  of  children 
and  youth. 

2.  To  develop  effective  liaison  beween  the  various 
Committees  of  Oregon  Education  Association  and 

Continued  on  page  454 
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the  Oregon  State  Medical  Society  on  school  health 
problems. 

3.  To  serve  as  a board  of  review  on  controversial 
issues  with  medical  and  educational  implications 
to  which  educators,  physicians  and  others  concerned 
with  school  health  may  submit  inquiries  in  regard 
to  policy  health  matters. 

4.  To  promote  cooperation  and  to  foster  helpful 
relationships  among  medical,  education,  public 
health,  health-science  and  other  groups  concerned 
with  school  health. 

5.  To  participate  with  other  qualified  or  recog- 
nized groups,  having  a continuing  interest  in 
school  health,  in  developing  and  implementing 
sound  principles  and  programs. 

6.  To  formulate  and  issue  statements  setting  forth 
principles  and  policies  as  the  best  conclusions  avail- 
able from  research,  knowledge  of  child  growth  and 
development,  or  experience  and  opinion  in  the  field. 

7.  To  cooperate  with  appropriate  groups  in  fur- 
thering adequate  preparation  in  school  health  for 
administrators,  teachers,  and  health  service  person- 
nel. 

It  was  voted  to  accept  the  functions  as  developed 
by  Dr.  Abele  tentatively  subject  to  appropriate 
revision  as  might  be  dictated  by  the  Joint  Commit- 
tee’s experience. 

Relative  to  the  status  of  the  Joint  Committee’s 
deliberations,  recommendations  and  channels  of 
operation,  it  was  voted  that  the  Committee  should 
consider  itself  as  a forum  for  the  open  discussion  of 
health  problems  in  education.  In  this  connection, 
the  Joint  Committee  voted  to  recommend  that  the 
following  channels  of  operation  be  followed: 

1.  That  the  Joint  Committee,  upon  its  own  mo- 
tion, could  initiate  topics  for  discussion. 

2.  That  the  Joint  Committee  would  accept  topics 
for  discussion  referred  to  it  from  the  Oregon  Educa- 
tion Association,  the  Oregon  State  Medical  Society 
and  from  other  organizations  and  agencies  interested 
in  health  problems  in  edueation. 

3.  That  the  Joint  Committee,  after  due  delibera- 
tion, could  develop  recommendations  which  would 
be  submitted  to  the  Association  and  Society  policy- 
forming bodies  for  consideration. 

4.  That  the  Joint  Committee  may  issue  statements 
to  organizations  and  to  the  public  following  the 
adoption  of  its  recommendation  by  the  Association 
and  Societx’  policy-forming  bodies. 

5.  That  the  implementation  of  any  recommenda- 
tions issued  and  officially  adopted  be  through  the 
procedures  afforded  by  the  Association  and  the 
Society. 

6.  That  reports  of  the  Joint  Committee’s  aetivities 
and  any  news  media  releases  regarding  them  be 
disseminated  or  released  under  the  direction  of  and 


through  the  customary  policies  and  practices  of 
the  Association  and  the  Soeiety. 

During  the  discussion  of  the  organizational  struc- 
ture and  related  matters,  the  Joint  Committee  voted 
to  create  the  offiees  of  chairman  and  chairman- 
elect  with  these  officers  to  alternate  between  the 
Association  and  the  Society.  Thereupon  John  F. 
Abele  was  duly  elected  chairman  to  serve  for  a 
period  of  one  year  and  \V.  E.  Burke  was  duly  elected 
chairman-elect  to  serve  for  a like  period. 

In  discussing  the  administrative  responsibilities 
and  resources,  the  Committee  voted  to  request  that 
the  executive  staffs  of  the  Oregon  Education  Associ- 
ation and  the  Oregon  State  Medical  Society  be 
authorized  to  function  as  secretaries  of  the  Commit- 
tee and  that  the  resources  of  the  respective  head- 
quarters offices  be  made  available  to  the  Committee 
for  such  secretarial  services  as  may  be  required. 

The  members  of  the  Joint  Committee  then  pro- 
ceeded to  consider  the  areas  of  health  problems  in 
education  which  might  claim  its  attention.  It  was 
generally  agreed  that  the  Committee  should  divide 
its  activities  into  (a)  critical  problems  and  (b)  long 
range  problems.  For  this  purpose  the  Committee 
decided  to  aecept  the  traditional  areas  into  which 
health  problems  in  education  are  normally  divided. 
They  are  as  follows: 

a.  Health  of  school  age  child. 

( 1 ) School  health  serviees. 

(2)  Healthful  school  living. 

(3)  Health  edueation. 

b.  Physical  education  and  fitness. 

c.  Formal  and  inservice  professional  training. 

For  its  first  and  immediate  subject  for  consider- 
ation, the  members  of  the  Joint  Committee  selected 
“school  health  serviees”  inasmuch  as  it  is  the  phase 
of  health  problems  in  education  in  which  most 
questions  and  issues  are  currently  arising.  In  this 
connection  the  Committee  voted  to  undertake  the 
following  projects: 

1.  Obtain  and  supply  each  member  of  the  Joint 
Committee  with  information  regarding  the  current 
policies  and  practices  related  to  sehool  health  serv- 
ices in  Oregon  as  outlined  in  the  booklet,  “Health 
Services  for  the  School  Age  Child  in  Oregon”  pub- 
lished by  the  State  Department  of  Education  and 
the  Oregon  State  Board  of  Health  and  other  recog- 
nized resources  on  the  subject  which  may  be  avail- 
able. 

2.  Obtain  reports  of  experiences  and  problems  in 
school  health  services  from  school  administrators, 
health  departments,  and  local  medical  societies  in 
Oregon  for  the  consideration  of  the  Joint  Committee 
at  its  next  meeting. 

3.  To  suggest  to  city  and  count)'  school  superin- 
tendents and  the  presidents  of  component  medical 
societies  in  Oregon  that  they  confer  prior  to  the 
opening  of  the  1963-64  school  year  to  consider  local 
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policies  and  practices  and  develop  an  understanding 
and  a mutual  acceptable  approach  to  school  health 
services  in  their  respective  communities  and  schools. 

The  members  of  the  Joint  Committee  also  voted 
to  adopt  the  following  motions; 

1.  That  the  establishment  and  organization  of 
the  Joint  Committee  be  reported  in  the  house  organs 
of  the  Association  and  the  Society  and  that  an 
appropriate  news  release  be  issued  to  the  news 
media. 

2.  That  members  of  both  the  Association  and  the 
Society  be  advised  individually  of  the  establishment 
of  the  Committee  and  the  work  it  is  planning  to 
undertake. 

3.  That  the  Association  and  the  Society  subscribe 
on  behalf  of  each  individual  representative  on  the 
Joint  Committee  to  the  Journal  of  School  Health 
published  by  the  American  School  Health  Associ- 
ation. 

4.  That  the  Committee  hold  its  next  meeting  on 
Saturday,  September  14,  1963,  at  1:30  p.m.,  in  the 
headquarters  office  of  the  Oregon  Education  Associ- 
ation. 


Bob  Bissell  joins  OSMS  staff 

Mr.  Robert  O.  Bissell  is  now  Associate  Executive 
Secretary  of  the  Oregon  State  Medical  Society.  He 
will  work  with  Mr.  Miller  in  the  fields  of  public 
and  intraprofessional  relations. 

His  education  and  experience  have  given  him 
excellent  preparation  for  his  current  responsibilities. 
He  is  a graduate  of  Lewis  and  Clark  College  where 
he  majored  in  business  administration  and  journal- 
ism. For  the  past  seven  years  he  has  been  an 
account  executive  and  public  relations  representative 
for  the  Portland  advertising  firm  of  Cole  and 
Weber.  His  contacts  there  were  with  local,  state, 
and  national  clients.  He  taught  night  school  classes 


in  advertising  and  public  relations  for  three  years 
at  Lewis  and  Clark. 

Mr.  Bissell  has  been  active  in  civic  affairs  and  is 
well  known  in  Portland.  He  has  served  as  education 
director  for  the  Oregon  Advertising  Club,  has  held 
directorships  of  public  relations,  religious  activities, 
and  school  activities  for  the  Portland  Junior  Chamber 
of  Commerce  and  is  currently  a member  of  the 
board  of  trustees  of  the  Portland  Civic  Theater.  He 
has  been  active  in  Boy  Scouts,  United  Good  Neigh- 
bors, YMCA,  First  Methodist  Church  of  Portland, 
Young  Republicans  and  the  Alumni  Council  of 
Lewis  and  Clark  College.  He  is  married  to  the  former 
Mary  Herring  of  Gresham,  and  they  have  two 
daughters,  Kimberh’  Ann,  aged  three,  and  Kelly 
Sue  who  is  one. 

OBITUARIES 

DH.  D.wis  GRisso,  81,  of  Portland,  died  of  pneumonia, 
gram  negative  bacteremia,  acute  pyelonephritis  and 
carcinoma  of  the  rectum,  on  March  22.  His  medical 
degree  was  granted  by  the  Fort  Worth  School  of 
Medicine  in  1914,  and  he  was  licensed  in  Oregon 
in  1922.  Dr.  Grisso  was  a veteran  of  World  War  1. 
He  retired  from  active  practice  in  1956. 

DR.  JAMES  M.  ODELL,  74,  died  in  The  Dalles  March 
15.  He  received  his  rnedical  degree  from  Jefferson 
Medical  College  of  Philadelphia  in  1917.  He  served 
as  .superintendent  at  Eastern  Oregon  T td)erculos-is 
Hospital  for  25  years  prior  to  his  retirement  in 
1959.  He  was  a senior  member  of  American  Trudeau 
Society  and  fellow-emeritus  of  American  College  of 
Chest  Physicians  in  addition  to  active  participation 
in  various  community  affairs. 

DR.  DELMAR  F.  PARKER,  of  Salcjn,  died  February  8, 
of  carcinoma  of  the  pro.state  and  congestive  heart 
failure.  He  teas  53.  He  was  a native  of  Medford 
but  took  his  premedical  training  at  the  University 
of  Alabama.  His  medical  degree  was  granted  by 
the  University  of  Oregon  Medical  School  in  1937. 
He  was  employed  by  the  Oregon  State  Department 
of  Education  in  vocational  rehabilitation. 

DR.  MABEL  MONTGOMERY  AKIN,  of  Portland,  died 
February  17,  at  the  age  of  88.  She  was  the  widow 
of  Dr.  Otis  Akin,  who  died  in  1949.  Her  death 
was  due  to  mesenteric  thrombosis.  Although  retired, 
she  continued  her  interest  in  Lewis  and  Clark  Col- 
lege where  a woman's  dormitory.  Akin  Hall,  had 
been  named  for  her  in  recognition  of  her  gifts  to 
the  school.  She  was  a past-president  of  the  Ameri- 
can Medical  WomerPs  Association. 
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is  receiving  the  indicated  intravenous  fluids 
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is  the  Baxter  stopper  which  has  a larger 
sterile  field  than  any  other  stopper. 

Properly  formulated  sterile  solutions  have 
no  value  if  they  are  not  infused  into  your 
patient’s  vein  aseptically.  Baxter  medical 
engineering  provides  you  with  a safe,  func- 
tional system  for  the  aseptic  administration 
of  intravenous  fluids. 
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Washington  State  Medical  Association — 1309  seventh  avenue,  Seattle  i, Washington 

PRESIDENT  Dean  K.  Crystal,  M.D.,  Seattle 

SECRETARY  WUbur  E.  Watson,  M.D.,  Seattle 

EXECUTIVE  SECRETARY  Mr.  R.  W.  Neill,  Seattle 
annual  meeting  September  15-18,  1963,  Seattle 


U W postgraduate  courses  in  July 

Two  postgraduate  courses  are  being  offered  at  the 
University  of  Wa.shington  School  of  Medicine.  The 
first,  to  be  held  at  the  Health  Sciences  Auditorium, 
July  12  and  13,  is  on  pigmentary  and  neoplastic 
diseases  of  skin.  The  program  follows: 


9:10-  9:40 


9:40-10:10 


10:40-11:30 


11:30-12:15 


2:00-  2:40 


2:40-  3:10 


3:10-  3:50 


3:50-  4:20 
4:20-  5:20 


Friday,  July  12,  1963 
Biochemistry  and  Physiology  of  Pig- 
mentation Aaron  B.  Lerner,  M.D. 
Inborn  Errors  of  Pigment  Metabolism 
Frank  Parker,  M.D. 
Hormonal  Control  of  Pigmentation 
Aaron  B.  Lerner,  M.D. 
Panel  Discussion— Problems  of  Hyper 
and  Hypopigmentation 

Aaron  B.  Lerner,  M.D. 
George  F.  Odland,  M.D. 
Frank  Parker,  M.D. 
John  M.  Shaw,  M.D. 
Moles  and  Melanomas 

John  M.  Shaw,  M.D. 
Surgical  Management  of  Melanomas 
James  R.  Cantrell,  M.D. 
Common  Benign  Tumors  of  the  Skin 
Robert  T.  Potter,  M.D. 
Premalignant  Tumors  of  the  Skin 

Robert  A.  Pommerening,  M.D. 
Panel  Discussion 

James  R.  Cantrell,  M.D. 
Robert  A.  Pommerening,  M.D. 
Robert  T.  Potter,  M.D. 
John  M.  Shaw,  M.D. 


Saturday,  July  13,  1963 

9:00-  9:30  Basal  Cell  Epithelioma 

William  B.  Baker,  M.D. 


9:30-10:00 


10:20-10:40 


10:40-11:00 


11:00-11:30 


11:.30-12:00 


12:00-12:.30 


Squamous  Cell  Carcinoma  of  Skin  and 
.Mucous  Membranes 

Orliss  Wildermiith,  M.D. 

Plastic  Surgical  Approach  to  Carci- 
noma of  Skin 

Robert  V.  DeVito,  M.D. 

Radiologic  Approach  to  Carcinoma  of 
Skin  Robert  G.  Parker,  M.D. 

Cutaneous  Manifestations  of  Internal 
Malignancy 

Aaron  B.  Lerner,  M.D. 

Mucocutaneous  Manifestations  of 
Lymphomas 

George  F.  Odland,  M.D. 

Panel  Discussion 

William  B.  Baker,  M.D. 

Robert  V.  DeVito,  M.D. 

Aaron  B.  Lerner,  M.D. 

George  F.  Odland,  M.D. 

Robert  G.  Parker,  M.D. 

Orliss  Wildermiith,  M.D. 


The  second  course  is  on  psychiatry  for  practi- 
tioners. Registration  is  limited  to  a small  number  and 
the  course  will  be  given  in  the  University  Hospital 
as  follows: 


Monday,  July  22,  1963 

9:00-10:00  The  Psychosomatic  Examination 

Thomas  H.  Holmes,  M.D. 
10:30-12:15  Clinic  at  University  Hospital 

Thomas  H.  Holmes,  M.D. 
2:00-  5:00  Discussion  of  Psychiatric  Inpatient 

Problems  with  Case  Presentations. 
Veterans  Administration  Hospital 
Merlin  H.  Johnson,  M.D.  and  Staff 
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"This  book  is  a joy  to  read.  It  might  be 
compared  to  spending  an  evening  with 
two  experienced  gynecologists  who  are 
willing  and  ready  to  give  you  all  the 
practical  hints  that  they  have  gleaned 
over  a long  experience  in  gynecologic 
practice  . . 

GROUP  PRACTICE 

PITFALLS  in  GYNECOLOGIC 
DIAGNOSIS  and  SURGERY 

By  Walter  J. 

Reich,  M.D.  and 
Mitchell  J. 

Nechtow,  M.D. 

248  pp. 

5%x8%.  42  illus. 

$10.95 

Ways  to  avoid  problems  and  complications 
in  gynecologic  diagnosis  are  outlined  in  this 
highly  practical  book.  The  authors  emphasize 
procedures  for  making  the  correct  diagnosis 
and,  once  the  diagnosis  is  made,  v/ays  to 
avoid  complications  in  treatment.  They  cover 
such  topics  as  preoperative  management, 
v/ound  closure  and  postoperative  manage- 
ment, the  role  of  anesthesia  in  gynecologic 
surgery,  and  the  diagnosis  and  management 
of  bacterial  shock  in  gynecologic  surgery.  The 
chapter  on  ligation  of  the  hypogastric  arteries 
is  of  special  interest. 


BLAKISTON  DIVISION/McGRAW-HILL 
BOOK  COMPANY 

330  West  42nd  Street,  New  York  36,  New  York 
You  may  send  me  on  10-day  approval: 

REICH  AND  NECHTOW:  Pitfalls  in  Gynecologic 

Diagnosis  and  Surgery 

NAME 


ADDRESS 


CITY  ZONE  STATE 


Tuesday,  July  23,  1963 
9; 00- 10: 00  Doctor-Patient  Relationship 

Neal  E.  Ehj,  M.D. 
10:30-12:30  Seminar  Neal  E.  Ely,  M.D. 

1:30-  2:30  Human  Ecology  and  Disease 

Thomas  H.  Holmes,  M.D. 
3:00-  5:00  Seminar  Thomas  H.  Holmes,  M.D. 


9:00-10:00 


10:00-10:45 

11:15-12:15 


12:15-  1:00 


Wednesday,  July  24,  1963 
Psychotherapy 

Franklin  M.  Draper,  M.D. 
Discussion  of  Psychotherapy 

Franklin  M.  Draper,  M.D. 
Physical  and  Pharmacologic  Therapy 
Merlin  H.  Johnson,  M.D. 
Discussion  of  Physical  and  Pharma- 
cologic Therapy  in  Psychiatry 

Merlin  H.  Johnson,  M.D. 


2:00-  5:00  Patient  Care 

Thomas  H.  Holmes,  M.D. 


Further  information  may  be  obtained  from  Mrs. 
Alice  Steen,  Room  C304,  Health  Sciences  Building. 


OBITUARIES 

DR.  HO\v.\RD  L.  BOTTs,  73,  died  March  18  of  carci- 
noma prostate,  uremia  and  myocardial  infarction. 
He  obtained  his  medical  degree  from  Northwestern 
University  Medical  School,  Chicago,  in  1921.  Dr. 
Botts  interned  at  the  old  Seattle  City  Hospital,  and 
moved  to  Black  Diamond  in  1922.  He  practiced 
there  for  42  years. 

DR.  JOSEPH  H.  WHATMORE,  49,  of  Seattle,  died  sud- 
denly at  his  home  on  March  18  of  intracerebellar 
hemorrhage.  He  was  a native  of  Seattle  where  he 
received  his  premedical  education.  His  medical 
degree  was  granted  by  Harvard  Medical  School 
in  1941.  He  was  a flight  surgeon  in  World  War  11 
and  had  practiced  in  Seattle  following  his  discharge 
from  active  duty. 

DR.  OLIVER  J.  MOREHE.A.D,  81,  of  Spokauc,  died 
March  28  of  myocardial  infarction.  He  attended 
University  of  Minnesota  Medical  School,  Minne- 
apolis, where  he  received  his  degree  in  1925. 


Tacoma 

Electrophysics  Laboratory 

Electroencephalography 

Electromyography 

John  T.  Robson,  M.D. 

Stevens  Dimant,  M.D. 

Marcel  Malden,  M.D. 
Lorraine  Knltdson,  R.N. 

Puget  Sound  Medical  Building 
1104-06  South  4th  Street 
Tacoma  5,  Washington 
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Formerly  nervous  and  tense,  now 
better  able  to . . . 

enjoy  her 
family 

This,  in  essence,  is  what  happens  when  you 
place  a patient  on  Librium  (chlordiazepox- 
ide  HCl).  Since  this  agent  generally  relieves 
anxiety  and  tension  without  dulling  mental 
clarity  or  inducing  drowsiness,  most  pa- 
tients become  better  able  to  function  nor- 
mally, take  an  active  interest  in  family  and 
surroundings,  meet  and  solve  daily  prob- 
lems. This  antianxiety  agent  is  virtually 
free  from  extrapyramidal  side  effects,  and 
does  not  produce  or  deepen  depression. 


DOSAGE;  Oral -Usual  adult  dose  in  mild  to  moderate 
anxiety  and  tension  is  5 or  10  mg,  3 or  4 times  daily; 
in  severe  anxiety  and  tension,  20  or  25  mg,  3 or  4 
times  daily.  Parenteral —To  control  acute  conditions, 
the  usual  initial  adult  dose  is  50  to  100  mg  I.M.  or 
I.V.;  not  more  than  300  mg  should  be  given  during  a 
6-hour  period.  □ SIDE  EFFECTS:  Oral  — Drow/siness 
and  ataxia,  usually  dose-related,  have  been  reported 
in  some  patients  — particularly  the  elderly  and  debili- 
tated. Paradoxical  reactions,  i.e.,  excitement,  stimu- 
lation, elevation  of  affect  and  acute  rage,  have  been 
reported  in  psychiatric  patients;  these  reactions  may 
be  secondary  to  relief  of  anxiety  and  should  be 
watched  for  in  the  early  stages  of  therapy.  Other  infre- 
quent dose-related  side  effects  have  included  isolated 
instances  of  minor  skin  rashes,  minor  menstrual  ir- 
regularities, nausea,  constipation,  increased  and  de- 
creased libido.  Parenteral  — Following  parenteral  ad- 
ministration some  patients  may  become  drowsy  or 
unsteady.  The  injectable  form  has  occasionally  pro- 
duced mild,  transitory  fluctuations  of  blood  pressure. 
□ PRECAUTIONS:  Oral -In  elderly,  debilitated  pa- 
tients, limit  dosage  to  smallest  effective  amount  to 
preclude  development  of  ataxia  or  oversedation  (not 
more  than  10  mg  per  day  initially,  to  be  increased 
gradually  as  needed  and  tolerated).  Until  the  correct 
maintenance  dosage  is  established,  patients  receiv- 
ing this  agent  should  be  advised  against  possibly 
hazardous  procedures  requiring  complete  mental 
alertness  or  physical  coordination.  Although  this 
agent  is  a valuable  aid  in  acute  and  chronic  alcohol- 
ism, caution  patients  about  possible  combined  effects 
with  alcohol.  Caution  should  be  exercised  in  admin- 
istering it  to  addiction-prone  individuals.  Careful  con- 
sideration should  be  given  to  the  pharmacology  of  any 
agents  to  be  employed  with  Librium  (chlordiazepoxide 
HCl)  — particularly  the  MAO  inhibitors  and  phenothia- 
zines.  Observe  usual  precautions  in  impaired  renal 
or  hepatic  function.  Periodic  blood  counts  and  liver 
function  tests  may  be  advisable  in  protracted  treat- 
ment. Parenteral  — Parenteral  administration  is  indi- 
cated primarily  in  acute  states,  and  patients  receiving 
this  form  of  therapy  should  be  kept  under  observa- 
tion, preferably  in  bed,  for  a period  of  up  to  three 
hours.  Ambulatory  patients  should  not  be  permitted 
to  operate  a vehicle  following  injection.  The  usual 
precautions  of  reduced  dosage  should  be  observed 
when  treating  patients  with  impaired  renal  or  hepatic 
function.  The  injectable  form  should  not  be  given  to 
patients  in  shock  or  comatose  states.  Reduced  dos- 
age (usually  25  to  50  mg)  should  be  used  for  elderly 
or  debilitated  patients,  and  for  children. 


Anxiety  and  tension  relieved 
Alertness  maintained 


Librium' 


(chlordiazepoxide  HCl) 


the  successor 
to  the  tranquilizers 


cPasHlJj 


ROCHE 


Lifts  depression.. 


I feel  like  my  old  self  again!”  Thanks  to 
your  balanced  therapy  with  ‘Deprol’,  her  depression  has  lifted 
and  her  mood  has  brightened  — while  her  anxiety  and  tension  have  been 
calmed.  She  sleeps  better,  eats  better,  and  normal  drive 

and  interest  have  replaced  her  emotional  fatigue.  . 


as  it  calms  anxiety 

brightens  mood... relaxes  tension 


nergizers  may  stimulate  the  depressed 
itient,  but  they  often  aggravate  anxiety  and 
somnia.  Tranquilizers  may  help  the  anxious 
itient,  but  they  often  deepen  depression  and 
notional  fatigue. 

)eprol’  avoids  these  “seesa-sv”  effects;  it  re- 
eves both  depression  and  anxiety.  Moreover, 
does  not  cause  liver  damage,  psychotic  reac- 
ons  or  changes  in  sexual  function. 


Slight  drowsiness  and,  rarely,  allergic  reactions, 
due  to  meprobamate,  and  occasional  dizziness 
or  feeling  of  depersonalization  in  higher  dos- 
age, due  to  benactyzine,  may  occur.  Meproba- 
mate may  increase  effects  of  excessive  alcohol. 
Use  with  care  in  patients  with  suicidal  tend- 
encies. Consider  possibility  of  dependence, 
particularly  in  patients  with  history  of  drug 
or  alcohol  addiction.  Withdraw  gradually 
after  prolonged  use  at  high  dosage. 


Energizers 
relieve  depression 


Tranquilizers 
reduce  anxiety 


Isnal  Dosage:  1 tablet  q.i.d. 
fay  be  increased  gradually,  as 
leeded,  to  3 tablets  q.i.d.;  with 
stablishment  of  relief,  may  be 
educed  gradually  to  mainte- 
lance  levels. 


*Deprol*' 

meprobamate  400  mg. 
+ benactyzine  1 mg. 


0*9250 


Ya7* 

WALLACE  LABORATORIES N.J. 


IDAHO 


Idaho  State  Medical  Association — 364  sonna  building,  Boise,  Idaho 

PRESIDENT  Manley  Shaw,  M.D.,  Boise 

SECRETARY  A.  Curtis  ]oues,  M.D.,  Boise 

EXECUTIVE  SECRETARY  Mr.  A.  L.  Bird,  Boise 

annual  meeting  June  26-29,  1963,  Sun  Valley 


Radiological  society 

Robert  A.  Butz,  Idaho  Falls,  President  of  the 
Idaho  State  Radiological  Society,  reports  the  annual 
meeting  of  the  society  was  held  in  Boise  on  Satur- 
day, June  8,  1963.  Guest  speaker  for  the  society’s 
meeting  was  Orliss  Wildermuth,  The  Tumor  Insti- 
tute, Swedish  Hospital,  Seattle. 

Medical  education  forum 

The  Western  Forum  on  Medical  Education,  spon- 
sored by  the  Western  Interstate  Commission  for 
Higher  Education  (WICHE)  was  held  at  the  Sir 
Francis  Drake  Hotel,  San  Francisco,  May  19,  20, 
21,  1963.  It  was  attended  by  President  Manley  B. 
Shaw,  Secretary-Treasurer  A.  Curtis  Jones,  Robert 
S.  McKean,  Chairman  of  the  association’s  Medical 
Education  Committee  and  Executive  Secretary  Bird. 
Others  who  attended  the  three-day  conference  are 
Alfred  M.  Popma,  a member  of  the  Idaho  WICHE 
Commissioners,  and  S.  M.  Poindexter,  Chairman  of 
the  State  Board  of  Medicine. 

Service  bureau  board  meets 

A meeting  of  the  members  of  the  Board  of  Direct- 
ors of  the  South  Idaho  Medical  Service  Bureau, 
Inc.,  called  by  Joseph  M.  Thomas,  Boise,  President, 
was  held  at  the  Owyhee  Hotel  in  Boise  on  Saturday, 
May  11,  1963,  beginning  at  10  a.m.  Many  important 
items  were  up  for  consideration  and  action. 

Members  of  the  Board  of  Directors  and  the 
Councilor  Districts  or  Component  Societies  they 
represent  are: 

S.  D.  Simpson,  Caldwell,  Southwestern  Idaho 
District  Medical  Society;  Russell  Tigert,  Jr.,  Soda 
Springs,  Bear  River  Valley  Medieal  Society;  Reuben 
C.  Matson,  Jerome,  Councilor  District  No.  3;  Fred 
E.  Wallber,  Idaho  Falls,  Idaho  Falls  Medical  Soci- 
ety; Dean  H.  Mahoney,  Burley,  South  Central  Idaho 


District  Medical  Society;  William  D.  Forney,  Boise, 
Councilor  District  No.  2;  Joseph  M.  Thomas,  Boise, 
Ada  County  Medical  Society;  Olif  D.  Hoffman, 
Rexburg,  Upper  Snake  River  Valley  Medical  Soci- 
ety; Lloyd  S.  Call,  Pocatello,  Southeastern  Idaho 
District  Medical  Society;  and  Corwin  E.  Groom, 
Pocatello,  Councilor  District  No.  4.  Representing 
the  Idaho  State  Medical  Association  were  Manley 
B.  Shaw,  A.  Curtis  Jones  and  Quentin  W.  Mack,  all 
of  Boise. 

Blue  Cross 

The  new  President  of  the  Idaho  Blue  Cross 
organization,  elected  at  a recent  meeting,  is  Mr. 
John  W.  Hayman,  Caldwell,  Administrator  of  the 
Caldwell  Memorial  Hospital.  He  succeeds  Mr.  A.  A. 
Walther,  Boise,  who  served  as  President  of  the 
organization  for  the  past  four  years. 

Physician  members  of  the  Board  of  Directors  are: 
W.  P.  Marineau,  Moscow;  S.  C.  Taylor,  Nampa; 
Maurice  K.  Heninger,  Idaho  Falls,  and  C.  Clifford 
Johnson,  Boise.  Mr.  Leonard  O.  Thompson  is  Execu- 
tive Director  of  the  program. 

Tuberculosis  association 

James  R.  Kircher,  Burley,  who  has  served  as 
President  of  the  Idaho  Tuberculosis  Association  for 
the  past  two  years,  was  succeeded  by  Mr.  Rulon 
Dunn  of  Preston,  during  a recent  meeting  of  the 
association  in  Boise. 

State  Board  of  Medicine  Section 

One  Temporary  License  was  granted  during  April. 
Walter  F.  Loomis,  Ogden.  Graduate  Temple  Uni- 
versity School  of  Medicine,  1942.  Internship  Salt 
Lake  County  General  Hospital,  1942-43.  Residency, 
same,  1943-44.  Granted  T-300  April  19.  Industrial 
Medicine. 
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BIRTCHER  MEDICAL  ELECTRONICS 

Serving  The  Great  Northwest 

Factory  trained  representatives  to  bring  you  direct  counsel  and  service 


TOM  FITZGERALD  EDWARD  AAMODT 
Territory  Manager  Asst.  Territory  Mgr. 

Portland  Seattle 


CA  7-0506  SU  4-2314 

AL  2-8889 


EDWARD  EIK 
Billings 

AL  2-6567 


SWAN  OLSON 
Spokane 

Rl  7-2251 


FREE  96-PA6E  BOOK  — JUST  PUBLISHED 
THE  LATEST  ON  CLINICAL  ULTRASONICS 

We  have  a supply  of  the  just-published  “Proceedings”  of  the 
last  meeting  of  the  American  Institute  of  Ultrasonics  in 
Medicine.  We  will  be  happy  to  send  you  a copy  ...  no  obli- 
gation, of  course.  Write  or  call. 


THE  BIRTCHER  CORPORATION  • 4371  Valley  Blvd.,  Los  Angeles,  Calif.  • 10711  N.E.  Weldler  St.,  Suite  208,  Portland,  Ore.,  AL  2-8889 


in  treating  topicai  infections,  no  need  to  sensitize  the  patient 


USE  ‘POLYSPORINtL 

POLYMYXIN  B-BACITRACIN 

ANTIBIOTIC  OINTMENT 

broad-spectrum  antibiotic 
therapy  with  minimum  risk 
of  sensitization 

Caution:  As  with  other  antibiotic  products,  prolonged  use  may  result  in  overgrowth  of 
nonsusceptible  organisms,  including  fungi.  Appropriate  measures  should  be  taken  if 
this  occurs.  Supplied:  in  V2  oz.  and  1 oz.  tubes. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,Tuckahoe,N.Y. 
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B.  Willder^s  Palsied  Prose  JS’ow  in  Mass  Production 


By  ROBERT  L.  DEAN,  A.  B. 

Reprinted,  by  permission,  from  the  SKi'F  Psychiatric  Reporter,  published  bv 
Smith  Kline  and  French  Laboratories,  Philadelphia 


I spent  last  \\'ednesday  morning  inspecting  the 
assembly  line  at  Solecisms,  Unlimited.  The  visit  was 
an  eye  opener,  for  I had  assumed  that  Dr.  \^hllder’s 
products  for  bad  medical  writing  were  all  custom- 
made,  laboratory-scale  phrases  and  clauses. 

“Xot  any  more,  my  boy,”  he  told  me  as  we  began 
our  tour  of  the  Solecisms  plant.  “Much  of  our 
palsied  prose  is  now  made  in  the  semi-works;  and 
more  and  more  of  it  is  going  into  full  commercial- 
scale  production  as  we  convince  medical  writers 
to  rely  on  stock  phrases.” 

“How  did  you  get  started?”  I asked. 

“Our  beginnings  were  humble,  but  they  were 
auspicious  and  augured  well  for  the  ultimate  accept- 
ance of  stock  phrases,”  he  answered.  “We  began 
simply,  with  our  Letters-to-the-Editor  assembly  line. 
Here  1 11  show  you.” 

M'e  walked  to  a long  moving  belt  attended  by  a half 
dozen  girls  dressed  in  white— and  wearing  surgical 
masks! 

“To  keep  our  prose  products  completely  sterile!”  he 
explained  over  the  din  of  the  machinery. 

As  we  watched,  the  girls  reached  into  bins  and  took 
out  words  and  phrases  which  they  attached  to  long 
a\\kward-looking  sentences  that  were  moving  slowly 
by  on  the  belt. 

One  girl  did  nothing  but  attach  the  word  interesting 
to  each  long  sentence  that  came  by  her;  another  kept 
snapping  the  phrase  poses  more  problems  than  it 
solves  onto  the  sentenee;  another  bolted  the  clause 
it  calls  to  mind  the  case  I reported  some  20  years 
ago  to  every  sentence. 

At  the  end  of  the  line,  tumbling  into  a waiting  chute 
came  sentence  after  sentence.  I picked  one  up  and 
read: 

Dr. ’s  interesting  article  creates  more  heat  than 

light  and  poses  more  problems  than  it  solves;  how- 
ever, it  calls  to  mind  the  case  I reported  some  20 
years  ago. 

“Are  they  all  alike?”  I asked. 

“This  is  the  Letters-to-the-Editor  sentence  that  comes 
off  the  line  on  M'ednesdays.  Now,  on  Thursdays,  it’s 
different.  Let  me  see  . . . that’s  when  we  produce 
cjuantities  of  at  the  risk  of  being  presiimptnous  . . .” 


“Do  you  supply  stock  phrases  to  the  editors,  too?” 
I asked. 

“Oh,  yes— for  handling  complaints,  for  example. 
Let’s  say  a reader  writes  in  and  complains  about  the 
spelling  of  his  name; 

Dear  Editor: 

In  your  description  of  our  community  clinic  you  were 
kind  enough  to  mention  my  name  seven  times,  but 
each  times  you  spelled  it  McCloud.  I spell  it  McLeod. 

Martin  McLeod,  M.D.” 

“Do  \ou  have  a standard  reply  to  handle  that?”  I 
asked,  amazed. 

“Certainly,”  Dr.  M'illder  replied.  “We  just  supply 
the  editor  with  our  Oops!  letter: 

Oops!  we  certainly  goofed  that  time!  But  Mr.  Mc- 
Cloud needn’t  worry.  We’ll  watch  it  next  time. 

“Now  let’s  look  at  the  line  where  we  assemble  our 
stock  sentences  for  paper  discussants. 

Here  again  a small  group  of  girls  was  busy  attaehing 
words  to  a sentenee  moving  on  a belt.  One  girl 
methodically  bolted  certairdy  to  be  congratulated  on 
a worthwhile  contribution,  another  added  this  fine 
and  perceptive  presentation,  a third  added  privileged 
to  have  this  opportunity  and  warrants  further  in- 
vestigation. 

“That’s  Wednesday’s  production,”  Dr.  Willder  ex- 
plained. Tomorrow,  these  girls  will  assemble  Thurs- 
day’s sentence: 

Unfortunately  I did  not  receive  Dr. ’s  paper  until 

this  morning,  and  so  I would  like  to  show  you  some 
of  the  results  of  my  own  work;  first  slide,  please!” 

“Why,  I’ve  read  and  heard  those  sentences  so  many 
times!”  I exelaimed.  “But  I had  no  idea  you  were 
mass-producing  them.” 

“That’s  nothing,  my  boy,”  he  said.  “Those  are  just 
introductory  sentences.  Come,  I want  you  to  see  our 
biggest  assembly  line.”  He  took  me  into  a long 
narrow  room  where  at  least  a hundred  men  and 
women,  all  dressed  in  white,  were  attending  a bloek- 
long  moving  belt.  We  edged  up  elose;  along  the  belt 
hundreds  of  words  were  moving  slowly  by  as  the 
workers  added  phrases  and  whole  sentenees.  The 
girl  on  my  right  mechanically  added  more  effective 
liaison  must  he  developed;  the  girl  on  my  left  added 
new  avenues  must  be  explored;  the  man  on  the  op- 
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posite  side  of  the  belt,  facing  us,  added  constructive 
thinking  should  he  encouraged. 

“What  are  they  assembling?”  I asked,  puzzled. 

“The  All-Purpose  Psychiatric  Speech,”  Dr.  Willder 
shouted.  “Let’s  follow  it  along  the  line  and  you’ll  see 
how  it’s  assembled.  See;  look  at  the  labels  on  the 
bins.  These  are  indispensable  phrases  in  today’s 
armamentarium  for  mental  health  talks: 

on  the  threshold  of  exciting  changes 
mental  illness  is  like  any  other  illness 
mental  illness  is  not  like  any  other  illness 
at  the  crossroads 
formulate  a definitive  program 

I noticed  one  of  the  masked  workers  was  pouring 
some  viscous  words  from  a huge  bottle  labeled, 
“Bromides.”  Another  was  reaching  into  a bin  and 
taking  out  what  looked  very  much  like  old  saws, 
which  she  inserted  here  and  there  into  the  sentences 
passing  by.  One  of  the  men  was  adding  a few  old 
chestnuts  at  intervals.  And  at  the  end  of  the  line  a 
man  was  spraying  the  finished  sentences  as  they 
came  off  the  belt.  “He’s  watering  everything  down,” 
Dr.  Willder  explained. 

“Amazing!”  I said  as  we  walked  away.  “But  tell  me. 
Dr.  Willder,  have  you  been  able  to  sell  any  stock 


phrases  to  the  pharmaceutical  companies?” 

“Sh!”  he  said,  seemingly  alarmed.  “They  are  among 
our  best  customers,  but  they  prefer  not  to  publicize 
the  fact.  See  that  small  group  of  workers  over  there? 
They’re  working  on  virtually  unique  I believe;  yes, 
that’s  Wednesday’s  product.” 

Sure  enough,  virtually  unique  was  lumbering  along 
on  the  belt  attached  loosely  to  virtually  never  and 
rarely  if  ever.  Immediately,  one  of  the  workers  at- 
tached comparatively  high  to  it;  another  snapped  on 
relatively  low;  another,  better  tolerated  and  acts  fast- 
er. Beside  each  worker  were  drums  containing  a 
supply  of  clincally  proven,  outstanding,  and  a wide 
range  of  usefulness.  Overhead  were  racks  with  a 
supply  of  especially  designed  balanced  formida,  and 
the  result  of  painstaking  research.  The  workers’  hands 
moved  quickly  from  bin  to  belt,  adding  a cliche  here, 
some  jargon  there. 

“Well,  what  do  you  think  of  our  plant?”  Dr.  Willder 
asked  as  we  returned  to  his  quiet  office. 

“I  cannot  help  being  impressed  by  your  rigid  quality 
control,”  I said,  playing  it  safe.  “And,  of  course, 
your  modern,  up-to-date  facilities  for  producing 
thoroughly  sterile  standardized  prose.” 

“So  glad  you  like  it!”  he  beamed,  just  as  though  I’d 
said  I did. 
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BOOKS 


RECEIVED;  The  following  books  have  been  received.  Pub- 
lication of  this  acknowledgement  is  to  be  considered  ade- 
quate return  to  the  sender.  Selected  titles  will  be  reviewed 
as  spase  permits. 


The  story  of  blood.  By  Kenneth  Walker.  M.A.,  M B.,  B.Ch.. 
F.R.C.S.,  F.I.C.S.  213  pp.  Price  $6,00.  Philosophical  Library, 
New  York.  1963 

Internal  medicine  in  World  War  II.  Prepared  and  pub- 
lished under  the  direction  of  Lieutenant  General  Leonard 

D.  Heaton,  The  Surgeon  General,  United  States  Army. 
Editor  in  Chief.  Colonel  John  Boyd  Coates,  Jr.,  MC,  USA. 
Editor  for  Internal  Medicine,  W.  Paul  Havens,  Jr.,  M.D. 
649  pp.  Illustrated.  Price  $6.75.  Department  of  the  Army, 
Washington,  D.C.  1963. 

The  biochemistry  of  bladder  cancer.  By  Eric  Boyland, 
D.Sc  (Manchester).  Ph.D.  (London),  Professor  of  Bio- 
chemistry in  the  University  of  London.  Edited  by  David 
A.  Karnofsky,  M.D.,  Associate  Professor  of  Medicine, 
Cornell  University  Medical  College,  New  York.  95  pp. 
Drawings.  Price  $5.75.  Charles  C Thomas,  Springfield. 
1963. 

Antibody  to  enzymes — a three-component  system.  Consult- 
ing Editor,  B.  Cinader,  Editor,  Harold  E.  Whipple.  Manag- 
ing Editor,  Stanley  Silverzweig.  1154  pp.  Illustrated.  Price 
$8.00.  New  York  Academy  of  Sciences,  New  York.  1963. 

Thyrotropin.  Compiled  and  Edited  by  Sidney  C.  Werner, 
M.D.,  D.Sc. (Med.),  Columbia  University  College  of  Physi- 
cians and  Surgeons.  Presbyterian  Hospital,  New  York,  32 
contributors.  Graphs.  392  pp.  Price  $11.75.  Charles  C 
Thomas,  Springfield.  1963. 

Poison  detection  in  human  organs.  By  Alan  S.  Curry, 
M.A..  Ph.D.,  F.R.I.C.,  Principal  Scientific  Officer  at  the 
Home  Office,  Forensic  Science  Laboratory,  Harrogate, 
Scholar  of  Trinity  College,  Cambridge.  150  pp.  Price  $6.75. 
Charles  C Thomas,  Springfield,  1963. 


Clinical  dental  hygiene.  By  Shailer  Peterson,  B.A.,  M.A., 
Ph.D.,  F.A.C.D.  (Hon.),  F.I.C.D.  (Hon.),  Dean  and  Profes- 
sor of  General  Dentistry,  University  of  Tennessee  College 
of  Dentistry,  Memphis,  Tennessee.  356  pp.  Illustrated. 
Price  $7.00.  The  C.  V.  Mosby  Company,  St.  Louis  3.  1963. 

The  nurse  and  her  problem  patients.  By  Gertrud  Bertrand 
Ujhely,  R.N.,  M.A.,  Assistant  Professor  of  Nursing,  Rut- 
gers, the  State  University  of  New  Jersey.  180  pp.  Price 
$2.85.  Springer  Publishing  Company,  Inc.,  New  York.  1963. 

Clinical  gastroenterology.  By  Eddy  D.  Palmer,  M.S.,  M.D., 
F.A.C.P.,  Colonel,  Medical  Corps,  United  States  Army, 
Consultant  in  Gastroenterology  to  the  Surgeon  General. 
Chief  of  the  Department  of  Medicine,  Brooke  General 
Hospital,  Fort  Sam  Houston,  Texas.  706  pp.  Illustrated. 
Price  $22.50.  Hoeber  Medical  Division,  Harper  & Row, 
New  York.  1963. 

Tumors  of  the  chest.  By  Thomas  J.  Kinsella,  M.D.,  Clin- 
ical Professor  of  Surgery,  University  of  Minnesota.  145 
pp.  Illustrated.  Price  $9.50.  Charles  C Thomas,  Spring- 
field,  1963. 

Cardiomechanics.  By  Spyridon  D.  Moulopoulos,  M.D., 
Associate  Professor  (Docent),  School  of  Medicine,  Uni- 
versity of  Athens,  Greece.  193  pp.  Illustrated.  Price  $7.75. 
Charles  C Thomas,  Springfield.  1963. 

Classics  in  neurology.  Selected  by  Richard  Sherman  Ly- 
man, M.D.,  formerly  Professor  of  Neuropsychiatry,  Duke 
University  Medical  School.  Edited  by  H.  S.  Burr,  and 

E.  K.  Hunt,  Professor  of  Anatomy,  Emeritus,  Yale  Uni- 
versity School  of  Medicine.  176  pp.  Price  $6.50.  Charles  C 
Thomas.  Springfield.  1963. 

Keys  to  successful  surgery.  By  Robert  Tauber,  M.D., 

F. A.C.S.,  Associate  Professor  of  Gynecology.  Graduate 
School  of  Medicine,  University  of  Pennsylvania.  547  pp. 
Illustrated.  Price  $15.00.  Frederick  Ungar  Publishing 
Company.  New  York.  1963. 

Pleural  effusion.  By  Stephan  Sulavik.  M.D.,  Clinical  In- 
structor in  Medicine.  Yale  University  School  of  Medicine; 
and  Sol  Katz,  M.D.,  Chief,  Medical  Service,  Mt.  Alto  Vet- 
erans Administrative  Hospital.  90  pp.  Price  $5.00.  Charles 
C Thomas,  Springfield.  1963. 

The  risk  takers.  By  Hugh  McLeave.  208  pp.  Illustrated. 
Price  $4.50.  Holt,  Rinehart  and  Winston,  Inc.,  New  York. 
1963. 


compatible  with  a well- 
balanced  menu.  As  a 
pure,  wholesome  drink, 
it  provides  abitofquick 
energy.. brings  you  back 
refreshed  after  work  or 
play.  It  contributes  to 
good  health  by  provid- 
ing a pleasurable  mo- 
ment’s pause  from  the 
pace  of  a busy  day. 
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vacancy 


“The  direct  cost  for  caring  for  the  mentally  ill  is 
$1.7  billion  a year.  Workers  tvho  become  mentally  ill 
lose  over  half  a billion  dollars  in  earnings  each  year. 

Staff  in  one  mental  hospital  recently  tried  an 
experiment  with  65  patients  who  had  been  confined 
for  an  average  of  13  years.  They  practiced  the  best 
treatment  methods  now  known  and,  within  six 
months  to  a year,  37  of  these  patients  were  tvell 
enough  to  be  discharged.  Only  eight  of  the 
discharged  patients  failed  to  hold  the  gains  they  had 
made  for  at  least  a year  after  they  left  the  hospital.”* 


Hope  now,  where  there  was  no  hope.  Drugs  which 
help  now,  where  there  were  no  known  drugs  which 
helped  — even  five  years  ago.  Independent  drug 
research  is  continuing  in  this  vital  area.  But,  should 
it  be  discontinued  because  the  cost  must  somehow  be 
reflected  in  the  ultimate  price  of  the  new  drug— 
if  it  is  to  be  discovered  ? Or  should  the  sign  read, 
as  it  has  throughout  time  in  overcrowded 
mental  institutions : “no  vacancies.” 

*U.S.  Department  of  Health,  Education  and  Welfare, 

Public  Health  Service  Publication  No.  813. 


This  message  is  brought  to  you  on  behalf  of  the  producers  of  prescription  products. 


PHARMACEUTICAL  MANUFACTURERS  ASSOCIATION  • 1411  K STREET,  N.W.  • WASHINGTON,  D.C. 


in  dermatoses  amenable  to  topical  steroid  therapy 

METI-DERM 

Prednisolone,  16.6  mg.  in  50  Gm.  container  and  50  mg.  in  150  Gm.  con- 
tainer; in  nonsensitizing  vehicle  — isopropyl  myristate  with  inert  propel- 
lants — trichloromonotiuoromethane,  dichlorodifluoromethane. 


AEROSOL 

COOLS 


instant  cooling,  soothing  effect  • covers  every  part 
of  the  lesion,  any  area  of  involvement  • controls 
the  itch,  delimits  the  area  of  edema  and  erythema  • 
nonfluorinated  — avoids  risk  of  steroid  absorption  • 
easy  to  carry  and  apply  away  from  home  — no  resi- 
due on  the  skin 

Clinical  Considerations;  In  allergic  dermatoses,  until  the  specific  causa- 
tive agent  is  identified  and  removed  from  the  patient's  environment,  the 
condition  may  be  expected  to  recur  when  therapy  is  terminated.  If  infec- 
tion is  present,  appropriate  antibacterial  measures  should  be  taken.  METI- 
DERM  (prednisolone)  Aerosol  should  not  be  sprayed  around  the  eyes. 
Contents  of  can  are  not  flammable  but  are  under  pressure.  Containers 
should  be  stored  in  a cool  place  and  neither  punctured  nor  incinerated. 
For  complete  details,  consult  Schering  literature  available  from  your 
Schering  Representative  or  Medical  Services  Department,  Schering 
Corporation,  Union,  New  Jersey. 


® prednisolone  topical,  Schering. 
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PROFESSIONAL  classified 


Practice  Opportunities 

GP  OPPORTUNITY— NORTH  CENTRAL  WASHINGTON 

Substantial  community  in  outdoorsman’s  paradise 
needs  physician.  Opportunities  for  general  practice 
and  general  practice  with  urology.  Solo,  group,  or 
partnership  openings.  Assistance  in  establishing 
practice  will  be  given  by  medical  bureau.  Write 
Box  39-D,  Northwest  Medicine,  500  Wall  St., 
Seattle,  Wash. 

GENERAL  PRACTITIONER  WANTED 

I am  tired  of  solo  practice.  Will  share  my  First  Hill 
office  space  for  a token  rental,  in  return  for  vacation 
freedom  and  alternate  weekends.  Write  Box  35-D, 
Northwest  Medicine,  500  Wall  St.,  Seattle,  Wash. 

SEMI-RETIREMENT  OPPORTUNITY-SO.  OREGON 

For-sale-doctor’s  home,  office  and  guest-house  on 
the  bank  of  Rogue  River  in  Southern  Oregon.  No 
other  place  like  it  in  all  of  the  Northwest.  Owner 
must  retire.  Ideal  place  for  a GP  to  semi-retire  and 
still  enjoy  a comfortable  income  in  beautiful  sur- 
roundings. No  charge  for  established  practice.  Will 
introduce  a new  owner  to  hospitals.  Medical  Society 
and  patients.  Detailed  information  with  photos  on 
request,  but  better  still,  come  and  see  it.  A.  J. 
Loeffler,  M.D.,  Trail,  Oregon,  phone  878-2092. 

ACTIVE  PRACTICE  FREE 

With  sale  of  modern  medical  building.  Gross  $60,- 
000,  will  introduce.  Surgery  and  G.P.  Write  Box 
37-D,  Northwest  Medicine,  500  Wall  St.,  Seattle, 
Wash. 


MALE  PHYSICIAN  WANTED 

Assistant  for  Student  Health  Service  at  Oregon 
State  University,  Corvallis.  Age  limit  63.  Salary 
$10,800.  Oregon  license  required.  Appointment 
renewable  annually  if  mutually  satisfactory.  Write 
Charles  E.  Kremer,  M.D.,  Director. 

WANTED-GP  FOR  SMALL  GROUP  PRACTICE 

Salary  $1,000  per  month,  1st  6 mo.,  $1,250  per  mo., 
2nd  6 mo.,  then  $1,500  per  month  with  opportunity 
for  partnership  or  profit  sharing  after  2nd  year 
association.  Contact  R.  A.  Bussabarger,  M.D.,  New 
Riverview  Clinic,  Raymond,  Wasb.,  Phone  942-2453. 


GP  OPPORTUNITY-NEAR  SPOKANE 

GP  to  practice  with  2 other  GP’s.  26  bed  hospital. 
Community  20  miles  north  of  Spokane.  Contact 
C.  W.  Jones,  M.D.,  Deer  Park,  Wash.,  Phone  BR 
6-2961. 


MEDICAL  DENTAL  PERSONNEL 

Associate  positions  desired  in  obstetrics,  internal 
medicine  and  general  practice,  Seattle,  Everett,  and 
Olympia  areas.  508  Medical-Dental  Building,  Seattle, 
Wash.,  MU  2-0545. 


MEDICAL  SPECIALIST 

Board  eligible  or  certified,  to  develop  and  provide 
authoritative  medical  opinions  regarding  drug  prod- 
ucts. Salary  to  $13,695.  Limited  private  practice 
permitted.  Membership  and  participation  in  pro- 
fessional organizations  encouraged.  Liberal  benefits  of 
Federal  Civil  Service  including  life  insurance,  health 
benefits,  and  excellent  sick,  vacation,  and  retirement 
benefits.  5 day,  40  hour  week.  Cost  of  travel  and 
transportation  of  household  furnishings  to  Washing- 
ton, D.C.,  will  be  paid.  Send  complete  curriculum 
vitae  to:  Ralph  G.  Smith,  M.D.,  Acting  Medical 
Director,  Food  and  Drug  Administration,  Washing- 
ton 25,  D.C. 


GP  ASSOCIATE  WANTED 

Space  available  in  one  of  Puget  Sound’s  most  rapidly 
growing  areas  with  well-established  GP.  Exchange 
days  off  and  weekends.  Build  own  practice  rapidly. 
Prefer  Catholic,  approx.  40.  Call  WA  7-3477,  or 
write  D.  G.  Kohler,  M.D.,  Federal  Way,  Wash. 


GP  NEEDED-SNOQUALMIE  VALLEY 

To  join  group  of  4 other  GP’s  in  suburban  area.  New, 
modern  Clinic  facilities  and  local  hospital.  Salary 
or  percentage  at  first  with  later  full  partnership. 
Call  collect  TU  8-3352. 


ALLIED  PERSONNEL  OFFICES,  INC. 

Our  recruiting,  screening  and  referral  services  can  be 
of  valuable  assistance  to  you  in  securing  the  med- 
ically trained  person  or  situation  you  desire.  Seattle 
offices  247  Logan  Bldg.,  MA.  4-4793,  Everett  office, 
703  Medical  Dental  Bldg.,  AL.  2-3157. 
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LOCUM  TENENS  WANTED 

OiH'  ueek  to  one  month.  Terms  to  be  arranged. 
Write  E.  b’.  Leibold,  M.D.,  Bo.x  368,  Forks,  Wash. 

GP's  WANTED-TILLAMOOK,  OREGON 

Office  space  available  due  to  the  loss  of  3 physicians 
in  the  last  3 years.  This  area  is  in  desperate  need  of 
2 or  3 general  practitioners.  New  well  equipped  75 
bed  hospital.  Contact  the  Administrator,  Tillamook 
Count\'  General  Hospital,  Tillamook,  Oregon. 

GP  NEEDED-SEATTLE 

Office  space  for  rent.  Share  staff  and  part  of  the 
equipment  with  overly  busy  North  End  physician. 
Build  own  practice  rapidh'.  E.xchange  days  off.  Call 
EM  2-07.58,  Charles  B.  Leighton,  M.D.,  15.56  N.E. 
177th,  Seattle  .5.5,  M’ash. 

GP  PRACTICE  FOR  SALE 

Due  to  illness  must  sell  my  well  established  practice 
located  in  downtown  Seattle.  MutualK'  agreeable 
financial  arrangements  can  be  made.  Write  Box 
43-D,  Northwest  Medicine,  500  M'all  St.,  Seattle, 
M"ash. 

Locations  Desired 

PATHOLOGIST  DESIRES  LIMITED  POSITION 

Boards  in  clinical  and  anatomic  pathology  in  1946. 
.Age  55.  Prefer  academic  or  group  association.  Mod- 
est salary.  Available  for  interview.  WVite  Box  42-D, 
Northwest  Medicine,  .500  Wall  St.,  Seattle,  Wash. 

ANESTHETIST  DESIRES  ASSOCIATION 

M'ith  hospital  or  clinical  group,  extensive  experience. 
Write  Box  4 ID,  Northwest  Medicine,  500  Wall  St., 
Seattle,  M'ash. 

GENERAL  SURGEON  DESIRES  ASSOCIATION 

Board  certified,  age  33,  now  completing  Army  dut\-, 
desires  association  with  group,  or  surgeons.  Avail- 
able August  1963.  MTite  Box  40D,  Northwest  Medi- 
cine, .500  Wall  Street,  Seattle,  M'ash. 

Office  Space 

MEDICAL  OFFICE  SPACE-NORTH  SPOKANE 

\'icinity  of  Northtown.  Air-conditioned.  Off-street 
parking.  Across  street  from  new  apt.  building,  3 
blocks  Holy  Family  Convalescent  Home  and  new 
150-bed  general  hospital.  Contact  William  K.  Nor- 
wood, D.D.S.,  W.  22  Central  Ave.,  Spokane  19, 
Mash. 


NORTHGATE  MEDICAL  CENTER-SEAHLE 

Suite  now  available  for  one  or  two  physicians,  at 
10560  - 5th  N.E.  For  further  information,  contact 
Mr.  George  Buck,  MU  2-3.533. 

MEDICAL  SUITES  BELLEVUE-NEWPORT  HILLS 

Each  suite  is  approximately  1,100  sq.  ft.,  and  air- 
conditioned.  There  is  a laboratory,  three  examining 
rooms,  general  waiting  room,  reception,  x-ray  and 
dark  room.  Large  parking  lot.  Dentist  already  estab- 
lished in  bldg.  Construction  on  new  shopping  square 
will  begin  May  1st.  There  are  no  other  clinics  in  this 
rapidly  growing  residential  area.  Now  1,023  families 
and  an  estimated  increase  to  2,630  by  1965.  For 
further  infoiTnation  contact:  Mr.  Jack  V.  Denton, 
Real  Estate  Dept.,  M'hite  & Bollard,  Inc.,  2333-3rd 
Avc.,  Seattle,  M'ash. 

MEDICAL  SPACE-SOUTHWEST  SEATTLE 

New  deluxe  air-conditioned  suites  available  now, 
in  beautiful  Seattle  suburban  area.  Close  to  hospitals. 
Locate  in  fastest  growing  school  district  in  the  state. 
Reasonable  rent.  MU  2-.37.50  or  eves  WE  7-4744, 
Seattle. 

NEW  MEDICAL  OFFICE  INTERCITY  AREA-EVERETT 

Suite  available  for  physician  in  group  of  offices,  ar- 
ranged to  individual  specifications.  Will  finance. 
Mhite  or  call  Norman  Anderson,  Intercity  Medical 
Dental  Center,  91st  and  Hiway  99  South,  Everett, 
M’ash.,  EL  3-2485. 

SNO  KING  AREA 

Applications  are  being  invited  for  space  in  a well- 
designed,  1.5-unit  building  soon  under  construction. 
CentralK'  located;  2 blocks  from  Stevens  Memorial 
Hospital.  Address  inquiries  to  Director,  Tri-City 
Professional  Center,  143  - 5th  Ave.  North,  Edmonds, 
Wash.  Phone  PR  8-1151. 

SUBURBAN  RESIDENTIAL  LOCATION-EUGENE 

Brick  building  ready  July  1.  Office  of  1200  sq.  ft., 
x-ray  and  surgen,-  room,  5 examining  rooms,  lab  and 
dark  room  and  reception  room  with  office.  Adjacent 
parking  area.  Reasonable  rent.  Drawing  area  of 
over  50,000.  Contact  Mr.  Charles  \V.  Hunger,  3035 
Royal  Ave.,  Eugene,  Oregon,  DI  4-6729. 

MEDICAL  SPACE-BALLARD 

Excellent  location  across  the  street  from  Ballard 
General  Hospital  at  15.5.5  N.M’.  Market  Street,  Se- 
attle. SU  4-4840. 
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MEDICAL  SPACE-REDMOND,  WASH. 

Suite  of  1500  sq.  ft.  previousK'  occupied  by  2 physi- 
cians available  July  1.  Completion  of  the  new  Lake 
^^'ashington  bridge  will  make  this  one  of  the  fastest 
growing  areas  in  the  Northwest.  Just  18  miles  east 
from  Seattle.  Contact  Mr.  Sam  Fisse,  522  Queen 
Anne  Ave.,  Seattle  9,  AT  4-1870,  eve  LA  2-0646. 

MEDICAL  SPACE-KIRKLAND 

Excellent  location  for  physicians.  New  shopping 
center  in  fast  growing  area.  Write  or  call  R.  F.  Bur- 
nett, D.D.S.,  11656-98th  N.E.,  Kirkland,  Wa.sh., 
VA  2-8244. 

PHYSICIAN'S  SUITE-YAKIMA,  WASH. 

Attractive  and  conveniently  located  in  an  established 
3 unit  Medical  Dental  Building;  IV2  blocks  from 
the  Yakima  Medical  Center.  Write  or  call  collect 
E.  y.  Makins,  D.D.S.,  5 So.  12th  Ave.,  GL  2-0021. 

EYE  CLINIC— BURIEN 

Space  available  July  1 in  modern  Eye  Clinic  Build- 
ing for  three  ophthalmologists.  In  established  med- 
ical center  with  28  other  doctors,  dentists,  pharmacy 
and  optical  dispensary.  Write  Box  4002,  Seattle  99, 
Wash. 


Real  Estate 

MERCER  ISLAND  WATERFRONT  RESIDENCE 

Two-level  chaiining  brick,  with  6 bedrooms.  Ideal 
family  home  in  excellent  condition.  Sunny  exposure, 
I acre  in  choice  area,  126  ft.  frontage  with  dock  and 
covered  boat  slip.  Beach  cabana,  fireplace  and  bar- 
becue. Priced  right  at  $85,000.  Contact  Maloof 
Realty,  AD  2-5510,  Mercer  Island,  Wash. 

LAKE  WASHINGTON  WATERFRONT 

Sheridan  beach  waterfront  home.  Three  bedrooms 
and  den,  two  baths.  Extra  building  lot,  boathouse. 
An  apartment  over  garage.  $75,000,  terms  open. 
Might  consider  lease.  John  H.  Williams,  D.M.D., 
3114  N.E.  65th,  Seattle,  Wash. 


Services 

PERISTALTIC  ENEMA  SERVICE 

Referred  cases.  Mary  E.  Stack,  R.N.,  offices  in 
Rhododendron  Building,  Room  102,  1006  Spring  St., 
Seattle,  Wash.  Call  MA  3-2971. 


RALEIGH  HILLS  HOSPITAL^ 

Member  of  the  American  Hospital  Association;  Recognized  by  the  American  Medical  Association 

EXCLUSIVELY  for  the  TREATMENT  of 

ALCOHOL  ADDICTION 

by  Conditioned  Reflex  and  Adjuvant  Methods 

MEDICAl  STAFF. 

John  R.  Montague,  M.D.  Norris  H.  Perkins,  M.D.  Merle  M.  Kurtz,  M.D. 

John  W.  Evans,  M.D.,  Consulting  Psychiatrist 

Raleigh  Hills  Hospital 

LARRAE  A.  HAYDON,  ADMINISTRATOR 
JEAN  B.  TANNER,  ADMINISTRATOR 

6050  S.W.  Old  Scholls  Ferry  Road  Portland  7,  Oregon  Mailing  Address:  P.  O.  Box  366 

Telephone;  CYpress  2-2641 

FORMERLY  RALEIGH  HILLS  SANITARIUM,  Inc. 


473 

Northwest  Medicine,  June  1963 


DIRECTORY  OF  AdvevtiseTs 


Ames  Company,  Inc. 


Basic  uirne  tests 

410 

Baxter,  Don,  Inc. 

Isolyte  M 

Insert 

457-458 

Birtcher  Corporation,  The 

Ultrasonic 

465 

Brown  Pharmaceutical  Co., 

Cerehro-Nicin 

The 

450 

Burroughs-Wellcome  & Company 

Cortisporin 

Polysporin 

412 

465 

Campbell  Soup 
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AMA  Annual — Atlantic  City,  June  16- 
20,  1963;  San  Francisco,  June,  21-25, 
1964,  New  York,  June  20-24,  1965. 

AMA  Clinical— PorOand,  Dec.  1-4,  1963; 
Miami  Beach,  Nov.  29-Dec.  2,  1964. 

Idaho  State  Medical  Association — June 
26-29,  1963,  Sun  Valley. 

Northwest  Soc.  for  Clin.  Research — Jan. 
10-11,  1964,  Vancouver,  B.  C. 

Pres.,  Denys  K.  Ford,  Vancouver 
Sec.,  R.  E.  Beck,  Vancouver 

Oregon  State  Medical  Society — Sept.  25- 
28,  1963,  Portland. 

Washington  State  Medical  Association — 
Sept.  15-18,  1963,  Seattle. 

West  Coast  Allergy  Society,  Dec.  5-7, 
1963,  Las  Vegas,  Nevada 
Pres.,  M.  Coleman  Harris,  San  Fran- 
cisco 

Sec.,  James  E.  Stroh,  Seattle 


OREGON 


Ore.  Acad.  Ophth.  & Otolar. — Portland 
Aero  Club,  4th  Tue.,  Sept.-May. 
Pres.,  M.  Harvey  Johnson,  Portland 
Sect.,  D.  W.  McDaniel,  The  Dalles 

Oregon  Dermatologic  Society — Portland 
2nd  Wednesday  (Nov.,  Jan. -Apr.) 
Pres.,  Sheldon  Walker,  Portland 
Sec.,  F.  A.  J.  Kingery,  Portland 

Oregon  Pathologists  Association — Port- 
land, 2nd  Wednesday  (Feb.,  Apr., 
Oct.,  Dec.) 

Pres.,  Terence  Cochran,  Portland 
Sec.,  K.  D.  McMilan,  Eugene 

Oregon  Radiological  Society — Univer- 
sity Club,  Portland,  2nd  Wednesday 
through  school  year 
Pres.,  L A.  Gay,  The  Dalles 
Sec.,  G.  R.  Satterwhite,  Portland 

Ore.  Soc.  Obst.  & Gynec. — Portland, 
Park  Heathman,  3rd  Fri.  (Oct.,  Nov., 
Jan.,  May) 

Pres.,  W.  L.  Hartmann,  Portland 
Sec.,  T.  A.  Treanor,  Portland 
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L SOCIETIES 


Oregon  State  Society  of  Anesthesiolo- 
gists— Portland.  3rd,  Friday  (except 
June,  July,  Aug.) 

Pres.,  J.  A.  Siebs,  Eugene 
Sec.,  P.  E.  Schaff,  Portland 

Oregon  Urological  Society — Quarterly 
Meetings,  University  Club,  Portland 
Pres.,  T.  A.  Davis,  Portland 
Sec.,  G.  W.  Schwiebinger,  Portland 


Portland  Academy  of  Hypnosis  — 3rd 
Monday  (Sept.-May)  Aero  Club 
Pres.,  V.  P.  Shoemaker 
Sec.,  M.  S.  Skiff 


Portland  Academy  of  Pediatrics — 1st 
Monday 

Pres.,  W.  M.  Clark.  Jr. 

Sec.,  J.  W.  Bussman 


Portland  Surgical  Society — last  Tuesday 
(Sept.-May),  UOMS  Library 
Pres.,  H.  Minor  Nichols 
Sec.,  H.  W.  Baker 


WASHINGTON 


Puget  Sd.  Acad.  Ophth.  & Oto. — 3rd 
Tues.  (Oct. -May)  Seattle  or  Tacoma. 
Annual — Seattle,  Jan.  17,  18,  1964. 
Pres.,  H.  L.  Maier,  Tacoma 
Sec.,  D.  F.  Milam,  Jr..  Bellevue 


Seattle  Academy  of  Surgery — 3rd  Wed. 
bi-monthly;  Seattle  Yacht  Club. 
Pres.,  E.  B.  Parmelee 
Sec.,  W.  S.  Brown 


Seattle  Gyn.  Soc. — 3rd  Wed.  exc.  June, 
Aug.,  Dec.,  Feb. 

Pres.,  D.  M.  McIntyre,  Seattle 
Sect.,  E.  T.  MacCamy,  Seattle 

Seattle  Pediatric  Society — 3rd  Friday 
(Sept.-May),  College  Club 
E.  J.  Wollenweber,  Seattle 
A.  L.  Skinner.  Seattle 
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403 

Seattle  Surg.  So. — 4th  Mon.  (Sep.- 
June)  Annual — Seattle,  Jan.  24-25, 
1964. 

Pres.,  Eric  Sanderson,  Seattle 
Sec.,  R.  C.  Coe,  Seattle 

Spokane  Society  of  Internal  Medicine — 
Quarterly,  Rockwood  Clinic 
Pres.,  Robert  Berghan 
Sec.,  Richard  E.  Steury 

Tacoma  Academy  of  Internal  Medicine 
— 4th  Tuesday  (Sept.-May) 

Pres.,  R.  A.  Kallsen 
Sec.,  R.  A.  O’Connell 

Tacoma  Surgical  Club — May  2,  1964,  3rd 
Tuesday  (Sept.-May) 

Pres.,  Dumont  Staatz 
Sec.,  Robert  B.  Burt 

Washington  Academy  of  Clinical  Hyp- 
nosis— 3rd  Friday  (Sept.-June) 
Pres.,  Tom  Wall,  D.M.D.,  Seattle 
Sec.,  John  E.  Nelson,  Seattle 

Washington  State  Obstetrical  Associa- 
October  12,  1963,  Yakima. 

Pres.,  R.  K.  Plant,  Seattle 
Sec.,  F.  LeCoeq,  Yakima 

Washington  State  Radiological  Society 
— Seattle,  4th  Mon.,  (Sept.-Apr.) 
Business  Session,  Meany  Hotel,  Sci- 
entific Sn.  UWSM  X-ray  Dept. 
Pres.,  W.  A.  Chesledon,  Seattle 
Sec.,  R.  H.  Rosenberg,  Seattle 

Wash.  St.  Soc.  of  Anesthesiologists 
Pres.,  M.  W.  Bulmer,  Wenatchee 
Sec.,  Robt.  M.  Kintner,  Wenatchee 

Washington  State  Society  of  Internal 
Medicine — Sept.  18,  1963 
Pres.,  D.  M.  Ulrich.  Seattle 
Sec.,  J.  H.  Lindberg,  Seattle. 


Yakima  Obstetrical  and  Gynecological 
Society — Last  Monday  (except  July, 
Aug.,  Dec.) 

Sec.,  A.  W.  Bostrom,  Jr. 

Yakima  Surgical  Society — Last  Thurs- 
day (Sept.-Mav) 

Pres.,  James  P.  Thompson 
Sec.,  Donald  K.  Williams 


! 


slion: 


"What  is  a 
tranquilaxant?” 


nswer: 


and 


drug  that  is  both 
a tranquilizer 
a muscle  relaxant!’ 


TRANCOPAL 

. . brand  of 

chlormezanone 


As  a tranquilizer,  TRANCOPAL  (chlormezanone/Win- 
:hrop)  “is  effective  in  the  symptomatic  treatment  of  anxi- 
5ty.’’^  Its  tranquilizing  properties  are  similar  to  those  of 
other  mild  tranquilizers d Furthermore,  it  relieves  tension 
of  both  mind  and  muscle  without  interfering  with  nor- 
mal activity  or  alertness. 

The  muscle  relaxant  properties-  of  this  drug  provide 
m extra  dimension  of  effectiveness... relaxing  the  spasm 
which  so  frequently  accompanies  psychogenic  disorders. 
Hence,  the  total  therapeutic  effect  of  TRANCOPAL  (chlor- 
mezanone/Winthrop)— a true  “tranquilaxant”— is  to  pro- 
duce  a relaxed  mind  in  a relaxed  body. 

Unsurpassed  Tolerance:  Less  than  3 per  cent 
of  patients  develop  side  effects  with  TRANCO- 
PAL (chlormezanone/Winthrop),  such  as  occa- 


sional drowsiness,  dizziness,  flushing,  nausea,  depression, 
weakness  and  drug  rash.  If  severe,  medication  should 
be  discontinued.  In  most  patients,  however,  side  effects 
are  minor  and  do  not  necessitate  interruption  of  treat- 
ment.  There  are  no  known  contraindications. 

Available:  200  mg.  Caplets®  (green  colored,  scored), 
100  mg.  Caplets  (peach  colored,  scored),  each  in  bottles 
of  100. 

Dosage:  Adults,  1 Caplet  (200  mg.)  three  or  four  times 
daily:  in  some  patients  100  mg.  three  or  four  times  daily 
suffices.  Children  (5  to  12  years),  from  50  to  100  mg.  three 
or  four  times  daily. 

References:  1.  A.M.A.  Council  on  Drugs: 
J.A.M.A.  1M:469  (Feb.  9)  1963.  2.  Gruenberg, 
F.:  Curr.  Ther.  Res.  2:1  (Jan.)  I960- 


~V^nfhrop 

WINTHROP  LABORATORIES 
New  York  18,  N.Y. 


ui orary,  ' 
Co..ege  of  Phy.of  Pit 
IV  :iouth  22ni  Straet 
Phi.aiei.phia  3, Pa. 


New  for  Candida  albicans 

STAINLESS  (WASHABLE) 
GENTIAN  VIOLET  THAT 
CONSIDERS  THE  PATIENT 
AS  WELL  AS  THE  PROBLEM 

Foaming  action  propels  medication  to 
every  part  of  the  vaginal  vault  for  quicker, 
more  efficient  treatment. 


• Higher  concentrated  gentian  violet,  in  aerosol 
foam,  cures  moniliasis  with  as  little  as  4 to  6 
applications.^ 

• ^ Relieves  burning  and  itching  instantly  , . . and 

won’t  burn  upon  application. 

• Special  wetting,  dispersing  and  adhering  agents 
promote  more  effective,  longer-lasting  treatment 
per  application. 

• Nonstaining  and  so  easily  washed  off  there’s  no 
need  for  patients  to  wear  external  pads  to  protect 
undergarments. 

Available  with  two  different  applicators— one  for  physi- 
cian-administered office  use,  the  other  for  self-treat- 
ment at  home. 


(HOME)  (OFFICE) 


Each  aerosol  can  contains  (exclusive  of  propellant) 
Gentian  Violet  1.35%;  Polyvinylpyrrolidone:  Benton- 
ite, U.S.P.;  Kaolin,  N.F.;  Corn  Starch;  Propylene 
Glycol,  U.S.P.;  Dioctylsodium  Sulfosuccinate,  N.F.; 
Sodium  Lauryl  Sulfate;  Glycerine,  U.S.P.;  Polysorbate 
80;  Benzalkonium  Chloride. 

1.  Karnaky,  K.  J.:  Tri-State  M.  J.  iO:5,  1962. 


CUTTER  LABORATORIES 
Berkeley,  California 
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Helps  the  epileptic  to  realize  his  potential 

DILANTIN 

(DIPHENYLHYDANTOIN  SODIUM) 

PARKEDAVIS 




fh'Tiost  effective  form  of  emotional  approach  remains  the  demonstra- 
oni)  the  patient  that  the  seizure  phenomena  can  be  adequately  con- 
o|ll  with  anticonvulsant  medication."’ 

t fsent.  diphenylhydantoin  sodium  is  generally  regarded  as  the  stand- 
■d;  anticonvulsant  medication  because  of  its  effectiveness  in  control- 
r^-and  mal  and  psychomotor  seizures.’  ’®  It  possesses  a wide  margin 
i%ty,  and  incidence  of  side  effects  is  minimal.'’  With  this  agent, 
/e  ;dation  is  not  a problem.®  Moreover,  its  use  is  often  accompanied 
( provement  in  the  patient’s  memory,  intellectual  performance,  and 
nnonal  stability.” 

id;  tions:  Grand  mal  epilepsy  and  certain  other  convulsive  states, 
-eutions:  Toxic  effects  are  infrequent;  allergic  phenomena  such  as 
il  thropathy,  fever,  skin  eruptions,  and  acute  generalized  morbilli- 
ri  eruptions  with  or  without  fever.  Rarely,  dermatitis  goes  on  to 
iflation  with  hepatitis,  and  further  dosage  is  contraindicated.  Eruptions 
ejusually  subside.  Though  mild  and  rarely  an  indication  for  stopping 
ise,  gingival  hypertrophy,  hirsutism,  and  excessive  motor  activity  are 
;t(ionally  encountered,  especially  in  children,  adolescents,  and  young 


adults.  During  initial  treatment,  minor  side  effects  may  include  gastric 
distress,  nausea,  weight  loss,  transient  nervousness,  sleeplessness,  and 
a feeling  of  unsteadiness.  All  usually  subside  with  continued  use.  Mega- 
loblastic anemia  has  been  reported.  Nystagmus  may  develop.  Nystagmus 
in  combination  with  diplopia  and  ataxia  indicates  dosage  should  be  re- 
duced. Periodic  examination  of  the  blood  is  advisable. 


DILANTIN  Sodium  (diphenylhydantoin  sodium)  is  available  in  several  forms 
including  Kapseals,®  0.03  Gm.  and  0.1  Gm.,  bottles  of  lOQ  and  1,000. 


REFERENCES:  (1)  Hammill,  J.  F.:  J.  Chron.  Dis.  8:448,  1958.  (2)  Roseman,  E.; 
Neurology  11:912,  1961.  (3)  Bray,  P.  F.:  Pediatrics  23:151,  1959.  (4)  Chao,  D.  H.; 
Oruckman,  R.,  & Kellaway,  P.:  Convulsive  Disorders  of  Children,  Philadelphia, 
W.  B.  Saunders  Company,  1958,  p.  120.  (5)  Crawley,  J.  W.:  M.  Clin.  North  America 
42:317,  1958.  (6)  Livingston,  S.:  The  Diagnosis  and  Treatment  of  Convulsive  Dis- 
orders in  Children,  Springfield,  III.,  Charles  C Thomas,  1954,  p.  190.  (7)  Ibid.: 
Postgrad.  Med.  20:584,  1956.  (8)  Merritt,  H.  H.:  Brit.  M.  J.  1:666,  1958.  (9) 
Carter,  C.  H.:  Arch.  Neurol  & Psychiat.  79:136,  1958.  (10)  Thomas,  M.  H.,  in 
Green,  J.  R.,  & Steelman,  H.  F.:  Epileptic  Seizures,  Baltimore,  The  Williams  S 
Wilkins  Company,  1956,  pp.  37-48.  (11)  Good- 
man, L.  S.,  & Gilman,  A.;  The  Pharmacological 
Basis  of  Therapeutics,  ed.  2,  New  York,  The 
Macmillan  Company,  1955,  p.  187. 
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STARTING  TOMORROW  MORNING 


• • 


this  capsule  can  help 


one  of  your  overweight  patients  do  without  her  favorite  (fattening) 
foods  at  meals— and  during  all  the  hours  in  between. 


Dexamyl®  Spansule® 

Trademark  brand  of  sustained  release  capsules 

Each  No.  2 capsule  contains  15  mg.  of  DexedrineS  (brand  of  dextro  amphetamine  sulfate)  and  1)>  gr.  of  amo- 
bajbital,  derivative  of  barbituric  acid  [Warning,  may  be  habit  forming].  Each  No.  1 capsule  contains  10  mg.  of 
Dexedrine  (brand  of  dextro  amphetamine  sulfate)  and  1 gr.  of  amobarbital  [W'arning,  may  be  habit  forming]. 


The  active  ingredients  of  the  'Spansule'  capsule  are  so 
prepared  that  a therapeutic  dose  is  released  promptly 
and  the  remaining  medication,  released  gradually  and 
without  interruption,  sustains  the  effect  for  10  to  12 
hours. 

INDICATIONS;  (1)  For  control  of  appetite  in  over- 
weight; (2)  for  mood  elevation  in  depressive  states. 

USUAL  DOSAGE:  One  'DexamyT  Spansule  capsule 
taken  in  the  morning. 

SIDE  EFFECTS:  Insomnia,  excitability  and  increased 


motor  activity  are  infrequent  and  ordinarily  mild. 
CAUTIONS:  Use  with  caution  in  patients  hypersensi- 
tive to  sympathomimetics  or  barbiturates  and  in  coro- 
nary or  cardiovascular  disease  or  severe  hypertension. 
Excessive  use  of  the  amphetamines  by  unstable  indi- 
viduals may  result  in  a psychological  dependence;  in 
these  rare  instances  withdrawal  of  medication  is  recom- 
mended. It  is  generally  recognized  that  in  pregnant 
patients  all  medications  should  be  used  cautiously, 
especially  in  the  first  trimester. 

SUPPLIED:  Bottles  of  SO  capsules. 


Smith  Kline  & French  Laboratories 


Prescribing  information  Jan.  19o3 
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A request  on  your  professional  letterhead  or  prescription  form 
will  bring  to  you  complete  information,  and  a supply  of  samples. 

Medical  Products  Division 

LOMA  LINDA  FOOD  COMPANY 

ARUNGTON,  CALIFORNIA  • MT.  VERNON,  OHIO 


Fibre-free 

HYPOALLERGENIC 

formula 

(|)  Provides  balanced  nutritional  values. 

(^An  excellent  formula  for  regular 
infant  feeding. 

(^An  ideal  food  for  milk  allergies, 
eczema  and  problem  feeding. 

SOYALAC  helps  solve  the  feeding  problem  of 
prematures  and  infants  requiring  milk-free  diet. 

Strikingly  similar  to  mother’s  milk  in  composition 
and  ease  of  assimilation,  babies  thrive  on  SOYALAC. 

Clinical  data  furnish  evidence  of  SOYALAC’S  value 
in  promoting  growth  and  development. 

Protein  of  high  biologic  value  is  obtained  from  the 
soybean  by  an  exclusive  process. 


: I 
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both  victims 
of 

''communicable”* 

ANXIETY 

both 

responsive  to 

;it;!|R7ix 

(brand  of  hydroxyzine  HCl) 


widely  favored 
for  the 

disturbed  child 

ATA  R7IX  .y™p 

because  of  its  efficacy,  outstanding  record  of 
safety. ..and  its  excellent  flavor  which  makes 
administration  a pleasure  instead  of  a project 

equally  effective 
for 

grownups 

ATA  RAX  tablets 

and  equally  well  tolerated  by  patients  of  any 
age. ..no  dulling  of  mental  acuity  to  interfere 
with  normal  activities  of  busy  adults 


FOR  COMPLETE  PRESCRIPTION  INFORMATION,  CONSULT  PRODUCT  BROCHURE 

•Literally,  of  course,  anxiety  is  not  "communicable"  as  the  ward 
is  cammonly  used,  but  you  probably  see  many  patients  whose 
emotional  disturbances  are  transmitted  to  and  reflected  in  the 
people  who  are  closest  to  them. 


For  a high  potency  vitamin  B complex  formula  with  C, 
recommend  ASF®  (Anti-Stress  Formula). 


New  York,  N.  Y.,  Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-Being® 


!■ 


pain 
swelling 
infection 
of  hemorrhoids 

effectively  relieved 

with  new  formula 

PNS* 

suppositories 


Each  suppository  contains: 

Pontocaine®  (brand  of  tetracaine)  HCI  . . . lOrng. 
Neo-Synephrine®  (brand  of  phenylephrine)  HCI  5 mg. 

Neomycin  (as  neomycin  sulfate) 5 mg. 

Superinone®  (brand  of  tyloxapol) 25  mg. 

Bismuth  subcarbonate 100  mg. 

Sodium  propionate 100  mg. 


Suppository  base  contains  fractionated  coconut  oil. 


PNS  Suppositories  contain  Pontocaine  (tetracaine  — 

Winthrop)  for  long-acting,  nonirritating  anesthesia, 
Neo-Synephrine  (phenylephrine  - Winthrop)  for 
dependable  decongestion,  neomycin  for  broad-spectrum 
anti-infective  action  and  Superinone 

(tyloxapol  - Winthrop)  for  its  spreading  effect.  |} 

Tolerance:  PNS  Suppositories  are  generally 
very  well  tolerated.  Slight  burning,  lasting 
a minute  or  two,  has  occurred  in  a few  instances.  , 

However,  should  evidence  of  sensitivity  appear,  ' 

use  of  the  suppository  should  be  discontinued. 

Directions:  Insert  1 suppository  rectally  after  j 

each  bowel  movement  and  on  retiring. 

How  Supplied:  Boxes  of  12.  ! 


Imnfhrop 


Winthrop  Laboratories 
New  York,  N.  Y. 


1814M 


CORRESPONDENCE 

Washington  Academy  of  GP 

I EDITOR,  NORTHWEST  MEDICINE; 

At  the  recent  annual  meeting  of  the  Washington 
Academy  of  General  Practice  held  in  Wenatchee, 
Duncan  Robertson,  M.D.,  of  Seattle  was  elected 
president,  Richard  A.  Stiles,  M.D.,  of  Yakima  was 
elected  president-elect,  Charles  S.  Strong,  M.D.,  of 
\'ancouver  was  elected  vice-president.  John  E. 
Gahringer,  Jr.,  M.D.,  is  secretary-treasurer  (2  year 
term ) . 

The  ne.xt  annual  scientific  session  will  be  held 
May  14-15-16,  1964,  in  Tacoma  and  Hotel  Head- 
quarters will  be  the  Winthrop  Hotel.  Robert  C. 
Johnson,  M.D.,  1206  S.  11th,  Tacoma  5,  will  chair- 
man the  annual  meeting. 

The  Washington  Academy  of  General  Practice 
will  again  award  two  prizes  of  $200  each  to  a mem- 
her  of  the  WAGP  who  is  judged  to  have  the  best 
scientific  exhibit  at  the  meeting  and  is  judged  to  have 
the  best  scientific  paper  published  in  a national  or 
state  medical  journal  during  the  year.  Additional 
details  may  be  obtained  by  writing  to  me. 

Yours  sincerely, 

WALTER  A.  LAPSLEY, 

Executive  Secretary, 
Washington  Acedemy  of  General  Practice, 
10003  S.  E.  Evergreen  Highway, 
Vancouver,  Washington 


Cigarette  Advertising 

EDITOR,  NORTHWEST  MEDICINE: 

1 note  in  the  May  issue  of  northwest  medi- 
cine, a full  page  ad  featuring  Tareyton  cigarettes. 

It  would  seem  to  me  that  the  evidence  indicat- 
ing cigarette  smoking  as  one  of  the  principal  causes 
of  lung  cancer  is  now  so  overwhelming  that  “even 
doctors”  would  agree  the  filthy  habit  of  cigarette 
smoking  should  be  discouraged  with  all  the  energy 
and  resources  at  the  command  of  the  medical  com- 
munity, rather  than  actually  allowing  such  to  be  ad- 
vertised in  one  of  our  journals. 

In  addition  to  the  five-billion-dollar  burden  in 
direct  purchases  of  tobacco  products,  twenty  five  to 
thirty  thousand  lives  could  be  saved  every  year,  if 
this  habit  were  removed  from  the  lives  of  the 
American  people. 

I’d  like  to  suggest  that  if  the  income  received 
by  printing  the  misleading  information  that  goes 
to  make  up  this  and  other  “ads”  is  necessary  to 
NORTHWEST  MEDICINE,  then  ill  the  interest  of  good 
health  for  our  nation,  each  of  us  should  contribute 
enough  to  the  budget  to  equal  the  “loss”  incurred  by 
refusal  to  carry  advertisements  of  tobacco,  liquor,  and 
other  narcotics  or  poisons,  too  expensive  and  dan- 
gerous to  be  recommended  for  human  consumption. 

Sincerely  yours, 

M.  J.  SHARP,  M.D. 

Fifth  Avenue  at  Center, 
Pocatello,  Idaho 


MEDICAL  TREATMENT  FOR  ALCOHOLISM 

A member  of  the  American  Hospital  Association  and  ap- 
proved by  the  American  Medical  Association.  Devoted 
exclusively  to  providing  medical  and  psychiatric  care  for 
alcoholics  and  medical  research  in  the  field  of  alcoholism. 

7106  35th  AVE.,  S.W.  • SEATTLE  6,  WASHINGTON  • WEst  2-7232 
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Tension? 

Hypertension? 

Control  both  with  Serpasil^ 

(reserpine  CIBA) 


Patients  with  high  blood  pressure 
plus  one  or  more  symptoms  of  ten- 
sion-restlessness, rapid  heart  rate, 
excessive  sweating,  agitation— bene- 
fit from  the  distinctive  calming  action 
of  Serpasil  (reserpine).  It  shields  the 
tense  hypertensive  patient  from  ner- 
vousness that  raises  his  blood  pres- 
sure. Result;  pressure  goes  down, 
heart  rate  decreases.  Useful  in  all 
grades  of  hypertension,  either  alone 
or  as  a background  agent. 

Average  Dosage:  0.25  to  0.5  mg. 
daily. 

Side  Effects:  Occasional:  lassitude, 
drowsiness,  nasal  congestion,  loose- 


ness of  stools,  increased  frequency 
of  defecation.  Rare:  anorexia,  head- 
ache, bizarre  dreams,  nausea,  dizzi- 
ness. Nasal  congestion  and  increased 
tracheobronchial  secretions  may 
occur  in  babies  of  mothers  treated 
with  reserpine. 

Cautions:  Severe  mental  depression 
has  appeared  in  a small  percentage 
of  patients,  primarily  in  a dosage 
above  1 mg.  daily.  Usually  the 
patient  had  a pre-existing,  incipient, 
endogenous  depression  which  was 
unmasked  or  accentuated  by  reser- 
pine. When  the  drug  is  discontinued, 
depression  usually  disappears,  but 


hospitalization  and  shock  therapy 
are  sometimes  required.  Daily  dos- 
age above  0.25  mg.  is  contraindi- 
cated in  patients  with  a history  of 
mental  depression  or  peptic  ulcer. 
Withdraw  Serpasil  (reserpine)  2 
weeks  before  surgery,  if  possible. 
For  emergency  surgical  procedures, 
vagal  blocking  agents  should  be 
given  parenterally  to  prevent  or 
reverse  hypotension  and/or  brady- 
cardia. 

Supplied:  Tablets,  0.1  mg.,  0.25  mg. 
and  1 mg. 

CIBA 

2/3105MB  SUMMIT,  N.J. 
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200?  300?  400?  Hexaphene  is  formulated  for  frequent  and  effective*,  anti-bacterial  detergent 
cleansing  with  a minimum  of  skin  drying  or  irritation.  Excellent  for  presurgical,  post-operative,  and  general  hospital  use. 
It  is  indicated  in  the  treatment  of  skin  infections,  burns,  diaper  rash  and  cradle  cap.  16  oz.  and  1 gallon  plastic  dispensers. 


gentle,  effective 


• Bacteriological  tests  using  a 
2-fold  agar  serial  dilution 
technique  demonstrated  a 
complete  inhibition  of 
Staphylococcus  aureus  at  a 
product  dilution  of  1-32,000. 


skin  cleanser  with  Hexachlorophene 
suds  better... is  kinder  to  your  hands! 


RABIN  4 WINTERS 

corporation 

700  NORTH  SEPULVEDA  BLVD.,  EL  SEGUNDO.  CALIFORNIA 
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an  easier  way? 


‘methedrine: 

METHAMPHETAMINE  HYDROCHLORIDE 

is  an  easier  way  to  help  control  food  craving  & keep  the  reducer  happy 


With  “hunger  pains”abolished,the  patient  can 
shrug  off  the  chains  of  psychogenic  craving 
that  bind  him  to  his  habit  of  overeating  and 
cooperate  cheerfully  with  the  prescribed  diet. 

In  obesity,  "...our  drug  of  choice  has  been 
methedrine  (methamphetamine  hydrochlo- 
ride),., because  it  produces  the  same  central 
effect  with  about  one-half  the  dose  required 
with  plain  amphetamine,  because  the  effect 
is  more  prolonged,  and  because  undesirable 
peripheral  effects  are  significantly  minimized 
or  entirely  absent.”  Douglas,  H.  S.:  West.  J. 
Surg.  59:238  (May)  1951. 


Description:  Each  scored  tablet  contains  5 mg. 
‘Methedrine’  brand  Methamphetamine  Hydrochioride. 

Dosage:  2.5  mg.  (V2  tablet)  3 times  daily.  May  be  in- 
creased gradually  according  to  response;  more  than 
10  mg.  daily  rarely  is  needed.  The  last  dose  of  the  day 
should  not  be  taken  later  than  6 hours  before  bedtime. 

Side  effects:  Insomnia  may  occur  if  taken  later  than  6 
hours  before  retiring.  The  usual  peripheral  actions  of 
sympathomimetic  amines  (vasoconstriction  and  accel- 
eration of  the  heart)  are  minimal  and  little  noticed  on 
low  or  moderate  dosage. 

Contraindications  and  precautions:  Should  not  be  used 
in  patients  with  myocardial  degeneration,  coronary  dis- 
ease, marked  hypertension,  hyperthyroidism,  insomnia 
or  a sensitivity  to  ephedrine-like  drugs.  Moderate  hyper- 
tension in  the  obese  is  not  necessarily  a contraindication 
since  it  may  be  relieved  as  the  overweight  is  reduced. 

Supplied:  Tablets  5 mg.,  scored,  in  bottles  of  100  and 
1000. 


Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,Tuckahoe,  N.Y. 
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“Sounds  like 
a case  for 
Protamide, 

Jim...” 


Just  a few  words  from  one  physician  to  another  and  yet  thousands  of 
patients  with  the  pain  of  neuritis  or  herpes  zoster  have  been  helped  to 
fast  relief  and  speedier  recovery  by  this  helpful  suggestion. 


Relief  of  inflammatory  radicular  pain,  including  herpes  zoster,  is  prompt 
when  Protamide  is  administered  early*'**  in  the  course  of  the  disease. 
More  important,  recovery  usually  follows  in  three  to  six  days,  with 
prompt  response  even  in  ophthalmic  herpes  zoster.^ 


references:  (1)  Baker,  A.  G.:  Penn.  Med.  J.  63:691  (May)  I960.  (2)  Smith,  R.  T.:  New  York 
Med.  (Aug.  20)  1952,  pp.  16-19.  (3)  Smith,  R.  T.:  Med.  Clin.  N.  Amer.  (Mar.)  1957.  (4) 
Lehrer,  H.  W.;  Lehrer,  H.  G.,  and  Lehrer,  D.  R.:  Northw,  Med.  (Nov.)  1955.  (5)  Sforzolini, 
G.  S.:  Arch.  Ophthal.  62:381  (Sept.)  1959. 


PROTAMIDE* 


—colloidal  solution  of  denatured 
proteolytic  enzyme— not  foreign 
protein  therapy. 


Dosage:  1 Ampul  I.M.  daily  for  2 to  5 days;  longer  if  pain  per- 
sists. Caution:  Avoid  I.V.  administration. 


Boxes  of  10  ampuls,  1.3  cc.  each,  for  intramuscular  injection. 


'//mi 


Detroit  11,  Michigan 
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throughout  the  wide 
middle  range  of  pain— 
control  with  one 
analgesic  formula 

PERCODAN 

® 

Each  scored  yellow  Percodan* 

Tablet  contains  4.50  mg. 
dihydrohydroxycodeinone  HCI 
(Warning:  May  be  habIt-formIng), 

0.38  dihydrohydroxycodeinone 
terephthalate  (Warning:  May  be 
habit- forming),  0.38  mg. 
homatropine  terephthalate,  224 
mg.  aspirin,  160  mg.  phenacetin, 
and  32  mg.  caffeine. 

In  a comprehensive  range  of 
indications  marked  by  moderate 
to  moderately  severe  pain, 

Percodan  assures  speed,  duration, 
and  depth  of  analgesia  by  the 
oral  route . . . acts  within  5 to  15 
minutes  — usually  provides 
uninterrupted  relief  for  £ hours 
or  longer  with  just  I tablet . . . 
rarely  causes  constipation. 


Average  Adult  Dose— 1 tablet  every  6 hours.  Side  Effects  and  Contraindications-Although  generally  well  tolerated,  PERCODAN 
may  cause  nausea,  emesis,  or  constipation  in  some  patients.  PERCODAN  should  be  used  with  caution  in  patients  with  known 
idiosyncrasies  to  aspirin  or  phenacetin,  and  in  those  with  blood  dyscrasias.  Also  available;  PERCODAN®-DEIV!i, 
containing  the  complete  PERCODAN  formula  but  with  only  half  the  amount  of  salts  of  dihydrohydroxy- 
codeinone and  homatropine.  Both  products  are  on  oral  Rx  in  all  states  where  laws  permit.  Narcotic  order 
required.  Literature  on  request.  ENDO  LABORATORIES  Richmond  Hill  18,  New  York 


I 


•u.  S.  Pats.  2,628,185  and  2,907,768  ' j 
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HAXSEM  I 

for  relaxin’... 


REDUCES  ANXIETY  TENSION 


PROPERTIES:  Haxsen  combines  muscle  relaxant  properties 
of  mephenesin  with  sedative  action  of  secobarbital  sodium 
presenting  a balanced,  safe,  prompt  acting  prescription. 


Each  Tablet  Contains 


Mephenesin  N.F 6 grs. 

Secobarbital  Sodium  U.S.P Vz  Qf- 


INDICATIONS:  To  relax  the  tense,  anxious  restless  pa- 
tient, so-called  anxiety-tension  state  . . . gives  pleasur- 
able relaxation,  tranquility. 

SUPPLIED;  Bottles  of  100  and  1000  tablets. 


^ DOSAGE:  Usual  adult  dose:  One  tablet  every  four  hours, 

after  meals.  Economical  to  use. 


HAACK  LABORATORIES,  INC.  • PORTLAND  1,  OREGON 
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^ “I  feel  like  my  old  self  again!”  Thanks  to 

your  balanced  therapy  with  ‘Deprol’,  her  depression  has  lifted 
and  her  mood  has  brightened  — while  her  anxiety  and  tension  have  been 
calmed.  She  sleeps  better,  eats  better,  and  normal  drive 

and  interest  have  replaced  her  emotional  fatigue.  ^ 


IS  it  calms  anxiety 

\rightens  mood... relaxes  tension 


ergizers  may  stimulate  the  depressed 
ient,  but  they  often  aggravate  anxiety  and 
)mnia.  Tranquilizers  may  help  the  anxious 
ient,  but  they  often  deepen  depression  and 
jtional  fatigue. 

prol’  avoids  these  “seesaw”  effects;  it  re- 
'es  both  depression  and  anxiety.  Moreover, 
loes  not  cause  liver  damage,  psychotic  reac- 
is  or  changes  in  sexual  function. 


Slight  drowsiness  and,  rarely,  allergic  reactions, 
due  to  meprobamate,  and  occasional  dizziness 
or  feeling  of  depersonalization  in  higher  dos- 
age, due  to  benactyzine,  may  occur.  Meproba- 
mate may  increase  effects  of  excessive  alcohol. 
Use  with  care  in  patients  with  suicidal  tend- 
encies. Consider  possibility  of  dependence, 
particularly  in  patients  with  history  of  drug 
or  alcohol  addiction.  Withdraw  gradually 
after  prolonged  use  at  high  dosage. 


Energizers 
relieve  depression 


Tranquilizers 
reduce  anxiety 


ual  Dosage:  1 tablet  q.i.d. 
ly  be  increased  gradually,  as 
2ded,  to  3 tablets  q.i.d. ; with 
ablishment  of  relief,  may  be 
iuced  gradually  to  mainte- 
nce  levels. 


^Deprol*' 

meprobamate  400  mg. 
+ benactyzine  1 mg. 


WALLACE  LABORATORIES /Cra«6«/-y,  N.J. 


in  fractures:  vitamins  are  therapy 


Few  factors  are  more  fundamental  to  tissue  and  bone  healing  than  nutrition.  Thera- 
peutic allowances  of  B and  C vitamins  are  important  for  rapid  replenishment  of 
vitamin  reserves  which  may  be  depleted  by  the  stress  of  fractures.  Metabolic  sup- 
port with  STRESSCAPS  is  a useful  adjunct  to  an  uneventful  recovery. 

Each  capsule  contains:  Vitamin  B I (Thiamine  Mononitrate) ...  10  mg.  / Vitamin  B2  (Riboflavin) ...  10  mg.  / Niacinamide... 
100  mg.  / Vitamin  C (Ascorbic  Acid)  ...  300  mg.  / Vitamin  B*  (Pyridoxine  HCI)  . . . 2 mg.  / Vitamin  B12  Crystalline... 
4 mcgm.  / Calcium  Pantothenate ...  20  mg.  Recommended  intake:  Adults,  1 capsule  daily,  for  the  treatment  of  vitamin 
deficiencies.  Supplied  in  decorative  "reminder”  jars  of  30  and  100. 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  ' 

631 


STRESSCAPS 


! 1 

I 


Stress  Formula  Vitamins  Lederle 


DE  LUXE  BARGAIN 

200  feet  Salt  Waterfront  with  Super,  All-Electric  Modern 
Home  and  New  Modern  Guest  House,  just  24  miles  driving 
from  downtown  Seattle. 

An  ideal  4V7  Acres  with  Superb  View,  all  utilities  in. 

In  Point-No-Point,  Hansville  area. 

Excellent  Summer,  Week-End  or  Year  'Round  Home. 

Extra  Large  Garage,  Outdoor  Picnic  Patio  with  Fireplace, 

Young,  two  year  old  Orchard,  lots  of  Shrubs,  Roses,  Lilacs, 
etc.,  etc. 

Perfect  location  for  the  Children  or  Grand  Children  with  fine 
Sandy  Beach. 


Under  $37,500 


Shown  by  Appointment,  phone  Seattle,  SUnset  4-5955 
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ragweed, 
crabgrass, 
pigweed, 
cocklebur, 
tumbleweed, 
russian  thistle, 
marsh  elder, 
salt  bush, 
burning  bush, 
sagebrush... 

whatever  the  hay  fever  comes 
from,  symptoms  go  away 
quickly  with  Pyribenzamine 

(tripelennamine  hydrochloride) 


Tablets,  50  mg.  and  25  mg. 

Lontabs®  (long-acting  tablets  CIBA), 

100  mg.  and  50  mg. 

Elixir,  30  mg.  Pyribenzamine®  citrate 
(tripelennamine  citrate  CIBA)  per  4-ml. 
teaspoon  (equivalent  to  20  mg. 
tripelennamine  hydrochloride). 

Expectorant  with  Ephedrine,  30  mg. 
tripelennamine  citrate,  10  mg.  ephedrine 
sulfate,  and  80  mg.  ammonium  chloride  per 
4-ml.  teaspoon. 

Expectorant  with  Codeine  and  Ephedrine, 


30  mg.  tripelennamine  citrate,  8 mg. 
codeine  phosphate,  10  mg.  ephedrine 
sulfate,  and  80  mg.  ammonium  chloride 
per  4-ml.  teaspoon.  Exempt  narcotic. 

Ointment,  2%  (petrolatum  base). 

Cream,  2%  (water-washable  base). 

Caution:  Give  hypnotics  and  sedatives 
cautiously  with  tripelennamine. 

Side  effects:  Drowsiness,  gastric 
discomfort,  nausea,  dryness  of  mouth, 
vertigo.  ,„,04„b 


Pyrib0riZ3  in  1 110^ hydrochloride 
(tripelennamine  hydrochloride  CIBA) 
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Thirteenth  Annual  Conference 


RENO  SURGICAL  SOCIETY 

FINE  ARTS  BUILDING  - UNIVERSITY  OF  NEVADA 
RENO,  NEVADA 

August  15,  16  and  17,  1963 


PAUL  A.  CHANDLER,  M.D. 

President American  Ophthalmological  Society 

Boston,  Massachusetts 
"Glaucoma"  & "Ocular  Injuries" 

JACK  M.  FARRIS,  M.D. 

Associate  Clinical  Professor  of  Surgery 

University  of  California,  Los  Angeles,  California 

"'New  Concept  for  the  Treatment  of  Benign  Gastric  Ulcer" 

& "Surgical  Treatment  of  Malignant  Melanoma" 

BENJAMIN  FELSON,  M.D. 

Professor  of  Radiology  and  Director  of  Dept,  of  Radiology 
University  of  Cincinnati,  Cincinnati,  Ohio 
"Some  Fundamentals  of  Chest  Roentgenology"  (in  two 
sections) 

EDMUND  B.  FLINK,  M.D. 

Professor  & Chairman  of  Department  of  Internal  Medicine 
University  of  West  Virginia,  Morgantown,  West  Virginia 
"Principles  of  Fluid  and  Electrolyte  Therapy"  & "Treatment 
of  Acute  Renal  Insufficiency" 

JAMES  L.  POOL,  M.D. 

Professor  of  Neurosurgery,  Columbia  University 

Director  Neurosurgical  Service,  Presbyterian  Hospital  New 

York  City 

"Recent  Developments  in  Diagnosis  and  Management  of 
Intra-cranial  Hemorrhage"  & "Usual  and  Unusual  Brain 
Tumors  Causing  Impaired  Vision" 


HENRY  SWAN,  M.D. 

Professor  and  Head  of  Department  of  Surgery 
University  of  Colorado,  Denver,  Colorado 
"Experimental  Hemorrhage  and  Some  Therapeutic  Impli- 
cations" & "The  Homotransplantation  Problems;  Basic  Con- 
siderations and  Present  Status  Report" 

JAMES  N.  WILSON,  M.D. 

Staff  Othopedic  Surgeon,  Los  Angeles  County  Hospital 
Los  Angeles,  California 

"Treatment  of  Common  Disorders  of  the  Hand"  & "Treatment 
of  the  Acutely  Injured  Hand" 

JOHN  W.  CLINE,  M.D San  Francisco,  Calif. 

Past  President,  American  Medical  Association; 

Past  President,  American  Cancer  Society; 

► Moderator,  Saturday  morning  panel. 

'£iiiiiiiiiiiiiiiiiiiiiiiiiiMiiiiiiitiiiiiitiiiiitiitiiiiiiiiiMiiiiii:iiiiiiiiiriiiiiiiiiiiiiiiiiiiiiiiirimiitiiiiiiiiiiiiiiiiiiimiiiiiiiiiiiiiiiiiiiiiiiiiiiiiuMiMimiiiiiitiiiiiiiiiiiiiiiiiiiiiMniiiiimiiii>u 

SOCIAL  EVENTS 

THURSDAY  LUNCHEON 

I August  15 University  Commons  | 

I (Ladies  Invited)  | 

FRIDAY  PANEL  LUNCHEON 

I August  16 _ University  Commons  | 

HEURIGENABEND 

I (Waltzing,  Wine  and  Roses— Viennese  Style)  | 
I Friday  evening,  August  16  | 

I Hidden  Valley  Country  Club  | 

niiiMiiiNiiiiiiiiiiMiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiniiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiininiiiiiiiiiimiiiiiiMMiiiiiiiiiiiiiMiiiiiimiiiiiimiiiiiiimiiiiiimiiiiiuiiiiiiiiiiiiiimiiiiiiiii.^ 


□ I Plan  to  Attend  □ Please  Send  Copy  of  the  Formal  Program 

PLEASE  MAKE  RESERVATIONS  AS  AVAILABLE  - AT  THE 


□ El  Cortez  Hotel 

*□ 

Town  House  Motor  Lodge 

□ 

1 will  attend  but  will  arrange  my 

□ Mapes  Hotel 

*□ 

Cavalier  Motor  Lodge 

own  accommodations. 

□ Holiday  Hotel 

*□ 

River  House  Motor  Hotel 

□ 

Enclosed  find  check  for  $10.00  for 

*□  Riverside  Hotel 

*□ 

Continental  Lodge  (Headquarters) 

hotel  reservations. 

* Swimming  Facilities 

For ..  From 

Time 

to 

Time 

No.  of  Persons 

Arrival 

Date 

Date  of  Departure 

Name 

Address 

Citv 

Zone  _ 

State  _ _ 

(PLEASE  PRINT) 
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Help  protect  the  kidneys  and  other  threatened  organs 


When  treatment  of  hypertension  is  effective  the  danger 
of  damage  to  the  renal  system  is  reduced.'"^  “Hyperten- 
sive patients  suffer  from  vascular  deterioration  roughly 
proportional  to  the  severity  of  the  hypertension . . . Reduc- 
tion of  blood  pressure  to  normotensive  levels  reduces 
or  arrests  the  progress  of  vascular  damage  with  a re- 
sultant decrease  in  morbidity  and  mortality.”'  Because 
Rautrax-N  lowers  blood  pressure  so  effectively,  it  will 
help  provide  this  important  protection  not  only  for  the 
kidneys  but  also  for  the  heart  and  brain  of  your  hyper- 
tensive patients.  Rautrax-N  is  effective  in  mild,''  moder- 
ate,"''* or  severe  hypertension.'*'" 

Dosage:  Initially,  1 to  4 tablets  daily  preferably  at 
mealtime.  For  maintenance,  1 or  2 tablets  daily. 

Side  effects  and  precautions:  Rauwolfia  preparations 
may  cause  reversible  extrapyramidal  symptoms  and 
emotional  depression.  Caution  indicated  in  use  with 
depression,  suicidal  tendencies,  peptic  ulcer.  Minor  side 
effects:  diarrhea,  weight  gain,  nausea,  drowsiness.  Ben- 
droflumethiazide  may  cause  reversible  hyperuricemia 
and/or  gout,  unmask  latent  diabetes,  increase  glycos- 


uria in  diabetics.  Caution  indicated  in  use  for  patients 
on  digitalis,  with  severely  damaged  kidneys,  renal  in- 
sufficiency, increasing  azotemia,  cirrhosis.  Contraindi- 
cated in  complete  renal  shutdown.  Minor  side  effects: 
leg  or  abdominal  cramps,  pruritis,  paresthesias,  mild 
rashes. 


Supply:  Rautrax-N— capsule-shaped  tablets  providing 
50  mg.  Raudixin®  [Rauwolfia  serpentina  whole  root],  4 
mg.  Naturetin®  [bendroflumethiazide],  and  400  mg. 
potassium  chloride.  Rautrax-N  Modified— 50  mg.  Rau- 
dixin [Rauwolfia  serpentina  whole  root],  2 mg.  Nature- 
tin  [bendroflumethiazide],  and  400  mg.  potassium 
chloride,  in  capsule-shaped  tablets.  For  full  information, 
see  your  Squibb  Product  Reference  or  Product  Brief. 


References:  (I)  Moyer,  J.  H.,  and  Heider,  C.:  Am.  J.  Cardiol. 
9:920  (June)  1962.  (2)  Brest,  A.  N.,  and  Moyer,  J.  H.:  Penn- 
sylvania M.  J.  6i:545  (Apr.)  1960.  (3)  Berry,  R.  L.,  and  Bray, 
H.  P.:  J.  Am.  Geriatrics  Soc.  J0:516  (June)  1962.  (4)  Hutchison, 
J.  C.:  Current  Therap.  „ 

Res.  4:610  (Dec.)  1962.  oQUIBB 

(5)  Feldman.  L.  H.:  North  Squibb  Quality  ( 

Carolina  M.  J.:  23:248  .-the  Priceless  Ingredient 
(June)  1962. 


RAUTRAX-N  RAUWOLFIA  SERPENTINA  WHOLE  ROOT  (.TO  MG.), 
BENDROFLUMETHIAZIDE  (4 MG.)  WITH  POTASSIUM  CHLORIDE  (400  MG.),  SQUIBB 
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vacancy 

“The  direct  cost  for  caring  for  the  mentally  ill  is 
$1.7  billion  a year.  Workers  who  become  mentally  ill 
lose  over  half  a billion  dollars  in  earnings  each  year. 

Staff  in  one  mental  hospital  recently  tried  an 
experiment  xvith  65  patients  who  had  been  confined 
for  an  average  of  13  years.  They  practiced  the  best 
treatment  methods  now  known  and,  xvithin  six 
months  to  a year,  37  of  these  patients  were  well 
enough  to  be  discharged.  Only  eight  of  the 
discharged  patients  failed  to  hold  the  gains  they  had 
made  for  at  least  a year  after  they  left  the  hospital.”* 


Hope  now,  where  there  was  no  hope.  Drugs  which 
help  now,  where  there  were  no  known  drugs  which 
helped  — even  five  years  ago.  Independent  drug 
research  is  continuing  in  this  vital  area.  But,  should 
it  be  discontinued  because  the  cost  must  somehow  be 
reflected  in  the  ultimate  price  of  the  new  drug  — 
if  it  is  to  be  discovered?  Or  should  the  sign  read, 
as  it  has  throughout  time  in  overcrowded 
mental  institutions : “NO  vacancies.” 

*U.S.  Department  of  Health,  Education  and  Welfare, 

Public  Health  Service  Publication  No.  813. 


This  message  is  brought  to  you  on  behalf  of  the  producers  of  prescription  products. 


PHARMACEUTICAL  MANUFACTURERS  ASSOCIATION  • 1411  K STREET,  N.W.  • WASHINGTON,  D.C. 


in  acute  nausea  and  vomiting 


G.  I.  Upsets:  Whether  induced  by  infection  or,  perhaps,  a 
simple  functional  disturbance,  nausea  and  vomiting  are 
effectively  controlled  by  Dramamine  [dimenhydrinate]. 
The  easy  to-take  liquid  form  is  ideal  for  the  patient  who 
finds  tablets  hard  to  swallow.  Dimenhydrinate  may  mask 
symptoms  of  streptomycin  activity  and  should  be  used 
with  caution  in  these  circumstances. 


■^dramatic  results  with 

Dramamine 

dimenhydrinate 


the  classic  antinauseant 

LIQUID/TABLETS/ AMPULS  (FOR  I.M.  OR  I.V.  USE)/SUPPOSICONES» 


Research  in  the  Service  of  Medicine 


SEARLE 


EDITORIAL 


i 


Dangerous  Drugs 


Addiction  with  its  harvest  of  crime,  cannot  be 
overlooked  or  ignored.  Unfortunately,  physicians 
are  involved.  As  a social,  rather  than  as  a phy- 
siologic phenomenon,  it  is  not  confined  to  nar- 
cotic drugs.  Theft,  burglary,  holdup  and  more 
serious  crimes  are  the  ugly  fruit  of  addiction  to 
amphetamines  and  barbiturates  as  well  as  to 
morphine  and  heroin. 

Motivation  to  criminal  activity  appears  to  be 
the  same,  whether  addiction  is  physical,  as  with 
narcotics,  or  primarily  habitual,  as  is  the  case 
with  most  users  of  the  non-narcotic  drugs,  now 
classified  as  dangerous  drugs.  His  source  of  sup- 
ply is  the  paramount  concern  of  the  addict  and 
it  becomes  important  enough  to  drive  all  other 
thoughts  from  his  mind  or  to  impel  him  to  crime 
in  order  to  satisfy  his  need. 

He  will  resort  to  the  most  devious  of  methods 
to  obtain  his  drugs,  often  victimizing  the  unsus- 
pecting physician  in  the  process.  An  unsavory 
aspect  of  the  problem  is  the  willingness  of  a few 
physicians  to  abandon  professional  integrity  by 
selling  prescriptions  for  these  drugs.  This  nefar- 
ious business  has  gone  on,  not  only  in  the  larger 
cities,  but  also  in  smaller  communities  where 
suppliers  of  the  illicit  market  have  found  physi- 
cians willing  to  engage  in  the  corrupt  practice. 
Law  enforcement  officials  have  discovered  at 
least  one  well  travelled  route  followed  at  regular 
intervals  by  a purchaser  of  prescriptions  who  re- 
turns with  them  to  a city  where  he  can  have 
them  filled  by  a few  pharmacists  who  ask  no 
questions. 

It  is  obvious  that  the  number  of  physicians  and 
pharmacists  who  support  this  traffic  is  small. 
Statistically  it  would  be  insignificant  but  as  a 


social  evil  the  activity  is  important  enough  to 
demand  continuing,  serious  attention  by  medical 
organizations  and  law  enforcement  agencies. 

Legislative  sessions  in  Oregon  and  Washington 
this  year  have  considered  numerous  bills  dealing 
with  this  problem.  There  has  been  some  re- 
defining, to  include  newer  products  under  defi- 
nition of  dangerous  drugs,  and  tightening  of 
regulations  in  attempt  to  control  dispensing  and 
use.  Enforcement  officials  in  Oregon  and  in  the 
city  of  Portland  are  now  dealing  with  all  danger- 
ous drugs,  as  with  narcotics,  according  to  federal 
regulations  on  opium,  coca  leaves,  isonipecaine 
or  opiates.  ( Regulation  No.  5,  joint  regulations 
of  the  Bureau  of  Narcotics  and  the  Internal  Rev- 
enue Serviee. ) 

A new  tool  was  given  the  Washington  State 
Medical  Disciplinary  Board,  a branch  of  the 
state  government,  when  redefinition  by  the  legis- 
lature put  amphetamines  and  barbiturates  into 
the  category  of  dangerous  drugs.  The  new  law, 
which  went  into  effect  the  first  of  this  month, 
will  enable  the  Board  to  apply  to  this  problem 
the  very  important  power  it  has  for  control  of 
unprofessional  conduct  by  physicians.  A com- 
munication from  the  chairman  of  this  body 
appears  on  page  542  of  this  issue. 

The  problem,  however,  will  not  be  solved 
by  enforcement  agencies  alone.  Indeed,  there 
is  reasonable  doubt  that  it  will  be  solved  at  all, 
since  one  must  assume  that  the  human  race 
will  go  on  producing  individuals  unable  to  meet 
the  vicissitudes  of  existence  without  escaping 
into  stupor  or  drugging  themselves  into  brum- 
magem bravery.  Any  physician  in  practice  may 
expect  to  meet  the  problem,  any  time,  in  almost 
any  way.  Awareness  that  it  exists  will  be  helpfid. 
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After  seven  days'  therapy  with  Cream  Cordran 

summer  weed  problems 

CORDRAN^ 

FLURANDRENOLONE 

• reduces  pruritus  • suppresses  the  inflammatory  process 

• helps  control  tissue  edema  • promotes  healing 

. . .and  to  combat  infection 


Poison  ivy  dermatitis 

in 


CORDRAN-N 

FLURANDRENOLONE  WITH  NEOMYCIN  SULFATE 


In  summary:  Cordran  is  recommended  for  the  symptomatic  treatment  of  steroid-responsive 
dermatoses.  Each  Gm.  of  cream  or  ointment  and  each  cc.  of  lotion  contain  0.5  mg.  Cordran. 
Cordran-N  is  particularly  useful  in  steroid-responsive  dermatoses  complicated  by  potential 
or  actual  skin  infections.  Each  Gm.  of  cream  or  ointment  contains  0.5  mg.  Cordran  and  5 mg. 
neomycin  sulfate. 

No  systemic  side-effects  have  been  reported  to  date  from  the  use  of  any  of  the  product  forms. 
Topical  corticosteroids  (such  as  Cordran)  should  not  be  used  in  tuberculosis  of  the  skin.  In 
the  presence  of  varicella  and  other  such  viral  diseases,  careful  clinical  judgment  is  necessary 
because  of  a potential  danger  (although  slight)  of  excessive  absorption. 

Additional  information  available  upon  request.  Eli  Lilly  and  Company,  Indianapolis  6,  Indiana. 
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ORIGINAL  ARTICLES 


I 

Saskatchewan’s  Great  Confidence  Game 

GORDON  B.  LEITCH,  M.D.  /MARCUS  O'  M A L L E Y,  B.  A.  Portland,  Oregon 


The  Canadian  province  of  Saskatchewan  has  a common  49th  parallel  border  with 
the  American  states  of  Montana  and  North  Dakota  and  is  larger  than  both  com- 
bined. But  in  spite  of  the  many  schemes  of  socialism  destined  for  later  application 
to  the  United  States  which  have  received  trial  runs  there  since  the  1930’s,  precious 
few  Americans  concerned  themselves  with  these  pilot-plant  runs,  if  they  knew 
about  them.  Saskatchewan  was  about  as  remote  as  Venus,  or  perhaps  Tierra  del 
Fuego.  Or  was  until  July  1,  1962. 

On  that  date  the  province’s  physicians  closed  their  offices  in  protest  against 
seizure  of  their  profession  by  the  provincial  government  (with  some  federal 
politicos  kibitzing).  Saskatchewan  mushroomed  into  world  news  in  what  was 
dramatically,  but  incorrectly,  scare-headlined  as  a doctor’s  strike. 

With  the  headlines,  many  Americans  for  the  first  time  became  aware  that  some- 
thing unusual  involving  medicine  was  taking  place  to  their  north,  largely  because 
this  coincided  with  a proposal  of  their  own  government  to  conjure  a medicare 
rabbit  out  of  the  U.  S.  political  hat.  But  it  was  not  clear  exactly  what  was  going 
on.  And  Saskatchewan  was  still  a distant  place.  So  when  a settlement  of  sorts  was 
announced  and  physicians  there  resumed  normal  practices  (they  had  practiced 
on  a no-fee,  emergency  basis  during  the  government-created  crisis ) interest  in  the 
matter  promptly  subsided. 

Unfortunately  for  those  addicted  to  apathy,  the  settlement,  as  those  recognizing 
the  nature  of  events  indicated  and  time  has  confirmed,  is  proving  not  to  be  the 
cure  anticipated  by  the  naive  or  hopeful.  While  the  surface  conflict  has  cooled,  at 
least  temporarily,  Saskatchewan’s  medical  gimmick  political  brew  continues  to 
bubble,  with  every  indication  that  further  outbursts  may  occur  at  any  time.  For 
the  underlying  fundamental  issue  remains  as  unresolved  today  as  it  was  before  the 
uproar. 

Except  where  necessary  for  clarity,  details  culminating  in  the  government’s 
move  to  seize  Saskatchewan’s  medical  profession  and  the  reaction  it  provoked  are 
too  lengthy  and  involved  for  inclusion  here.  The  story  is  well  told,  however,  in 


Dr.  Leitch.  long  interested  in  political  affairs  and  with 
backgrounds  derived  from  Scotland  (an  ancestor  survived 
the  massacre  of  Glen  Coe)  by  way  of  colonial  Virginia  and 
Canada,  is  peculiarly  fitted  to  report  on  the  Saskatchewan 
situation.  He  is  a former  resident  of  the  province  and  a 
graduate  of  the  University  of  Saskatchewan  where  he  was 
editor  of  student  publications  and  correspondent  for  a pro- 


vincial newspaper.  He  was  an  early  advocate  of  a College 
of  Medicine  as  a component  of  the  University.  He  is  well 
acquainted  with  many  prominent  Saskatchewanians  in- 
cluding some  participants  in  the  events  recorded,  and  has 
a first-hand  familiarity  with  governmental  and  other  at- 
titudes there. 

Mr.  O’Malley  contributed  much  of  the  collateral  back- 
ground investigation  in  the  preparation  of  this  report. 


Copyright  1963  by  Gordon  B.  Leitch,  M.D. 
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fully  documented  play-by-play  sequence  in  a pamphlet®  which  is  must  reading  for 
those  interested  in  safeguarding  freedom-t>pe  medical  care  or  who  may  be 
unfamiliar  w’ith  the  province  and  recent  political  histor}'  there. 

Untold,  however,  except  for  occasional  indications  between  the  lines  are  the 
psvchopolitical  aspects  of  the  affair.  And  it  is  as  a practical  exercise  in  psycho- 
politics that  events  in  pilot-plant  Saskatchewan— if  we  are  willing  to  learn  from  the 
experience  of  others— hold  significance  for  us  in  the  United  States  of  America. 

In  this  respect  it  is  doubtful  that  either  Americans  roused  to  interest  by  the 
events  of  July  1962  or  the  vast  majoritx'  of  Saskatchewanians  themselves  are  yet 
aware  that  they  were— and  still  are— respectively  sideline  observers  of,  and  victim- 
ized participants  in,  psychopolitical  activities  amounting  to  a gigantic  confidence 
game  invoK'ing  medical  window  dressing. 

This  is  an  analytical  report  of  that  confidence  game. 

/ Background 


In  attempting,  from  events  in  Saskatchewan,  to 
draw  valid  conclusions  applicable  to  our  situation 
as  we  brace  ourselves  for  another  go-round  with 
our  own  Labor-Socialist  Establishment,  it  would 
seem  easv  to  he  critical.  Merely  to  he  critical  in 
retrospect  and  from  safety  of  the  sidelines  is,  of 
course,  pointless.  But  if  what  transpired  there 
can  help  us  in  the  United  States  to  keep  medical 
care  out  of  a gov'ernment  noose  or  may  now  sug- 
gest to  Saskatchewanians  how  they  may  end  their 
continuing  predicament,  it  is  important  that  the 
matter  he  subjected  to  searching  analysis.  Some 
of  this,  indeed,  may  seem  critical  although  it  is 
intended  onl\*  to  be  objectively  informative. 

Ordinarily  it  might  be  supposed  that  Saskat- 
chewan, with  less  than  a million  people  scattered 
o\^er  an  area  as  large  as  California  and  Oregon 
combined,  and  an  economy  basically  agricultural, 
would  offer  little  as  a pilot-plant  site  for  the  com- 
pulsions of  collectivism  whether  called  socialism, 
fascism,  communism,  one-worldism,  or  what  have 
you,  all  of  which  have  the  common  denominator 
of  depriving  the  individual  of  his  freedom. 

But  opportunity  is  where  one  finds  it  and 
certain  circumstances  combined  to  make  the 
province  an  inviting  test  ground  for  the  various 
projects  in  socialism  conducted  there  in  recent 
years. 

Seldom  mentioned,  let  alone  considered  in 
e\  aluatiug  Canadian  affairs,  are  two  predisposing 
factors  the  importance  of  which  it  is  difhcult  to 
overestimate. 


* “Saskatchewan’s  Embattled  Physicians — A Tribute  to 
Gallant  Defenders  of  Freedom” — Marjorie  Shearon,  Ph.D., 
Shearon  Legislative  Service,  8801  Jones  Mill  Road.  Chevy 
Chase  15,  Maryland. 


Canada  has  no  official  Constitution  as  we  un- 
derstand it.  The  Enactment  which  substitutes 
for  such  a document  has  some  defects,  the  most 
notable  probably  being  absence  of  a Bill  of 
Rights.  Under  such  circumstances,  as  events  in 
Saskatchewan  illustrate,  the  mere  passing  of  a 
law  can  become  the  equivalent  of  a loaded  gun 
held  against  a citizen’s  head  by  government. 

Coupled  with  this  major  defect  is  the  nation’s 
long  established  acceptance  or  tolerance  of 
statism— not  to  he  confused  with  the  related 
phenomenon  of  nationalism— and  flirtations  with 
a number  of  plausibilities  associated  with  statism, 
such  as  the  naive  belief  that  human  nature  can 
he  altered  by  the  passing  of  laws;  that  there  is 
something  inherently  good  or  trustworthy  in 
go\'ernment  per  se  which  is  lacking  in  individ- 
uals; or  the  delusion  that  penalties  invariably 
exacted  whenever  fundamental,  unchangeable, 
natural  law  is  violated  can  somehow  be  avoided 
by  political  action. 

The  fact  that  most  Canadians  are  unaware  of 
the  presence  of  these  tremendous  forces  in  their 
midst  does  not  alter  the  realiW  of  their  presence. 
Or  lessen  their  effects.  They  may  take  some  small 
comfort  in  the  fact  that  the  mass  of  people, 
including  us  in  the  United  States,  have  been 
conditioned  to  turn  to  government  for  relief 
whenever  difficulties  arise,  hut  this  does  not 
alle\'iate  their  situation.  The  predisposing  back- 
ground is  mentioned  here  in  analytical  objectiv- 
ity only  because  it  assured  fertile  soil  for  the 
seeds  of  subsequent  events— and  because  under 
such  circumstances  the  resolute  protest  of  Sas- 
katchewan’s physicians  n’as  all  the  more 
remarkable. 

Against  this  predisposing  background  came  the 
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precipitating  circumstances:  tlie  great  depression 
of  the  1930’s,  notably  severe  in  Saskatchewan’s 
agrienlture-based  economy,  and  a succession  of 
climate-induced  crop  failures  bordering  on  the 
disastrous.  In  the  resulting  widespread  despair 
many  people  lost  their  discernment  in  matters 
inx’olving  their  immediate  well-being  as  they  saw 
it,  hence  became  more  receptive  to  slick  ideas 
or  proposals  they  otherwise  might  have  rejected. 

Intuitively  alert  to  the  possibilities  lurking  in 
such  situations,  Canada’s  numerically  few  but 
highly  disciplined  Socialists  promptly  moved  to 
take  fidl  advantage  of  the  despair-created  oppor- 
tunity. Assembling  in  Regina,  the  Saskatchewan 
capital,  the  blood  brother  collectivists  fashioned 
what  was  announced  as  a new  political  party, 
calling  itself  the  Cooperative  Commonwealth 
Federation  (CCF).  This  was  in  1933  but  in  1962 
and  today,  after  an  intervening  change  of  skin 
and  leaders,  it  is  known  as  the  New  Democratic 
Party  (NDP).  With  the  announcement,  as  the 
“party”  sought  to  obtain  tangible-value  votes 
from  the  electorate  in  exchange  for  the  nebulosity 
of  political  promises,  the  province’s  adventure  in 
collectivist  deceptions— the  great  confidence 
game— was  launched. 

This  designation  for  events  in  Saskatchewan 
may  be  disliked.  It  is  readily  conceded  that  con- 
siderable deception,  and  a bit  of  the  larcenous 
as  well,  is  possible  with  any  venture  involving 
politics  since  the  payoff  comes  in  terms  of  victory 
and  not  in  how  victory  was  achieved.  Neverthe- 
less the  designation  seems  fully  warranted  by  the 
pattern  of  events  and  a record  which  speaks  for 
itself. 

In  its  Regina  monifesto  of  July  1933  the  new 
“party”  clearly  confirmed  its  Marxian  origin  in 
stating  its  aim  “to  replace  the  present  capitalistic 
system  ...  by  a social  order  ...  in  which  econ- 
omic planning  will  supersede  unregulated  private 
enterprise  and  competition  . . . .”  Also  the  mani- 
festo indicated  the  “party”  aimed  “to  organize  a 
system  of  public  health  services  including  medi- 
cal care”  which  would  be  extended  to  all  the 
people.  For  a “party”  seeking  elective  support 
such  frankness  might  be  laudable— or  calculated 
to  convey  an  impression  of  integrity  as  prelude 
to  additional  activity  to  reach  the  ultimate  goal. 
Unfortunately  for  integrity  the  manifesto  itself 
contained  an  omission  which  constitutes  a major, 
basic  deception. 

In  the  manifesto  the  intent  to  replace  the  exist- 
ing capitalistic  system  with  “economic  planning 
which  will  supersede  unregulated  private  enter- 


prise” was  clearly  and  correctly  stated.  The  de- 
ception lies  in  what  was  not  stated.  “Economic 
planning”  and  regulation  to  replace  the  nnregu- 
lated  are  impossible  without  (and  add  up  to) 
one  thing:  People  control. 

Of  necessity,  people  control  implies  some  per- 
son or  persons  to  do  the  controlling,  be  it  little 
or  much  at  any  given  moment  and  without  refer- 
ence to  how  it  is  accomplished.  Moreover, 
people  control  invariably  extended  to  its  logical 
ultimate  can  residt  only  in  a master-servant  rela- 
tionship, a re-establishment  of  feudalism  at  best, 
slavery  at  worst.  People  control  is  just  not  com- 
patible with  the  full  individual  or  personal 
freedom  and  responsibility  ordinarily  associated 
with  what  passes  as  democracy.  Thus  the  real 
package  offered  by  Saskatchewan’s  collectivists 
( there  never  was  an  old  Democratic  party  in 
Canada  with  which  to  compare  a “new”  one  so 
the  deception  continues)  differed  materially 
from  the  semantic  deception  put  forth  to  woo  the 
electorate. 

Although  the  new  “party”  w'ith  the  Marxist 
ancestry  made  a determined  pitch  to  attain  poli- 
tical office,  it  failed  to  make  the  anticipated 
headway  during  its  earlier  years,  against  the 
traditional  old-line  Liberal  and  Conservative 
parties,  in  part  because  farmers  remained  some- 
what skeptical  of  the  revolutionary  nature  of  the 
“party’s”  bait. 

But  socializers  and  their  blood  brothers  in 
collectivism  are  nothing  if  not  patient,  full  will- 
ing to  wait  for  their  quarry  to  relax  the  constant 
vigilance  necessary  to  avoid  capture.  And  they 
are  persistent  while  they  wait.  Undaunted  by 
early  failure  to  attain  political  office,  they  main- 
tained and  intensified  their  efforts  to  persuade 
the  Saskatchewan  electorate  to  elect  them  as 
rulers.  With  continued  adversity  of  nature,  de- 
pression, and  disruptions  linked  with  outbreak 
of  war,  eleven  years  of  persistence  paid  off.  In 
the  1944  provincial  election  CCF  captured  47 
of  the  52  legislative  seats  and  became  Saskatche- 
wan’s government. 

For  the  first  time  in  North  America  a Socialist 
“party”  avowedly  dedicated  to  Marxism  had 
achieved  its  goal  of  political  office.  It  was  the 
government,  in  full  control  of  the  machinery  and 
the  power  of  the  state. 

Wdth  that  event,  entirely  aside  from  the  intent 
expressed  in  the  Regina  manifesto,  government 
moves  to  control  medical  care  for  collectivist 
ends— people  control— became  a predictable  cer- 
tainty, the  only  question  being  when. 
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II  Misconceptions 


1 1 seems  strange  that  so  many  Saskatchewanians 
should  display  such  misconceptions  of  both  medi- 
cal care  and  politics  as  events  disclosed.  It  can 
only  be  assumed  that  they  lacked  understanding 
in  depth  of  government,  particularly  of  collec- 
ti\ist  government  regardless  of  semantic  label 
worn,  and  of  the  characteristics  which  make 
medical  camouflage  so  highly  regarded  for  poli- 
tical purposes  involving  deception. 

If  a course  of  action  or  inaction  is  now  to  re- 
store safet>’  of  medicine  in  Saskatchewan  and 
secure  its  safet\’  in  the  United  States,  that  is,  the 
freedom  of  physicians  to  furnish  and  of  patients 
to  receive  high  quality'  medical  care  of  their 
selection  unhampered  by  political  interference, 
restrictions  or  other  coercions,  a clear  under- 
standing of  these  matters  is  essential. 

Once  the  concealing  mantle  of  semantics  is 
swept  aside  it  is  possible,  as  in  Saskatchewan,  to 
recognize  government  interest  in  medical  care 
for  the  deception  it  is.  Other  than  being  a con- 
venient sacrificial  victim  on  the  altar  of  an  ex- 
pimding  people  control  program,  the  govern- 
ment’s move  to  seize  the  medical  profession  there 
had  nothing  to  do  with  medical  care.  But  it  had 
a great  deal  to  do  with  psychopolitics. 

The  point,  demonstrated  in  Saskatchewan  but 
applicable  elsewhere,  is  sufficiently  important  to 
warrant  re-stating.  Government  interest  in  medi- 
cal affairs  is  not  and  never  was  medical.  It  was 
and  is  political.  Consequently,  if  one  is  to  avoid 
being  “had”  in  this  respect  it  is  necessary  to  know 
some  facts  of  political  life. 

The  first,  foremost,  and  constimt  axiom  of 
politics  is  that  ever\’  event  must  be  resolved  in 
terms  of  increased  power  for  the  political  appar- 
atus. This  has  no  reference  to  part\’,  as  witness 
a recent  refusal  of  a Saskatchewan  political  part\' 
leader  to  undertake  repeal  of  their  offending 
Medical  Care  Act  in  the  event  his  part>’  should 
come  to  power  in  the  next  election.  It  is  also  the 
compulsion  which  stimulates  the  manufacture  of 
crises— the  sad  health  plight  of  our  oldsters  in 
election  years  for  example— if  no  “events”  con- 
veniently appear,  and  even  to  provoking  a 
foreign  war  if  necessary  under  some  circum- 
stances. 

■\  second  axiom  is  that  political  bureaucracies 
never  die;  they  just  go  on  expanding.  \Mienever 
and  wherever  government  engages  in  people 
control  activities  beyond  defense  and  common 


justice,  the  eflforts  are  never  conducive  to  release 
of  human  energy  but  just  the  reverse.  Conse- 
quently they  are  foredoomed  to  failure.  The 
failure,  however,  is  never  attributed  to  this  basic 
error  of  control  per  se.  Instead,  failure  of  the 
“economic  planning”  beloved  of  collectivists  is 
attributed  to  inadequacy  or  insuflBciency  of  the 
controls.  And  the  remedy  invariably  deemed 
curative  is  more  of  the  same— extension  of  exist- 
ing, or  creation  of  additional  controls.  All  of 
which  calls  for  more  bureaucracy. 

Furnishing  integral  support  for  these  a.xioms  is 
the  psychopolitical  processing  people  receive 
to  condition  them  to  accept  without  question  the 
spurious  doctrine  of  virtuous  government  when 
actually  nothing  is  farther  from  the  truth.  Gov- 
ernment, particularly  centralized  “planning” 
government,  is  not  something  special,  something 
inordinately  good,  something  with  extraordinary 
knowledge  and  skill  beyond  those  individuals 
comprising  it,  something  with  unlimited  re- 
sources peculiar  to  itself,  or  something  too  com- 
plex and  apart  to  be  readily  understood  by  any 
except  those  directly  conducting  its  affairs.  The 
sage  who  observ'ed  that  the  least  government  is 
the  best  government  knew  whereof  he  spoke,  but 
he  was  speaking  from  the  viewpoint  of  those  who 
endure  government,  not  its  functionaries  who 
stand  to  reap  advantage  from  these  misconcep- 
tions. 

Probably  most  important  if  one  would  avoid 
being  “had”  in  such  matters  is  realization  that 
government  has  absolutely  no  resources  of  its 
owTi.  Government  creates  nothing;  government 
produces  nothing.  Essentially  a parasite,  it  can 
only  take  by  the  exercise  of  compulsion,  the 
police  power,  what  others  first  produce  or  have. 
And  of  course  this  power  to  take— to  tax,  to  regu- 
late, to  license,  to  seize  or  confiscate— means 
government  also  has  the  power  to  ruin  and 
destroy. 

It  may  be  helpful  also  to  realize  that  the  push 
for  “planning”  government,  for  socialized  medi- 
cine and  for  other  people  control  measures, 
comes  not  from  North  America  but  from  dedi- 
cated collectix  ists  abroad  working  toward  world- 
wide people  control  from  the  International 
Labour  Organization  headquarters  in  Geneva, 
Switzerland  (but  during  World  M’ar  II  trans- 
ferred to  an  eastern  Canadian  city  where  the 
event  is  now  commemorated  by  a plaque).  \ 
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hangover  from  the  old  League  of  Nations,  it  is 
“affiliated”  with,  but  not  a direet  part  of,  the 
United  Nations.  It  conduets  its  affairs  inde- 
pendently, somewhat  in  the  role  of  a world  super- 
government which  for  implementation  turns  its 
grandiose  “plans”  for  people  control  over  to  its 
member  countries  or  to  the  United  Nations. 

It  is  dedicated  to  the  operating  principle  of 
Gradualism:  A little  here,  a little  there,  a little 
more  from  time  to  time,  the  f(X)t  in  the  door,  the 
camel’s  nose  under  the  tent,  until  all  is  attained. 
But  nothing  to  arouse  firm  opposition  at  any 
given  time.  Inherent  in  this  is  the  tactic  of  one 
step  backward— retreat  or  compromise  as  in  the 
Saskatoon  agreement  which  reopened  physician 
offices  in  Saskatchewan  in  1962— should  serious 
opposition  develop,  and  when  opposition  ceases 
to  be  vigilant  or  subsides  followed  by  two  or 
more  steps  forward  again,  the  original  and  the 
others  for  good  measure  to  oflFset  the  delay. 

In  this  one-step-backward-two-steps-forward 
technic  of  gradualism,  why  is  something  medical 
so  highly  regarded  for  purposes  of  political  de- 


ception and  the  people  control  without  which 
there  is  no  collectivism? 

First,  relatively  few  people  understand  the 
delicate  nature  and  equilibrium  of  components 
in  the  medical  care  they  take  for  granted. 

Second,  most  people,  physicians  excepted,  are 
unaware  of  medicine’s  extreme  sensitivity  to  re- 
strictive influences  regardless  of  source  and  the 
impairment  which  inevitably  follows,  hence  are 
unlikely  to  protest  political  shenanigans  involving 
or  affecting  medical  care.  Should  physicians  pro- 
test, they  can  be  ignored  since  they  are  a 
vote-poor  political  minority— unless  the  protest  is 
of  the  order  recorded  in  Saskatchewan. 

Third,  because  of  the  personal  nature  of  pain 
and  illness  and  the  fact  most  people  sooner  or 
later  experience  some  aspect  of  pain  or  ill-health, 
something  involving  medical  care  is  likely  to 
have  a widespread  and  personal  appeal  which, 
somewhat  as  with  religion  and  motherhood, 
makes  it  almost  certain  that  emotions  will  rise 
above  reason  in  the  political  arena. 

And,  finally,  government  gets  a dossier  on 
everyone! 


Ill  Deception 


Against  background  factors  previously  men- 
tioned, Saskatchewanians  seem  to  have  en- 
tertained some  serious  misjudgments  which 
contributed  to  the  events  of  July  1962. 

They  assumed,  as  have  many  others  elsewhere 
including  the  United  States,  that  without  risk  of 
control  or  dictation  a fair  agreement  or  “accom- 
modation” can  be  reached  with  any  governmental 
entity  having  tax  or  police  power.  That  is  to  say 
they  accepted  the  widely  publicized  but 
entrapping  proposition  beloved  of  people  con- 
trollers on  the  march  that  with  tax  funds  for 
which  it  is  responsible  a government  can  assist, 
contribute  to  or  subsidize  a quasi-  or  non- 
governmental activity  without  controlling  the 
activity  so  subsidized. 

Many  mistakenly  assumed,  as  it  was  intended 
they  should,  that  collectivists— people  controllers 
—are  just  another  political  party! 

And  many  Saskatchewanians,  physicians 
among  them,  seriously  underestimated  the  nature, 
capabilities  and  ruthlessness— particularly  the 
ruthlessness— of  the  collectivists  committed  to 
controlling  them. 

It  is  true  that  Saskatchewan’s  socialists  em- 
braced the  form  of  a political  party  for  the 


advantages  this  protective  coloring  gave  them, 
just  as  our  own  Labor-Socialists  find  it  advantage- 
ous to  conduct  their  “inside”  activities  under  the 
protective  label  of  a major  political  party.  But 
whereas  traditional  Liberal  and  Conservative 
parties  sought  political  office  only  in  order  to 
govern,  the  prairie  province’s  collectivists,  as 
collectivists  everywhere  including  the  United 
States,  sought  office  so  as  to  replace  the  estab- 
lished system  with  one  in  which  government 
would  control  the  people  instead  of  the  people 
controlling  the  government. 

Today,  under  so-called  democratic  conditions 
prevailing  in  Canada  and  the  United  States,  peo- 
ple control  is  no  longer  bullet  imposed.  But 
people  generally  are  unaware  how  easily  our 
taken  for  granted  “structures  of  democracy”  can 
be  subverted  or  sabotaged  to  destroy  a people’s 
freedom.  All  that  is  needed  is  to  “persuade”  peo- 
ple to  do  it  to  themselves  by  the  wholly  legal  and 
respectable,  but  dangerous,  device  of  majority 
vote,  ballots. 

The  process  could  be  illustrated  by  citing  some 
psychopolitical  efforts  prevalent  in  the  United 
States.  But  to  do  so  would  stir  allegations  of 
witch-hunting,  that  favorite  collectivist  tactic  for 
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diverting  or  silencing  critics  who  see  through 
their  people  control  schemes.  However,  this 
cannot  be  said  of  Saskatchewan.  It  actually 
happened  there  and  the  record  of  events  is 
beyond  dispute. 

Despite  its  pertinency  it  is  not  within  the  scope 
of  this  analysis  to  detail  the  promises  and  other 
chicanery  comprising  the  web  of  deception 


perpetrated  upon  a trusting,  despair-conditioned 
electorate  by  Saskatchewan  causists  following 
promulgation  of  the  Regina  manifesto.  The  stor\' 
is  well  told  in  the  Shearon  pamphlet  to  which 
previous  reference  was  made.  But  it  is  within 
scope  of  this  report  to  examine  pertinent  aspects 
of  the  “persuasion”  involving  medical  care  in 
Saskatchewan  covering  the  period  from  the  com- 
ing to  power  of  the  CCF  to  the  present. 


IV  Force 


W1  len  people  controllers,  regardless  of  how  they 
call  themselves,  come  into  control  of  gov'ernment 
on  strength  of  promises  to  fashion  a “planned” 
economy,  (which  boils  dowm  to  taking  from  some 
and  giving  to  others ) they  are  caught  in  a trap  of 
their  own  devising  and  faced  with  three 
necessities. 

They  must  continue  in  office  indefinitely  if  they 
are  to  expand  their  proposed  “planning”  to  the 
ultimate.  To  remain  in  office  they  must  expand 
old  or  develop  new  political  bait,  and  be  careful 
in  the  process  that  what  is  taken  from  some  to  be 
giv'en  to  others  is  taken  from  a politically  im- 
potent minority.  And  they  must  arrange  that 
truth  is  concealed,  distorted  or  otherwise  dis- 
guised lest  people  see  through  the  chicanery  and 
turn  against  them. 

Faced  with  these  conditions,  medical  care 
comes  close  to  being  the  perfect  political  gim- 
mick. Its  widespread  emotional  appeal  makes  it 
a most  excellent  something-for-nothing;  physi- 
cians who  furnish  or  direct  it  are  a v'ote-poor, 
political  minority;  and  the  product  easily  can  be 
misrepresented  as  “insurance”,  “health  benefits” 
or  otherwise  be  semantically  disguised. 

Considering  their  long  exposure  to  psycho- 
political conditioning,  persuading  people  to  go 
along  with  medical  care  as  a gimmick  for  bene- 
fit of  power  hungry  politicians  presents  no 
problem.  It  is  just  another  something-for-nothing 
—they  think.  But  persuading  physicians  who 
understand  it,  and  without  whose  services  the 
gimmick  is  valueless,  is  a different  matter.  Thus 
the  problem  becomes  the  willingness  of  physi- 
cians to  accpiiesce  while  those  in  the  political 
apparatus  rig  the  gimmick  to  their  ovv'u  needs,  as 
happened  here  with  our  Kerr-Mills  legislation,  or 
try  to  force  physicians  to  relinquish  their  respon- 
sibilitv’  for  unhampered  medical  care,  as  in 
Saskatchewan. 


W ith  the  usual  gradualism  suited  to  the  situ- 
ation, first  ov'ert  act  in  Saskatchewan  was 
directed  not  toward  physicians  but  to  hospitals. 
For  reasons  too  involved  for  inclusion  here, 
modern  hospitals  seem  plagued  with  sufficient 
financial  problems  that  they  are  peculiarly 
susceptible  to  financial  blandishments  from 
gov'ernment.  Thus  it  was  no  trick  at  all  for 
Saskatchewan’s  government,  with  its  1948  Hospi- 
talization Act  providing  subsidies  for  hospitals, 
virtually  to  gain  complete  control  of  all  the 
province’s  hospitals  and  the  services  ancillarv’ 
thereto. 

W hile  this  entering  wedge  was  being  fash- 
ioned, a great  point  vv'as  made,  just  as  it  is  made 
in  our  own  continuing  King-Anderson  movies,  that 
physician  services  were  not  the  least  involved. 
The  official  line  was  that  this  was  hospitalization, 
not  doctors’  services,  and  in  no  respect  should  it 
be  deemed  socialized  medicine  or  any  part 
thereof.  The  ruse  worked. 

Because  it  seemed  unlikely  to  disturb  hospital 
staff  relationships  to  any  appreciable  extent  or 
through  the  naive  belief— still  held  by  some 
physicians— that  physician  responsibilities  car- 
ried out  within  confines  of  a hospital  are  some- 
how different  from  those  exercised  outside 
hospitals  and  the  two  can  be  kept  separate  and 
apart,  Saskatchewan  physicians  committed  the 
grav'e  error  of  standing  idly  by  vv'hile  gov^ernment 
took  over  the  hospitals.  They  failed  to  realize 
that  since  theirs  is  the  responsibility  for  patient 
admissions,  treatment,  and  duration  of  stay  in 
hospitals,  it  must  be  only  a question  of  time  until 
government  must  move  to  control  their  services 
as  well,  if  only  to  lessen  the  effect  of  this  vari- 
able in  hospital  management.  By  the  late  50’s, 
with  hospitals  safely  netted,  that  time  arrived. 

Influenced  by  physician  failure  to  protest  the 
hospital  take-ovxu',  the  Saskatchewan  government 
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notified  medical  association  officials  that  meas- 
ures necessary  to  implement  health  provisions  of 
the  Regina  manifesto  would  be  instituted  in  due 
course.  It  was  indicated  that  physicians  would 
have  an  opportunity  to  e.xpress  their  views,  once 
this  took  place.  But  the  implication  also  seemed 
quite  clear  that  any  views  e.xpressed  would  be 
immaterial,  that  the  government’s  scheme  would 
be  inaugurated  regardless. 

Wdien  this  blunt  approach  failed  to  produce 
the  docile  acquiescence  government  officials, 
based  on  their  hospitals  take-over  experience 
with  physicians,  had  reason  to  expect,  and  when 
it  became  clear  that  physician  leaders  would  not 
be  subverted,  government  officials  turned  to  a 
tactic  with  a long  success  record  in  people  con- 
trol efforts,  the  creation  of  a “public”  prestige 
pressure  mechanism  designed  to  overcome 
mounting  physician  resistance.  An  Advisory 
Planning  Committee— the  name  of  such  devices  is 
immaterial— was  created,  to  which  the  govern- 
ment agreed  to  appoint  three  practicing  physi- 
cians while  the  other  nine  members  would  repre- 
sent government  and  various  segments  of  “the 
public.” 

In  addition  to  the  9 to  3 loading,  as  such  things 
are  arranged,  a highly  regarded  former  president 
of  the  provincial  University,  an  excellent  scholar 
and  academician  but  in  the  intricacies  of  medical 
care  strictly  a neophyte,  was  named  chairman, 
thus  assuring  much  prestige  and  “public”  support 
for  the  committee  report  with  which  resisting 


physicians  would  be  pressured  into  line. 

Whenever  medicine  is  confronted  with  one  of 
these  “public”  pressure  devices— Committees  on 
the  Nation’s  Health,  Little  W'hite  House  Con- 
ferences, Panels  of  Consultants  on  Aging,  etc. 
are  not  strangers  to  us  in  the  United  States— the 
profession  faces  the  dilemna  of  being  damned  if 
it  participates,  since  this  will  be  misrepresented 
as  approval,  and  being  damned  as  obstructionist 
if  it  doesn’t.  In  their  predicament,  Saskatchewan 
physicians,  after  much  soul  searching  and  insist- 
ing on  terms  of  reference  which  permitted  a 
minority  report,  elected  to  function  with  the 
committee  in  the  hope  they  might  have  some 
opportunity  to  protect  the  public  from  collectivist 
deceptions  masquerading  as  medical  care.  But 
they  soon  realized  the  futility  of  their  position 
so  proceeded  to  draft  the  minority  “Memorandum 
of  Dissent”  made  necessary  by  the  circumstances. 

When  subsequently  this  dissent  was  approved 
unanimously  by  medical  profession  officials  while 
simultaneously  the  majority  report  of  the  Ad- 
visory Committee  was  rejected,  Saskatchewan’s 
people  controllers  cast  aside  all  pretense  of 
respectability  and  fairness  in  favor  of  direct 
ruthless  action.  The  collectivist  government 
passed  the  so-called  Medical  Care  Insurance  Act. 
A government  held  gun,  loaded  and  cocked,  was 
pressed  directly  against  the  profession’s  head. 
The  issue  was  not  medical  care.  It  was  bending 
people,  at  the  moment  physicians,  to  the  govern- 
ment’s will. 


V Courage 


The  gun-at-head  legislation  confronted  Saskat- 
chewan’s physicians  with  a bitter  choice  both  for 
their  profession  and  as  to  their  personal  liveli- 
hood. Negotiations  and  remonstrances,  aside 
from  proving  the  government  thoroughly  un- 
trustworthy and  without  the  slightest  interest  in 
medical  care  except  for  its  gimmick  value  to  fool 
the  public,  had  failed.  In  absence  of  a protective 
Bill  of  Rights  and  considering  the  appointive 
derivation  of  the  Saskatchewan  judiciary,  re- 
course to  the  courts  was  pointless.  Moreover, 
the  Medical  Care  Insurance  Act  with  its  built-in 
people  controls  was  a fait  accompli,  the  law  of 
land.  Political  action  was  impossible;  Saskatche- 
wan has  no  recall  law.  And,  in  any  case,  doctors 
constituted  a vastly  outnumbered  minority.  In 
view  of  some  notable  precedents,  capitulation  at 
least  would  have  been  understandable. 


Instead,  with  courage  rarely  seen  today  in  our 
continuing  struggle  with  people  controllers  of 
all  stripes,  the  province’s  physicians  took  the  only 
course  remaining  to  them  commensurate  with 
freedom.  They  refused  to  have  anything  to  do 
with  the  government’s  scheme.  To  make  certain 
the  refusal  was  clearly  understood,  they  took  the 
history  making  step  of  closing  their  offices.  Some 
even  left  Saskatchewan  for  good. 

Other  than  to  keep  the  record  straight,  it  is  not 
within  the  scope  of  this  report  to  relate  in  detail 
what  happened  in  Saskatchewan  while  physician 
offices  remained  closed.  Two  points,  however, 
should  be  kept  crystal  clear. 

First,  contrary  to  scare  headlines  and  news 
media  reports,  Saskatchewan  physicians  did  not 
strike!  It  is  true  they  closed  their  offices.  But 
they  met  medical  needs  of  the  people  through 
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clinics  located  at  hospitals,  and  without  charge 
for  their  ser\  ices.  It  was  hoped  only  emergency 
cases  might  be  handled.  But,  significantly,  it  was 
left  to  each  patient— not  to  physicians— to  deter- 
mine if  the  health  problem  should  be  considered 
an  emergency.  Physicians  had  no  quarrel  with 
patients,  but  solely  with  a government  intent  on 
increasing  its  people  control. 

Second,  throughout  the  upheaval  Saskatche- 
wan mass  communication  media  maintained  an 
e.xtremely  high  degree  of  accuracy  and  objecti\fit\' 
in  their  reports  and  commentaries.  It  was  almost 
e.xclusively  beyond  pro\’incial  borders  that  physi- 
cians were  pilloried  and  smeared  in  fashion  long 
familiar  to  us  in  the  United  States.  And  it  was 
elsewhere  that  some  Saskatchewan  events  were 
unreported,  distorted  or  otherwise  “news 
managed.” 

Aside  from  being  the  only  course  open  to  them 
commensurate  with  freedom,  the  action  of  Sas- 
katchewan physicians  proved  one  which  physi- 
cians throughout  ballot  nations  (as  our  own 
.Association  of  American  Physicians  and  Surgeons 
has  long  pointed  out)  might  well  emulate  to 
safeguard  unhampered  medical  care  in  the  public 
interest.  For  the  fact  is  their  action  pricked  the 
governm.ent  at  its  two  most  sensitive  points  and 
with  medical  care’s  most  potent  weapon.  Only 
physicians  are  cjualificd  and  competent  to  furnish 
medical  care.  If  government  is  unable  to  spend 


its  funds  for  a project  it  conceives,  there  is  hardly 
justification  for  the  project. 

Thus,  so  long  as  it  is  important  to  maintain 
even  the  semblance  of  so-called  democracy,  gov- 
ernment hardly  dares  pull  the  trigger  against 
physicians  when  they  refuse  to  accept  involun- 
tar\'  serx’itude  at  government  behest.  To  do  so 
not  only  would  destroy  medical  care,  since  phy- 
sicians cannot  practice  unhampered  medicine 
from  jail  cells  or  concentration  camps,  but  also 
would  destroy  once  and  for  all  the  fiction  that 
government  \'alues  medical  care  for  its  o\\m  sake 
rather  than  for  its  gimmick  value  in  e.xpansion  of 
political  power. 

W’hether  Saskatchewan  physicians  foresaw  the 
full  implications  of  their  dramatic  refusal  may  be 
questPmed,  though  undoubtedly  they  recog- 
nized the  risks  involved.  Since  they  lacked  other 
acceptable  choice  the  point  is  inconsequential. 
Paramount  is  the  fact  it  required  fortitude  of  the 
highest  order  to  take  their  totally  unprecedented 
action,  knowing  that  collectivist  government  can- 
not withstand  defiance  or  non-compliance,  but 
not  knowing  the  nature  and  e.xtent  of  the  wrath 
which  certainly  would  be  visited  upon  them  for 
their  lese  majeste.  That  they  continue  to  practice 
the  best  medicine  they  can  in  the  face  of  eco- 
nomic pressures,  reprisals  and  other  harassments 
to  which  they  are  now  subjected  speaks  addi- 
tional volumes  for  their  integrity  and  their 
courage. 


VI  Bait 


With  closure  of  physician  offices  the  situation 
immediately  changed  for  both  disputants.  Phy- 
sicians faced  the  problem  of  what  additional 
moves  they  could  make  in  case  the  government 
remained  adamant.  And  the  government  faced 
the  problem  of  getting  physicians  to  reopen  their 
offices.  It  could  try  further  coercion  or  recede 
from  the  position  taken  with  passage  of  the  gun- 
at-head  “insurance”  law,  knowing  that  either 
could  be  damaging  or  even  might  be  fatal  to 
its  future  political  prospects.  In  effect  the  dis- 
putants found  themselves  tiger  mounted,  facing 
the  problem  of  how  to  dismount  with  the  least 
ensuing  damage. 

Under  such  circumstances,  search  for  a so- 
called  middle  ground  compromise  is  standard. 
But  here  the  dispute  iiiNohed  a principle, 
namely,  people-control  versus  freedom  to  accept 


or  reject.  And  principles  can  only  be  abandoned, 
not  compromised. 

.As  time  passed  and  the  physicians  gave  no 
indication  of  abandoning  their  fight  for  freedom, 
a stand  emphasized  by  several  top-notch  doctors 
leaving  the  province  permanently  to  establish 
practices  elsewhere,  people  began  to  appreciate 
the  merit  of  their  doctors’  position  and  to  display 
a mounting  concern  for  the  status  of  their  medi- 
cal care.  In  turn  this  led  to  increasing  pressure 
upon  the  government  to  settle  the  dispute  in  a 
manner  making  it  possible  for  physicians  to 
return  to  their  normal  practices. 

In  its  predicament  the  government  turned  to 
an  architect,  recently  turned  critic,  of  Britain’s 
socialized  medicine  scheme.  Officials  invited  this 
medical  consultant  and  former  member  of  the 
British  parliament,  rewarded  for  his  services  with 
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a peerage,  to  come  to  Saskatchewan  to  “mediate” 
the  dispute. 

On  first  appearance  the  invitation  seemed  a 
conciliatory  gesture.  But  closer  scrutiny  indi- 
cated otherwise.  Saskatchewan  physicians  had 
no  advance  knowledge  or  intimation  the  govern- 
ment would  entertain  mediation.  Furthermore 
they  were  given  no  voice  whatsoever  in  selection 
of  a possible  mediator.  Conditions  in  Britain 
where  physicians  had  acquiesced  in  the  imposi- 
tion of  socialized  medicine  without  significant 
protest,  did  not  warrant  choice  of  the  nobleman 
as  an  impartial  mediator  under  conditions  pre- 
vailing in  Saskatchewan.  In  spite  of  his  title  and 
prominence,  but  more  likely  because  of  them, 
clearly  he  was  the  government’s  man  in  further 
government  “prestige”  tactics  to  pressure  physi- 
cians into  its  predetermined  line. 

In  the  government’s  previous  resort  to  this 
tactic,  Saskatchewan  physicians  with  their 
“Memorandum  of  Dissent”  avoided  serious  en- 
tanglement. But  this  time  the  problem  was  to 
undo  a fait  accompli,  a much  different  matter. 
Physician  representatives  were  well  aware  that 
“mediation”  was  loaded  against  them;  they  also 
sensed  they  had  been  outmanoeuvered  to  the 
extent  that  to  avoid  further  terrific  smearing  for 
political  purposes  they  had  no  alternative  but  to 
enter  the  proceedings  in  the  remote  hope  that  a 
proven  untrustworthy  government  might  e.xperi- 
ence  a sufficient  change  of  heart  to  work  out  a 
settlement  which  would  be  fair. 

What  transpired  during  the  prestige  baited 
negotiations  which  produced  the  Saskatoon 
Agreement  ( after  the  “mediation”  site ) is  pertin- 


ent, but  too  lengthy  and  intricate  for  detailed 
inclusion  here.  In  summary,  however,  these  fol- 
lowed the  one-step-backward-two-steps-forward, 
collectivist  pattern  previously  mentioned.  By  a 
“concession”  amendment  to  the  so-called  Medical 
Care  Insurance  Act,  physicians  were  “restored”, 
under  extremely  tricky  conditions  permitting  no 
leeway,  the  right  to  treat  people  as  private  pa- 
tients so  long  as  financial  arrangements  remained 
essentially  separate  and  apart  from  the  compul- 
sory government  scheme.  Since  such  patients 
still  are  taxed  for  the  compulsory  scheme,  a sop 
in  the  form  of  reimbursement  provisions  was 
added.  But,  significantly,  the  gun-at-head  legis- 
lation was  not  repealed. 

Today,  with  physician  offices  again  open  for 
private  medical  practice  and  the  government  off 
the  hook  of  its  own  making,  it  might  be  supposed 
conditions  of  relative  tranquility  would  prevail. 
Such  is  not  the  case. 

Through  the  economic  power  resulting  from 
control  of  tax  raised  “medicare”  funds,  through 
financial  pressures  linked  with  reimbursement, 
by  interpreting  the  settlement  to  its  own  liking, 
and  by  such  things  as  urging  formation  of  pri- 
vate patient  medical  “cooperatives”,  employing 
government  tax  supported  salaried  physicians, 
or  encouraging  sabotage  of  the  Saskatoon  Agree- 
ment at  every  opportunity,  the  government  in 
Saskatchewan  maintains  a constant  harrassment 
of  physicians  who  continue  to  defy  it.  Thus, 
Saskatchewan  physicians  are  learning  at  first 
hand  that  in  the  confidence  game  collectivists 
play  agreements  are  merely  tactical  devices  to 
be  honored  only  so  long  as  it  is  to  collectivist 
advantage  to  do  so. 


VII  Blight 


With  sabotage  failure  of  the  Saskatoon  Agree- 
ment, what  of  the  future?  One  prediction  is  as 
good  as  another  under  the  circumstances,  but 
amid  all  the  confusion  certain  realities  stand  out. 

First,  the  Saskatchewan  government,  as  with 
all  collectivist  government,  cannot  successfully 
withstand  defiance  or  ridicule  to  the  point  of 
failure.  Accordingly  it  must  continue  all  possible 
efforts  to  harass,  club  or  cajole  physicians  into  its 
scheme  of  things,  in  keeping  with  collectivist 
tactics  and  necessities. 

During  the  recent  Canadian  national  election 
a representative  candidate  obviously  willing  to 
spread  the  medical  care  gimmick  Dominion  wide 


stated  that  he  looked  for  the  medicare  situation 
in  Saskatchewan  to  settle  down  and  stabilize,  i.e., 
the  government’s  scheme  would  prevail,  in 
“about”  a year.  By  then,  he  explained,  the  doc- 
tors woidd  be  so  tired  and  frustrated  in  their 
opposition  to  government  that  they  would  aban- 
don their  resistance  to  government  take-over.  At 
which  time  the  situation  would  be  ripe  for  his 
party  to  extend  medicare  over  the  entire  nation. 

It  is  true  he  may  have  been  voicing  his  own 
opinion;  or  he  may  have  discussed  the  affair  with 
some  Saskatchewan  government  officials.  In 
either  case  there  is  little  doubt  that  this  is  the 
considered  appraisal  of  the  professional  politi- 
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cian  of  collectix  ist  persuasion,  namely,  physicians 
kept  under  constant  harassment  and  government 
pressures  will  eventually  abandon  their  struggle 
against  government  capture. 

Second,  before  the  events  of  1962,  the  quality 
of  medical  care  a\'ailable  in  Saskatchewan  com- 
pared favorably  \^’ith  the  best  available  any- 
where. This  is  no  longer  true.  QualiU'  became 
impaired  the  moment  certain  specialists  and  other 
capable  physicians  left  the  pro\  ince  permanently 
rather  than  submit  to  conditions  of  involuntary 
servitude.  .\nd  the  end  is  not  yet  in  sight.  Many 
capable  Saskatchewan  physicians  have  qualified 
or  are  qualifying  for  licensure  elsewhere  to  fortify 
themselves  against  the  day  they  may  be  com- 
pelled to  leave  the  pro\  ince  in  order  to  practice 
their  profession  unhampered.  Moreover,  replace- 
ments of  comparable  caliber,  by  reason  of  their 
very  capabilities,  are  certain  to  avoid  the 
pro\'ince  with  its  manufactured  \e.\ations.  And 
if  this  w-ere  not  enough  there  is  the  unnecessary 
burden  placed  upon  physicians  w'ho  do  remain, 
daily  becoming  more  e\'ident,  which  overutiliza- 
tion ine\’itably  places  upon  a medical  system 


built  around  compulsion.  Thus  residents  of  the 
province  seem  assured  a continuing,  increasing, 
and  probably  permanent,  impairment  in  quality 
of  medical  care  available— unless  current  trends 
cannot  only  be  stopped  but  also  reversed. 

Third,  Saskatchewan  physicians  cannot  con- 
tinue the  struggle  indefinite!)'.  Today  for  all 
practical  purposes  they  are  a valiant  band  be- 
sieged by  their  collectivist  government,  fighting 
for  their  professional  and  personal  freedoms.  But 
there  is  a limit  to  their  endurance.  Unless  Sas- 
katchewanians generally  come  to  realize  that 
their  doctors’  plight  is  also  their  own,  and  that 
their  owm  unhampered  medical  care  is  at  stake 
along  w'ith  people  control,  and  that  their  personal 
liv'elihoods  may  w'ell  be  next,  physicians  appear 
to  have  the  bleak  choice  of  trying,  against  ruth- 
less government  odds,  to  fight  their  w'ay  out  to 
freedom  or  of  abandoning  their  homes  in  Sas- 
katchew'an  to  seek  surroundings  more  compatible 
with  professional  or  personal  freedom.  Or  of 
remaining  behind  under  conditions  approxi- 
mating enslavement  w'hich  will  assure  the 
permanence  of  impaired  medical  care. 


VIII  Desiderata 


This  analysis  would  not  be  complete  without 
mentioning  the  possible  effects  on  the  future  of 
medical  care  in  Saskatchewan  of  a final  reality 
protruding  from  the  mess  there. 

Such  is  the  narcotizing  effect  of  gradualism 
that  Saskatchewanians  may  find  it  difficult  to 
realize  that  they  are  being  “had”  in  a gigantic 
confidence  game.  Or  that  government  “planning” 
goes  w’ell  beyond  the  present  medical  care  aspect 
to  the  end  that  individuals  will  be  reduced  to 
permanent  have-not  status,  beholden  to  govern- 
ment at  every  turn,  though  this  will  be  concealed 
or  denied.  But  without  step  by  step  understand- 
ing of  the  intricacies  of  gradualism  to  wiiich  they 
already  have  been  subjected  they  have  only  to 
look  about  them  to  see  the  results.  And  to  make 
comparisons. 

For  nineteen  years  giv'e  or  take  a month  or  so 
Saskatchew'anians  have  enjoyed  the  promised 
blessings  of  the  socialist  brand  of  collecti\ist 
government.  And  for  the  same  period  of  time 
they  have  seen  their  neighbor  prairies  pro\  inces 
of  Alberta  and  Manitoba  surpass  Saskatchewan! 
in  new'  business  created  or  attracted,  in  natural 
resources  discovered  or  developed,  in  population 
increase,  indeed  in  \ irtually  every  category  one 


w ishes  to  mention.  Except  cost  of  government 
and  pyramiding  taxes. 

In  short,  during  this  period  of  time  the  econ- 
omies of  Alberta  and  Manitoba,  without  benefit 
of  socialistic  government,  developed  unprece- 
dented prosperit)-  while  that  of  the  middle 
prairie  pro\  ince  stagnated  or  retrogressed,  largely 
because  collectivist  go\’ernment  by  its  nature  is 
totally  incompatible  w'ith  the  release  of  produc- 
tive human  energy.  Saskatchew'an’s  plight  in 
effect  constitutes  a vote  of  “no  confidence”  stated 
in  terms  of  a free  market  economy’s  most  expres- 
sive ballots— dollars.  And  only  actions  well 
demonstrated  through  performance  are  likely  to 
restore  confidence  sufficiently  to  w'arrant  a diflfer- 
ent  result  in  future  dollar  ballotings. 

It  might  be  assumed  since  this  state  of  affairs 
accumulated  under  a gradualism  linked  w'ith 
politics,  and  in  the  political  arena,  that  correc- 
tions might  be  effected  by  political  action  leading 
to  replacement  of  Saskatchew'an’s  collecti\'ist 
( NDP ) gov'ernment.  Although  interruption  of 
collectivist  continuity  might  be  helpful  any 
assumption  of  cure  seems  unwarranted  consid- 
ering the  nature  of  politics  and  so  long  as  many 
present  attitudes  pre\'ail.  At  the  last  pro\’incial 
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election,  with  medicare  the  dangled  political 
halt,  collectivists  polled  only  about  forty  per 
cent  of  the  popular  vote,  so  clearly  are  in  a 
minority  position  in  terms  of  total  vote  cast. 
But  so  long  as  the  traditional  old-line  parties 
insist  on  three-way  contests  in  all  electoral 
ridings  or  districts,  thus  competing  with  each 
other  for  the  non-collectivist  vote  while  hard 
core  collectivists  with  their  forty  per  cent  bloc 
romp  off  with  victory,  the  margin  is  likely  to 
prove  adequate  to  maintain  collectivist  govern- 
ment in  the  province  indefinitely. 

Undoubtedly  an  astute  politician  could  turn 
the  situation  to  his  personal  or  a non-collectivist 
party’s  advantage.  A first  test  of  this  would  be 
the  ability  to  develop  an  accord  between  the 
traditional  parties  whereby  against  each  NDP 
office  seeker  other  parties  would  back  one  out- 
standing candidate  of  soundness,  regardless  of 
previous  non-collectivist  affiliation,  thus  reducing 
multiway  races  to  straight  two  candidate  con- 
tests. 

But  more  is  needed  than  an  astute  politician. 
The  situation  in  Saskatchewan,  and  for  that 
matter  throughout  the  entire  Dominion,  consti- 
tutes a tremendous,  almost  made  to  order,  oppor- 
tunity for  a leader  of  capacity,  i.  e.,  possessing 
both  ability  and  character,  to  raise  the  banner  of 
soundness  and  integrity— with  none  recognizable 
in  the  offing. 

Should  such  a person  arise  amid  the  situation 


prevailing  in  Saskatchewan,  committed  not  to 
a continuation  of  the  great  confidence  game 
under  different  management  as  witli  our  own 
Labor-Socialist  Establishment,  but  to  an  e.xpos- 
ure  of  the  mess  for  what  it  is  and  a return 
to  integrity,  there  is  just  no  doubt  whatsoever 
he  would  stand  well  above  the  multitude. 
Furthermore,  a person  of  such  stature  conceiv- 
ably could  establish  such  a record  for  wise 
leadership  among  the  many  but  undiscerned 
perils  of  statism  that  he  might  find  his  services 
in  demand  well  beyond  confines  of  the  province. 

Granting  that  the  need  seems  not  for  just 
another  politician  thinking  in  terms  of  the  next 
election,  but  for  a statesman  thinking  in  terms 
of  the  next  and  future  generations,  the  prospect 
for  significant  improvement  even  with  leadership 
of  capacity  is  not  exactly  encouraging. 

For  in  the  face  of  Canada’s  long  toleration  of 
statism  and  related  phenomena  previously  men- 
tioned, a condition  today  paralleled  in  the  United 
States  as  well,  it  may  be  necessary  for  the  estab- 
lishment of  soundness  in  politico-economic  affairs 
including  medicine  that  first  there  must  be 
significant  attitude  changes  amounting  to  a 
spiritual  revolution.  Whether  this  is  probable  or 
even  possible  under  prevailing  conditions  is 
something  which  only  the  passage  of  time  will 
disclose.  ® 

433  Medical  Arts  Bldg.  (5) 

(Dr.  Leitch) 
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Pulmonary  Physiology  in  Clinical  Practice 

J ib.  Recognition  and  Treatment  of  Respiratory  Failure 


respiratory 

DISEASE  WARD 


D 


WILLIAM  R.  PACE,  JR.,M.D.  Seattle,  Washington 


The  use  (and  abuse)  of  intermittent  positive 
pressure  breathing  ( IPPB ) de\  ices  for  tlie 
treatment  of  both  acute  and  chronic  respira- 


From  the  Cardio-Pulmonary  Laboratory,  Providence  Hos- 
pital Heart  Center,  Seattle. 


tory  failure  has  become  increasingly  popular 
during  the  past  few  years. 

It  will  be  recalled  that  flow  proceeds  through 
a system  of  conduits  from  areas  of  higher  pres- 
sure toward  areas  where  the  pressure  is  lower. 
The  negative  intrathoracic  pressure  produced  by 
the  expanding  thorax  during  normal  inspiration 
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results  in  a pressure  difference  between  the 
mouth  and  the  alveolus  which  favors  the  flow 
of  gases  toward  the  latter.  Since  the  factor  gov- 
erning direction  and  amount  of  flow  is  primarily 
the  pressure  difference  (or  gradient)  between 
mouth  and  alveolus,  it  does  not  matter  whether 
this  difference  is  produced  by  lowering  the  intia- 
thoracic  pressure  a few  centimeters  of  ILO,  or 
raising  the  pressure  at  the  mouth  an  equivalent 
amount;  either  will  cause  gas  to  flow  toward  the 
area  of  lower  pressure  until  pressures  at  both 
ends  of  the  system  become  equal.  Conditions  are 
of  course  reversed  during  expiration,  when  intra- 
thoracic  pressure  is  increased  by  recoil  contrac- 
tion of  the  lungs  and  thorax,  and,  in  the  case  of 
IPPB,  pressure  at  the  mouth  is  lowered  back  to 
atmospheric  level. 

The  invention  of  the  IPPB  principle  in  the 
treatment  of  acute  respiratory  failure  perhaps 
preceded  the  dawn  of  written  history;  no  one 
knows  just  when  mouth-to-mouth  resuscitation 
was  first  attempted.  The  automatic-cycling  IPPB 
valve  devices  currently  used  in  respiratory  treat- 
ment have  evolved  for  the  most  part  from  re- 
search done  in  the  field  of  aviation  medicine 
during  and  shortly  following  World  War  II. ^ 

types  of  respirators 

One  of  the  first  practical  IPPB  devices  used 
clinically  was  the  pneumatic  balance  resuscitator. 
This  respirator,  which  was  developed  by  the 
Army  Air  Force  toward  the  end  of  World  War 
II,  was  a small,  compact  instrument  which  em- 
ployed pressure-sensitive,  air-balanced  valves  to 
control  cycling.  It  contained  no  springs,  and  its 
only  moving  parts  were  two  rubber  diaphragms. 

The  next  few  years  saw  numerous  modifi- 
cations.Pressure-sensitive,  spring-loaded  valves 
were  added.  “Suck  and  blow”-type  respirators 
were  developed,  whieh  utilized  a Venturi  for 
negative  pressure  during  expiration.  Ultimately, 
respirators  were  produced  which  allow  varying 
of  line  pressure,  inspiratory  and  expiratory 
cycling  rate,  inspiratory  and  expiratory  flow 
rates,  and  expiratory  pressure,  separately  or  in 
various  combinations. 

Many  makes  of  IPPB  respirators  are  available 
commercially  for  clinical  use.  Among  the  more 
popular  of  these  are  the  Bird,  the  Bennett,  and 
the  Emerson.  In  my  own  experience  I have  found 
the  Bird  respirator  to  be  a most  useful  and  versa- 
tile instrument.  With  it,  one  may  adjust  flow  rates 
and  cycling  sensitivities  optimally  to  the  individ- 
ual patient.  This  very  feature,  however,  consti- 


tutes one  of  its  major  liabilities  when  its  usage 
with  patients  is  not  supervised  by  well  trained 
personnel.  Most  staff  nurses  and  ward  aides  are 
familiar  with  neither  general  principles  of  res- 
piratory physiology  nor  specific  details  of  oper- 
ating respirator  equipment.  Particularly  in  the 
treatment  of  chronic  respiratory  failure,  the  use 
of  this  flexible  instrument  can  be  detrimental 
unless  careful  adjustment  to  the  patient  is  con- 
stantly maintained.  Another  disadvantage  of  the 
Bird  respirator  is  that  it  is  priced  considerably 
higher  than  some  of  the  other  available  IPPB 
devices. 

The  body,  or  “tank”  respirators  ( of  the  Drinker 
type)  ventilate  the  patient  by  altering  the  pres- 
sure around  the  body  rather  than  at  the  mouth. 
The  pressure  inside  the  tank,  being  transmitted 
across  the  thoracic  wall,  establishes  a pressure 
difference  between  mouth  and  alveolus.  This 
differs  from  the  above-described  IPPB  devices 
only  in  that  the  pressure  change  is  applied  at 
the  other  end  of  the  system.  The  major  disadvan- 
tages of  the  tank-type  respirator  are  its  size,  com- 
plexity, inconvenience  of  operation,  expense,  and 
total  dependency  on  uninterrupted  power  source. 
Some  of  these  disadvantages  are  reduced  in  the 
cuirass-type  respirator,  which,  while  employing 
the  principles  of  the  tank  respirator,  is  designed 
to  fit  more  conveniently,  encompassing  only  the 
thorax  and  upper  abdomen  of  the  patient. 

effect  on  cardiovascular  system 

In  normal  respiration,  negative  intrathoracic 
pressure  during  the  inspiratory  phase  favors  in- 
creased filling  of  the  right  heart  and  increased 
stroke  volume  during  this  interval.  With  posi- 
tive pressure  inspiration,  however,  this  situ- 
ation is  reversed.  In  those  patients  whose  cir- 
culation is  already  compromised  the  decrease  in 
stroke  volume  during  the  inspiratory  phase  of 
IPPB  may  become  critical.  This  deleterious  effect 
may  be  compensated  to  some  extent  by  adjusting 
the  cycling  to  allow  enough  expiratory  time  for 
the  cardiac  output  to  catch  up  with  any  decrease 
it  may  suffer  from  the  increased  intrathoracic 
pressure  during  inspiration. 

Under  most  conditions,  the  increase  in  right 
atrial  pressure  produced  by  IPPB  causes  a sec- 
ondary rise  in  peripheral  venous  pressure  which 
re-establishes  the  venous  gradient  and  restores 
the  rate  of  return  of  blood  from  the  peripheral 
circulation  to  the  heart.  When  sympathic  path- 
ways are  inactivated  (high  spinal  anesthesia, 
medication  with  ganglionic  blocking  drugs,  etc. ) 
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this  increase  in  peripheral  \enons  pressure  may 
fail  to  occur.  As  a result,  cardiac  output  may 
drop  and  arterial  blood  pressure  may  fall. 
Therefore,  IPPB  may  be  hazardous  for  patients 
in  whom  the  responses  of  the  sympathetic  ner- 
\ous  system  are  impaired.  The  same  danger 
e.xists  for  patients  suffering  from  hemorrhagic 
shock,  in  whom  the  \asomotor  compensatory 
mechanisms  ha\e  already  been  ma.ximally 
utilized. 

in  the  apneic  subject 

Complete  cessation  of  respiration  presents 
probably  the  most  dramatic  and  most  important 
emergency  e\^er  to  face  the  clinician.  No  matter 
what  may  be  the  precipitating  cause  of  this 
state,  N’entilation  must  be  restored  in  the  apneic 
patient  within  minutes  if  he  is  to  remain  alive. 
This  must  be  accomplished  with  whatever  means 
are  immediateb’  at  hand.  Mouth-to-mouth  resus- 
citation should  be  begun  and  continued  until 
respirator  equipment  can  be  obtained. 

Proper  positioning  of  the  head  in  relation  to 
the  body,  for  minimal  resistance  to  pulmonary 
ventilation,  is  a most  critical  factor  in  resuscitat- 
ing an  apneic  subject.  The  body  should  be  flat, 
or  in  slight  Trendelenburg,  the  head  hyperex- 
tended,  and  the  lower  jaw  supported  from  below. 
If  at  all  possible,  a cuffed  endotrachial  tube 
should  be  inserted;  this  makes  possible  effective 
ventilation  with  much  lower  pressures,  while 
prox’iding  efficient  access  for  sucking  excess 
fluids  and  secretions  from  the  airways. 

The  apneic  subject  should  always  be  \enti- 
lated  with  100  per  cent  o.xygen  if  this  is  available. 
It  is  certainly  unreasonable  to  be  concerned  at 
this  stage  about  maintaining  a partial  degree  of 
hypoxia  in  the  forlorn  hope  that  this  may  stimu- 
late spontaneous  \'entilatory  drive.  It  would  be 
equally  ridiculous  to  add  5 percent  carbon  di- 
oxide to  the  breathing  mixture  ( as  has  sometimes 
been  done),  in  the  specious  belief  that  it  will 
ser\e  as  a \entilator>'  stimulant.  The  apneic 
patient  is  already  hypercarbic,  and  addition  of 
CO2  to  the  breathing  mixture  will  only  increase 
his  acidosis. 

It  is  also  unlikeh'  that  one  need  be  concerned 
about  the  danger  of  over-ventilating  the  patient 
suffering  from  acute  respiratory  failure  with  any 
of  the  commonly  used  IPPB  respirattns.  Ventila- 
tory rates  of  five  to  fifteen  liters  per  minute 
should  not  effect  enough  change  in  pH  and  Pco^ 
to  produce  any  clinical  sign  of  alkalosis.  Studies 
ha\'e  shown  no  exidence  of  acapnia  or  tetany 


even  after  hyperventilation  at  rates  of  more  than 
15  liters  per  minute. 

It  is  important  that  the  mask  pressure  curve 
(pressure  applied  at  mouth  level  during  inspir- 
ation ) should  increase  gradually  to  a peak  not 
higher  than  about  25  centimeters  of  water,  and 
then  drop  rapidly  after  reversal.  It  is  also  im- 
portant that  the  total  inspiratory  time  not  exceed 
the  total  expiratory  time  (during  which  no  posi- 
tive pressure  is  applied  at  the  mouth),  since  this 
allows  time  for  enough  heartbeats  of  higher 
stroke  \olume  during  expiration  to  compensate 
for  those  of  decreased  stroke  volume  which  occur 
during  the  positix’e  pressure,  inspiratory  cycle. 

A x'ital  consideration  in  the  use  of  intermittent 
positive  pressure  breathing  for  any  condition  is 
the  maintenance  of  adequate  moisture  content 
of  the  gas  mixture  being  blown  into  the  airw'ays. 
All  personnel  responsible  for  the  management 
of  patients  using  IPPB  respirators  should  be 
constantly  admonished  to  necer  let  the  nebulizer 
run  dry! 

IPPB  in  chronic  respiratory  failure 

The  basic  principles  described  above  for  treat- 
ment of  apneic  patients  are  equally  applicable 
to  the  use  of  IPPB  therapy  in  certain  chronic 
respiratory  conditions. 

In  the  treatment  of  chronic  obstructive  lung 
disease,  IPPB  has  been  found  more  effective  in 
the  early  and  moderately  advanced  stages  wdien 
spasm  and  edema  of  the  terminal  bronchioles 
still  predominate.  In  the  end  stages  of  diffuse 
obstructive  pulmonary  syndrome  (DOPS), 
when  there  is  loss  of  alveolar  elasticity,  rupture 
of  the  walls,  and  obliteration  of  the  capillaries, 
frequent  treatment  with  IPPB  may  be  palliative, 
but  its  effect  usually  w’ears  off  after  one  to 
several  hours.  At  this  terminal  stage  of  emphy- 
sematous disease,  how'ever,  it  does  offer  a safer, 
more  efficient  means  of  administering  o.xygen. 

In  treatment  of  chronic  bronchiectasis,  the 
beneficial  results  obtained  from  IPPB  therapy 
are  chiefly  from  promoting  better  bronchial 
drainage  and  e.xpectoration  of  sputum.  It  can 
be  a useful  adjunct  to  postural  drainage. 

In  patients  with  pneumoconiosis  and  pulmon- 
ar\’  fibrosis  from  other  causes,  IPPB  therapy  has 
been  found  to  produce  striking  improvement, 
both  clinically  and  in  findings  on  spirometric 
studies.  It  is  most  useful  in  these  disorders  if 
treatment  is  instituted  before  the  development 
of  extensive  bullous  emphysema.  IPPB  therapy 
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has  also  been  reported  as  being  more  lielpfiil 
in  treatment  of  cor  pulmonale  than  any  other 
method  of  treattnent,  with  the  possible  exception 
of  phlebotomy. 

IPPB  therapy  is  useful  chiefly  as  an  adjunct 
to  other  treatment  in  bronchial  asthma.  It  pro- 
vides a more  effective  means  of  administering 
bronchodilator  aerosols.  It  does  not,  however, 
supplant  other  means  of  treatment,  such  as  I-V 
fluids,  iodides,  epinephrin,  steroids,  etc. 

use  of  IPPB  for  outpatient  treatment 

It  is  difficult  to  envision  any  chronic  respir- 
atory condition  that  would  be  greatly  benefited 
from  application  of  IPPB  therapy  less  frequently 
than  several  times  daily.  For  this  reason,  if  for 
no  other,  it  would  seem  that  IPPB  therapy  for 
chronic  respiratory  disease  can  be  most  effica- 
cious only  when  used  by  trained  personnel  in 
hospitals  or  similar  inpatient  institutions,  or  pos- 
sibly in  the  patient’s  home. 

therapeutic  gases 

Oxygen,  helium,  and  carbon  dioxide  are  the 
three  gases  commonly  available  for  medical  use. 

Carbon  dioxide  is  obtained  in  5%,  7%,  and  10% 
mixtures  with  oxygen.  \Adiile  in  the  past  its  use 
has  sometimes  been  suggested  as  a respiratory 
stimulant,  our  present  concepts  lead  us  to  be- 
lieve that  this  gas  is  never  indicated  for  inhala- 
tion therapy  in  respiratory  failure.  It  is  still 
sometimes  used  in  the  treatment  of  hiccups. 

helium 

Helium  is  commonly  used  in  an  80%  mixture 
combined  with  oxygen,  on  the  theory  that  re- 
placement of  the  nitrogen  content  of  air  with 
a light,  inert  gas  will  provide  a gas  mixture 
which  may  be  transported  through  the  airways 
with  less  ventilatory  effort.  Unfortunately,  this 
thesis  is  only  partially  true.  The  resistance  to 
flow  of  any  gas  through  the  airways  depends 
upon  two  factors,  weight  and  viscosity.  While 
the  helium-oxygen  mixture  is  much  lighter  than 
air,  its  viscosity  is  actually  greater.  In  those 
portions  of  the  airways  where  flow  is  turbulent, 
the  weight  of  the  gas  is  the  more  important  factor 
in  determining  resistance.  Thus,  in  the  upper 
airways  ( larynx,  trachea,  and  mainstem  bronchi ) 
where  turbulence  is  ordinarily  present,  the  use 
of  the  helium-oxygen  mixture  may  provide  a 
decided  advantage.  In  the  more  peripheral  air- 
ways, however,  helium  offers  no  lesser  resistance 
to  the  laminar  flow  of  gases  which  is  thought 


to  occur  at  this  area;  in  fact,  its  viscosity  may 
even  be  slightly  disadvantageous. 

In  some  bronchospastic  conditions  (bronchial 
asthma)  it  is  possible  that  air  flowing  past  con- 
stricted areas  in  the  smaller  bronchi  may  be- 
come turbulent  at  this  level.  This  may  account 
for  the  clinical  improvement  which  sometimes 
appears  in  patients  with  status  asthmaticus  when 
they  are  placed  on  helium-o.xygen  breathing 
mixtures. 

One  disadvantage  encountered  with  helium- 
oxygen  mixture  breathing,  however,  is  that  it 
interferes  with  production  of  a strong,  forceful 
cough.  A strong  and  effectual  cough  can  be 
best  produced  if  the  lungs  are  filled  with  a 
denser  gas  under  pressure  prior  to  its  expulsion. 

oxygen  therapy 

Breathing  100%  o.xygen  (in  normal  subjects) 
raises  the  partial  pressure  of  oxygen  in  the  arter- 
ial blood  to  approximately  640  mm  of  mercury, 
as  compared  to  a partial  pressure  of  approxi- 
mately 95  mm  of  mercury  when  the  breathing 
mixture  is  atmospheric  air.  In  patients  who  are 
unable  to  o.xygenate  their  arterial  blood  while 
their  alveoli  are  being  ventilated  with  atmos- 
pheric air,  oxygen  inhalation  may  provide  a 
means  of  correcting  hypoxia. 

In  those  patients  with  alveolar-capillary  block 
(diffusion  impairment),  inhalation  of  oxygen- 
enriched  breathing  mixtures  is  the  only  means 
by  which  hypoxia  can  be  corrected.  Thus,  oxygen 
inhalation  may  become  an  essential  means  of 
therapy  (or  even  maintenance  of  life)  for  some 
patients  in  advanced  stages  of  silicosis,  byssin- 
osis,  asbestosis,  thesaurosos,  berylliosis,  sarcoid- 
osis, Hamman-Rich  syndrome,  and  other  pulmon- 
ary disorders  which  produce  diffusion  defects. 

For  patients  suffering  from  right  heart  failure 
secondary  to  pidmonary  disease  (cor  pulmon- 
ale), correction  of  hypoxia  offers  the  two-fold 
advantage  of  reversing  the  polycythemia  which 
is  present  and  decreasing  pulmonary  hyperten- 
sion by  reflex  effect  on  the  pulmonary  circulation. 

It  also  enhances  the  effectiveness  of  digitalis, 
diuretics  and  salt  restriction,  and  other  measures 
used  in  the  treatment  of  the  cardiac  failure. 

Patients  with  severe,  chronic  pulmonary  em- 
physema whose  hypoxia  limits  their  physical 
activity  for  a prolonged  period  of  time  commonly 
suffer  from  disuse  atrophy  of  the  musculoskeletal 
system.  This  in  turn  creates  something  of  a 
vicious  circle,  with  the  increased  muscular  impair- 
ment further  limiting  their  ability  to  ventilate 
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their  already  hypoventilated  lungs.  Often,  with 
an  oxygen -enriched  breathing  mixture,  these  pa- 
tients may  be  enabled  to  perform  physical  e.xer- 
cise  which  will  help  to  restore  their  muscular 
structure  and  thereby  improve  their  ventilatory 
defect. 

Obviously,  hypo.xia  from  some  causes  cannot 
be  greatly  benefited  by  oxygen  inhalation  alone, 
and  other  measures  are  indicated.  For  example, 
inhaling  100?  o.xygen  provides  improvement  for 
patients  w'ith  arterio-venous  shunts  only  by  the 
minimal  increase  in  oxygenation  effected  when 
additional  o.xygen  dissolves  in  the  plasma  at  the 
higher  O2  tension.  Patients  whose  hypoxia  is 
due  to  severe  anemia  may  be  improved  to  a 
measurable  extent  only  by  replacement  of  the 
hemoglobin  in  order  that  adequate  amounts  of 
oxygen  may  be  transported  to  the  tissues. 

oxygen  administration 

The  usual  methods  of  administering  o.xygen 
are  by  the  use  of  tents,  catheters,  cannulas,  and 
masks. 

The  method  chosen  will  depend  in  any  parti- 
cular case  on  the  relative  importance  of  four 
factors;  1)  concentration  of  o.xygen  desired,  2) 
comfort  of  the  patient,  3)  comple.xity  of  admin- 
istration, and  4)  expense. 

The  o.xygen  tent  still  provides  the  most  com- 
fortable method  of  oxygen  therapy.  Temperature 
and  humidity  are  controlled,  and  the  patient  is 
not  disturbed  or  irritated  by  having  anything 
in  his  nose  or  mouth  or  on  his  face.  The  oxygen 
tent,  however,  has  the  disadvantages  of  being 
the  most  expensive,  the  least  efficient,  and  the 
most  troublesome  of  all  methods. 

A nasal  catheter  provides  a high  o.xygen  con- 
centration at  low  cost,  and  administration  by  this 
method  is  extremely  simple.  But  most  patients 
find  this  method  e.xtremely  annoying.  The  use 
of  the  newer  plastic  nasal  cannula  finds  con- 
siderably greater  acceptance  from  patients,  and 
is  comparable  to  the  catheter  method  in  cost, 
ease  of  administration,  and  concentration  of  the 
gas  deliv'ered. 

Several  different  masks  have  been  designed 
for  o.xygen  inhalation.  These  are  either  of  the 
rebreathing  or  of  the  reservoir  types.  The  reser- 
voir mask  has  a valve  between  the  mask  proper 
and  the  reservoir  bag,  vv'hich  allows  gas  to  be 
dravvm  from  the  bag  during  inspiration  but  pre- 
vents any  return  of  gas  from  mask  to  bag  during 
expiration,  and  forces  e.xpired  gas  to  be  expelled 
through  a flutter  valve  on  the  front  of  the  mask. 


The  mask  methods  of  administration  are  the 
most  efficient  from  the  standpoint  of  oxygen 
concentration  delivered.  Cost  of  using  this 
method  is  comparable  to  the  cannula  and  the 
catheter,  and  administration  is  not  too  difficult. 
Masks  are  poorly  tolerated  by  patients,  how- 
ever, particularly  when  prolonged  administration 
is  required. 

humidification 

Continued  inhalation  of  dry  gases,  in  addition 
to  being  uncomfortable  and  irritating,  is  deleteri- 
ous to  the  airways.  In  traversing  the  respiratory 
tubes,  the  dry  gases  extract  moisture  from  the 
surface  of  the  respiratory  mucosa  to  become 
saturated.  This  leaves  dry,  thick,  tenacious  secre- 
tions, which  obstruct  the  smaller  airways  and 
interfere  with  ventilation. 

The  “bubbling  bottle”  commonly  used  to 
“humidify”  o.xygen  before  its  delivery  to  the 
patient  is  an  ineffectual  apparatus.  More  effi- 
cent  is  the  heated,  coiled  tube,  lined  with  a 
porous  fabric  which  is  kept  constantly  moistened 
with  water.  In  this  tube  the  dry  gas  from  the 
tank  source  becomes  saturated  with  water  vapor 
as  it  passes  through  the  coil  before  it  is  inhaled 
by  the  patient.  “Fog”-producing  devices  have 
also  proved  effective.  Nebulization,  which  was 
discussed  earlier,  with  production  of  an  aerosol 
mist,  probably  provides  the  most  effective 
method  of  humidifying  gases  for  inhalation 
treatment. 

hazards  of  oxygen  therapy 

Reference  has  been  made  previously  to  the 
danger  of  respiratory  suppression  which  may 
occur  in  patients  suffering  from  hypercarbia, 
from  breathing  high  concentrations  of  oxygen. 
Administration  of  oxygen  by  IPPB  respirator  wall 
avoid  this  difficultvx  The  likelihood  of  this  occur- 
rence may  also  be  decreased  by  using  a lower 
concentration  of  oxygen  (or  delivering  it  to  the 
patient  through  an  open  system  at  low^er  flow' 
rates ) . 

It  is  ahvays  w'ise  to  limit  the  increase  in  oxygen 
in  the  breathing  mixture  to  that  amount  required 
to  correct  the  arterial  hypoxia  wdiich  is  present. 
Whenever  possible  in  those  patients  requiring 
prolonged  maintenance  on  O2  therapy  the  opti- 
mal concentration  should  be  determined  by 
doing  arterial  blood  gas  studies,  since  there  is 
no  other  wary  of  knowing  precisely  when  the 
arterial  blood  has  become  saturated  wath  oxygen. 

Other  potential  deleterious  effects  include  the 
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increased  susceptibility  to  postoperative  atelec- 
tasis of  patients  breathing  oxygen,  and  retrolental 
fibroplasia  in  infants. 

breathing  exercises 

Patients  suffering  from  chronic  obstructive 
bronchopulmonary  disease  may  be  able  to  im- 
prove the  efficiency  of  their  ventilation  if  they 
can  be  taught  optimal  utilization  of  their  breath- 
ing mechanics.''  This  consists  mainly  of  the  pa- 
tient’s learning  to  make  as  much  use  as  possible 
of  his  diaphragmatic  muscles  during  inspiration 
and  expiration. 

It  is  helpful  to  suggest  to  the  patient  that  he 
imagine  he  is  filling  his  abdomen  with  each 
inspiration.  He  may  also  be  asked  to  lie  on  his 
back,  place  a book  on  his  adbomen,  and  try  to 
make  it  rise  as  high  as  possible  each  time  he 
inhales.  He  may  also  be  taught  to  walk,  stand, 
or  sit  in  a leaning-forward  position.  Breathing 
with  lips  pursed  during  expiration  will  be  found 
helpful;  actually,  most  patients  with  chronic  em- 
physema will  have  long  since  discovered  this 
for  themselves. 

The  use  of  an  intermittent  positive  pressure 
breathing  device  may  be  a useful  adjunct  in 
teaching  diaphragmatic  breathing  to  the  patient. 

Numerous  devices  have  been  recommended 
for  the  improvement  of  breathing  of  patients 
with  obstructive  lung  disease.  This  list  includes 
such  items  of  equipment  as  tilt-tables  and  -chairs, 
oscillating  beds,  and  diaphragm-supporting  belts. 

head-down  position 

Barach  and  Beck  have  advocated  placing  pa- 
tients with  ventilatory  impairment  from  pulmon- 
ary emphysema  in  a position  with  head  tilted 
downward,  the  body  lying  at  an  angle  15  to  30 
degrees  from  the  horizontal.®  Patients  treated 
by  this  method  reported  striking  relief  of  dys- 
pnea, and  this  was  accompanied  by  increased 
diaphragmatic  excursion  with  breathing  and  a 
marked  decrease  in  minute  volume  of  ventilation. 
Sixty  percent  of  these  patients  had  an  increased 
arterial  oxygen  saturation  after  45  minutes. 

The  advantages  obtained  from  this  method  of 
treatment  apparently  result  from  the  increased 
efficiency  of  alveolar  ventilation  of  the  lower 
lobes  as  a result  of  the  diaphragmatic  breathing 
made  possible  by  gravity  pressure  of  the  abdom- 
inal viscera  on  the  diaphragm. 

artificial  pneumoperitoneum 

The  efficiency  of  diaphragmatic  breathing 


may  be  improved  by  institution  of  artificial 
pneumoperitoneum.  An  investigation  of  pulmon- 
ary function  in  a group  of  patients  so  treated 
revealed  striking  clinical  improvement  in  40  per- 
cent, moderate  improvement  in  20  percent,  and 
no  improvement  in  40  percent."  The  clinical 
improvement  was  found  associated  with  in- 
creased inspiratory  capacity  and  maximal  breath- 
ing capacity,  and  reduced  residual  volume,  total 
lung  capacity,  and  residual  volume  to  total  lung 
capacity  ratio.  In  addition,  those  patients  who 
experienced  improvement  also  showed  an  in- 
creased arterial  oxygen  saturation  and  decreased 
COo  retention.  Decreased  cardiac  output,  varying 
from  10  to  .30  percent,  was  reported  in  all  pa- 
tients. 

tracheal  fenestration 

Tracheal  fenestration  is  a surgically-produced, 
permanent  opening  in  the  trachea,  covered  by 
two  overlapping  lip-like  flaps,  which  remain 
closed  unless  opened  by  the  patient.^"  By  opening 
the  flaps  the  patient  may  aspirate  his  own  tra- 
cheobronchial tree  with  a catheter. 

With  the  osteum  open  approximately  50  to  60 
ml  of  dead  space  is  eliminated,  theoretically  in- 
creasing the  efficiency  of  the  alveolar  ventilation. 
Some  studies  have  indicated,  however,  that  most 
patients  merely  decrease  their  tidal  volume  an 
amount  equivalent  to  the  eliminated  dead  space, 
leaving  their  effective  alveolar  ventilation  at  the 
same  level. 

Current  opinion  as  to  the  effieaey  of  this 
procedure  varies  from  enthusiasm  to  disappoint- 
ment, and  it  is  perhaps  too  early  at  this  time  to 
evaluate  its  usefullness  in  treatment  of  chronic 
respiratory  disease. “• 

ventilatory  stimulants 

Various  drugs  have  been  used  as  respiratory 
stimulants.  None  has  been  shown  in  the  past 
to  have  a specific  effect  in  driving  ventilation. 

During  the  past  two  years  much  interest  has 
been  evoked  in  the  use  of  vanillic  di-ethylamide 
(Emivan)  in  acute  respiratory  failure  and  COo 
retention.  While  initial  reports  of  the  use  of  this 
drug  are  fairly  enthusiastic,  further  evaluation 
is  necessary  before  its  true  efficacy  can  be  deter- 
mined.”'® 

other  drugs 

The  judicious  use  of  antibioties  is  one  of  the 
most  important  factors  in  treatment  of  respir- 
atory disease.  Wherever  possible,  culture  and 
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sensitivit)’  studies  should  be  fully  utilized  to 
make  antibiotic  therapy  specific  for  the  offending 
pathogen. 

Oral  bronchodilators,  iodides,  and  steroids 
have  well  established  their  usefullness  in '-the 
treatment  of  obstructive  bronchopulmonary  dis- 
orders. Aminophylline  is  a clinicalK'  useful  com- 
pound when  administered  orally,  rectally,  or 
intravenously. 

Steroid  therapy  has  proven  valuable  in  many 
respiratory  conditions  in  which  an  inflammatory 
process  plays  a part.  This  is  particularly  true  in 
certain  of  the  granulomatous  lesions.  In  some 
cases,  processes  which  have  actually  produced 
aheolar-capillary  membrane  thickening  may  be 
arrested  and  even  reversed. 

\\’hen  cardiac  decompensation  from  cor  pul- 
monale enters  the  picture,  digitalis  and  diuretics 
are  indicated.  Diamo.x,  which  has  been  fre- 
quenth'  advocated  as  a useful  drug  in  respiratory 
failure,  is  probably  more  useful  for  its  diuretic 
effect  than  any  effect  it  may  have  in  eliminating 
carbon  dio.xide. 

The  small  amount  of  space  here  apportioned 
to  the  drugs  and  medications  used  in  treatment 
of  respiratory  failure  is  in  no  way  intended  to  in- 
fer their  lesser  importance  in  the  management  of 
this  problem.  It  is  rather  because  of  my  feeling 
that  the  reader  may  be  less  familiar  with  those 
subjects  considered  in  the  preceding  sections  that 
1 have  dealt  with  them  at  so  much  greater  length 
and  detail. 

conclusion 

In  concluding  this  series  it  is  my  sincere  hope 
that  the  clinician  reader  may  have  discovered 
from  these  articles  more  common  ground  e.visting 
between  himself  and  the  pulmonary  physiologist 
than  he  may  have  heretofore  realized.  1 also 
hope  that  he  will  have  found  some  of  the  mat- 
ters he  had  considered  comple.x  to  be  simple,  and 
some  of  the  things  he  had  previously  felt  to  be  of 


only  academic  interest  to  be  practical  and  use- 
ful to  him  in  his  work.  ■ 
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General  Considerations  of  a Medical  Partnership 

WILLIAM  SNELL,  M.  D.,  Portland,  Oregon 


I nterns  and  residents  occasionally  launch  their 
careers  in  medicine  with  uncertainties  regarding 
group  practice,  and  several  of  these  young  doctors 
have  solicited  advice  from  me  during  the  past 
decade.  Absence  of  personal  experience  made  it 
difficult  for  me  to  offer  valid  suggestions,  but 
this  lack  of  first  hand  knowledge  prompted  me 
to  collect  information  from  others  of  experience. 
Valuable  items  considered  in  medical  partner- 
ships have  been  generously  furnished  to  me  by 
Justice  Arno  Denecke,  Attorney  A.  L.  Parks,  and 
scores  of  colleagues.  These  include  doctors  who 
have  enjoyed  many  years  of  satisfactory  rela- 
tionships as  well  as  those  who  have  endured 
unsuccessful  partnership  experiences,  and  their 
contributions  allow  this  compilation. 

The  partners  are  joined  to  a common  objective: 
first-rate  medical  care  of  the  patient.  And  doctors 
would  seem  to  agree  that  a smooth  running  part- 
nership functions  more  effectively  and  provides 
better  medical  service.  The  quality  of  medicine 
is  not  enhanced  when  practice  agreements  break 
down,  and  oftimes  these  breakdowns  may  be 
avoided  by  more  careful  planning  of  the  partner- 
ship. 

The  following  comments  and  questions  are 
tendered  for  consideration  only,  in  the  hope  that 
they  will  be  helpful  in  providing  good  medical 
care.  May  I emphasize  that  no  uniformly  right 
or  wrong  choice  exists.  For  each  individual 
situation  only  the  partners  have  the  answers  best 
suited  to  their  needs,  but  the  following  items  may 
merit  discussion  by  the  doctors  forming  the 
partnership.  Dispassionate  and  impersonal  dis- 
cussions that  precede  possible,  future  difficulties 
may  produce  better  solutions  than  lengthy  dis- 
cussion of  a problem  after  it  has  occurred. 

implied  partnerships 

A medical  partnership  is  an  association  of  two 
or  more  doctors  operating  as  co-owners  of  a 
medical  practice  for  profit.  The  essential  test 
of  the  existence  of  a partnership  is  the  existence 
of  an  agreement  between  the  individuals  to  act 
as  partners;  however,  no  formal  agreement  is  re- 
quired. A partnership  may  even  be  implied  by 
the  conduct  of  the  doctors  who  control  a particu- 
lar practice.  If,  as  a consequence  of  prior  acts,  the 
doctors  have  actually  assumed  this  relationship  in 


dealing  with  third  parties,  the  law  will  treat  them 
as  partners  despite  the  fact  that  they  did  not 
intend  to  enter  into  that  relationship.  Such  an 
implication  could  be  derived  by  doctors  sharing 
in  office  expense  hut  not  the  profits,  by  including 
both  their  names  on  letterheads  or  prescription 
blanks,  or  by  referring  habitually  to  each  other 
as  “my  partner”  even  when  unintended.  A part- 
nership has  been  declared  to  exist  if  the  doctors 
act  as  principals  in  carrying  on  a mutual  practice, 
if  profits  or  losses  are  shared  in  some  definite 
ratio,  or  if  the  doctors  are  co-owners  of  property 
acquired  in  the  practice,  such  as  office  furniture 
or  x-ray  equipment. 

legal  partnership 

The  relationship  of  doctors  as  partners  can 
easily  be  controlled  and  well  defined  by  an  agree- 
ment between  themselves.  In  the  absence  of  some 
definite  agreement,  the  law  will  provide  for 
certain  definite  relationships,  such  as  equality 
in  the  sharing  of  profits  and  losses.  Therefore  it 
is  not  only  desirable  to  establish  the  partnership 
arrangement  in  writing  but  probably  unwise  not 
to  do  so.  The  death  of  a partner  automatically 
terminates  an  existing  partnership,  but  this  does 
not  prevent  the  surviving  partners  from  establish- 
ing a new  partnership  by  a new  agreement. 

liability  of  partners 

Since  a partnership  is  not  ordinarily  regarded 
as  an  entity  separate  from  the  persons  who  com- 
pose it,  each  partner  possesses  the  power  to  hind 
the  firm  and  partners,  and  the  partners  are  in- 
dividually liable  for  any  debts  incurred  by  the 
group  in  the  conduct  of  their  partnership  busi- 
ness. If  one  of  the  doctors  purchases  an  e.xpensive 
item  of  medical  equipment  and  fails  to  pay  for 
it,  the  equipment  company  could  probably  suc- 
cessfully maintain  that  the  debt  for  this  equip- 
ment is  a debt  of  all  doctors  if  they  are  regarded 
as  partners. 

military  duty 

Even  during  peace  time,  military  service  may 
interrupt  a young  physician’s  career,  and  the 
effect  of  voluntary  or  enforced  military  service 
may  alter  the  terms  of  the  partnership.  Does  the 
individual  progress  within  the  partnership  during 
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his  absence  for  military'  dut\  ? ^^’hat  effect  does 
tliis  absence  ha\  e upon  his  receipts,  salary,  or  his 
share  of  partnership  expenses  while  he  is  in  the 
military  ser\  ice? 

specialty  boards 

Final  certification  by  specialty  boards  for  those 
individuals  who  have  completed  prescribed  resi- 
dency training  does  not  usually  occur  until  a 
period  of  practice  has  been  completed,  ^^’hat 
effect  does  the  procurement  of  anticipated  board 
certification  have  on  an  individual’s  progression 
within  the  partnership  and  on  his  percentage  of 
income?  Is  ultimate  partnership  status  dependent 
upon  board  certification? 

existing  assets 

\\'hen  a new  partner  joins  an  existing  partner- 
ship, are  the  e.xisting  accounts  receivable  and 
other  assets  included  or  excluded?  If  these  assets 
are  included,  are  they  assigned  at  an  equal  or  a 
percentage  \ alue?  If  it  is  necessary  for  the  new 
partner  to  purchase  his  share  of  existing  assets, 
is  the  “book  value,”  the  depreciated  value,  or  the 
currently  appraised  value  of  equipment  and  other 
assets  used  in  determining  the  new  partner’s  ob- 
ligation? At  what  time  and  by  what  method  is 
the  bu>’ing-in  process  instituted  for  the  new 
partner? 

liabilities 

Is  there  a limit  to  the  total  indebtedness  that 
may  be  incurred  by  any  partner?  Are  the  partner- 
ship liabilities  and  expenses  pro-rated  among  the 
individuals  within  the  partnership  in  the  same 
manner  as  is  the  partnership  income?  \\'hat  pro- 
visions e.xist  in  the  case  of  bankruptcy  of  a part- 
ner or  of  the  partnership  itself? 

withdrawal,  expulsion,  disolution 

In  the  event  that  the  partnership  does  not 
prove  to  be  a satisfactory  arrangement,  is  it 
possible  to  dissolve  by  a previously  agreed  upon 
manner  that  does  not  interfere  with  continuity  of 
care  for  the  patient?  Is  it  possible  for  a partner 
to  be  expelled,  and  if  so,  by  what  means?  In 
the  event  that  expulsion  is  possible,  how  are 
his  partnership  interests  disposed  of,  and  how 
are  the  partnership  assets  redistributed?  If  a 
partner  desires  voluntary’  withdrawal  from  the 
partnership,  can  he  participate  by  bid  for  certain 
assets  of  the  partnership?  Are  geographic  or 
other  restrictions  to  practice  included  with  the 
expulsion  or  withdrawal  of  a partner? 


time  on,  time  off 

\A’hen  does  the  work  day  begin  and  end?  Is 
there  a specified  period  of  time  off  for  vaca- 
tions, medical  meetings,  special  study,  or  post- 
graduate sessions?  Is  there  a penalty-  for  taking 
more  than  an  agreed  share  of  time  off?  How 
are  the  vacation  periods  assigned?  Is  time  away 
for  professional  meetings  considered  separately 
or  within  the  time  alloted  for  vacations?  Are 
expenditures  incurred  in  attendance  of  profes- 
sional meetings  regarded  as  personal  or  part- 
nership obligations? 

disability 

Illness  or  disability  may  involve  any  long  time 
association  of  doctors.  What  arrangements  are 
agreed  upon  between  the  partners  if  one  should 
suffer  a permanent,  partial  or  total  disability 
or  contract  a prolonged  illness?  At  what  time  is 
an  illness  considered  by  the  partnership  to  be 
prolonged  or  excessive?  Are  definite  plans  ar- 
ranged for  repeated  illness?  Should  obligations  of 
the  partners  to  a disabled  partner  be  funded 
by  an  insurance  program? 

retirement  or  death 

Is  there  an  agreed  age  and  method  of  retire- 
ment, and  if  so  what  are  the  financial  arrange- 
ments? What  happens  if  a partner  requests  re- 
tirement in  advance  of  an  agreed  plan?  Is  it 
possible  for  a partner  to  become  voluntarily 
and  partly  retired?  Should  benefits  for  widows 
of  deceased  partners  be  pro\ided  for?  Are  fi- 
nancial arrangements  for  retirement  or  for  wid- 
ows’ benefits  funded  by  insurance? 

summary 

Again,  the  first  purpose  of  a medical  partner- 
ship is  to  provide  high  quality'  care  for  the  in- 
dividual patient.  These  several  questions  may 
be  of  value  in  the  general  consideration  of  a 
medical  partnership,  but  the  answers  can  be 
supplied  only'  by-  the  partners  themselves.  It 
should  be  emphasized  that  the  efficacy'  of  any 
agreement,  whether  written  or  oral,  depends 
in  huge  measure  upon  the  good  faith  of  the 
parties.  Therefore,  the  prime  consideration  for 
an  effective  partnership,  not  unlike  marriage, 
is  the  singularly  important  choice  of  the  in- 
dividuals who  make  it  up.  Selection  of  an  associ- 
ate with  whom  one  can  w-ork  amicably'  and 
who  is  willing  and  competent  to  share,  “for  better 
or  for  worse”,  is  the  essential  ingredient  for  any 
proposed  medical  partnership.  ■ 

3181  S.W.  Sam  Jackson  Park  Road  (1) 
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Air  Embolism  and  Other  Skin  Diving  Problems 

C . A . KRUSE,  M.  D.,  Seattle,  Washington 


Decisions  made  within  minutes,  sometimes  with- 
in seconds,  may  determine  full  recovery,  perman- 
ent impairment,  or  death  of  the  victim  of  a diving 
accident.  Accidents  will  increase  in  frequency 
as  the  sport  of  skin  diving  grows  in  popularity. 

Hazards  associated  with  breathing  air  under 
increased  pressure  have  been  well  understood  by 
physicians  whose  patients  were  caisson  workers 
or  professional  divers.  Others  have  had  little 
need  for  special  information  but  this  is  no  longer 
true.  The  physician  who  has  recognized  only 
problems  from  water  depth  no  greater  than  that 
in  his  bathtub  may  suddenly  be  confronted  with 
a compression-decompression  emergency.  He 
will  have  to  act  without  hesitation. 

definitions 

In  order  to  eliminate  a formal  glossary,  prac- 
tical definitions  of  the  terms  applied  to  skin  div- 
ing activities  are  given  below: 

1.  Skin-diving  is  underwater  diving  (most 
often  coupled  with  surface  swimming), 
using  a snorkel  device,  and  a face  mask  for 
better  visibility.  Perhaps  the  diver  may 
wear  a neoprene  suit  for  warmth. 

2.  Scuba  diving  requires  a specific  kind  of  ap- 
paratus that  enables  the  diver  to  remain 
below  the  surface  by  utilizing  a tank  of 
compressed  air. 

3.  Scuba  is  a convenient  term  derived  from  the 
words  Self  Contained  Underwater  Breath- 
ing Apparatus. 

The  term  skin  diving  as  used  by  almost  all 
divers  generally  means  any  form  of  underwater 
activity  as  mentioned  above. 

problems 

Most  medical  problems  that  occur  in  skin 
diving,  as  technically  defined,  are  neither  numeri- 
cally nor  pathologically  as  important  as  in  scuba- 
diving. The  problems  to  be  discussed  herein  are 
mostly  those  which  evolve  from  scuba-diving. 

The  three  most  clinically  serious  problems  are, 
1.  air  embolism,  2.  the  bends  (caisson  workers’ 
disease),  3.  exhaustion. 

A fourth  problem,  nebulous  and  unpredictable, 
is  panic.  It  may  be  the  onslaught  of  overwhelm- 


ing or  unexpected  fear  of  the  water.  It  can  be 
constriction  of  the  face,  neck  and  chest,  caused 
by  the  neoprene  suit,  tank  harness,  or  mask  that 
leads  to  or  induces  panic.  Sudden  fear  or  panic 
is  a precursor  of  many  serious  accidents  in  diving. 

Air  embolism,  as  a phenomenon  in  diving,  is 
strictly  one  of  physical  disruption  caused  by  air 
under  high  pressure  distending  the  pulmonary 
alveoli.  This  results  in  the  tearing  of  alveolar 
structures.  Following  this,  air  enters  the  blood 
stream  and  occludes  vessels  in  the  heart  and  the 
brain.  This  is  a formidable  and  serious  problem 
and  must  be  handled  with  alacrity. 

The  hazard  of  the  bends  is  better  known  and 
understood,  since  the  phenomenon  is  based  upon 
the  concentration  of  nitrogen  in  the  blood 
stream  to  the  point  where  the  partial  pressure 
becomes  intolerable  to  certain  tissues. 

Exhaustion  is  a problem  in  the  ehemistry  of 
overwhelming  muscular  fatigue  and  the  inability 
of  these  tissues  to  regain  their  previously  efficient 
function  with  sufficient  rapidity. 

The  problem  of  sudden  fear  or  panic  is  obvi- 
ously psychological  in  origin,  however,  it  may 
derive  from  some  minor  or  major  physical  dis- 
comfort of  the  moment. 

scuba 

The  diver  usually  carries  one  or  more  tanks  of 
compressed  air.  A tank  may  be  four  to  eight 
inches  in  diameter  and  15  to  23  inches  in  length. 
It  is  made  under  rigid  specifications  such  as 
those  applying  to  oxygen  tanks  or  other  gas  tanks 
of  an  anesthetic  machine.  It  will  hold  about 
1,800  to  2,800  pounds  of  air  per  square  inch  (40 
to  72  cubic  feet  is  equilvalent  at  these  pressures). 

The  next  mechanism  of  importance  is  that 
known  as  the  regulator.  This  is  a device  that  is 
fastened  to  the  valve  of  the  tank  and  possesses 
either  one  or  two  hoses.  These  curve  over  the 
shoulders  and  fasten  to  a special  mouth  piece 
which  fits  between  the  teeth  and  the  gums  and 
is  gripped  by  the  jaws.  This  effects  a seal  against 
the  pressure  of  the  water  while  allowing  the 
diver  to  breathe  through  his  mouth.  The  regula- 
tor is  the  most  important  component  of  the  scuba 
apparatus. 
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It  is  by  this  device  that  a di\er,  when  inspir- 
ing, will  receive  the  exact  amount  of  air  required 
to  equalize  the  pressure  in  his  lungs  with  that  of 
the  water  pressure  against  his  body.  This  cleverly 
designed  mechanism  enables  the  di\  er  to  breathe 
with  complete  ease  when  at  moderate  (40  to  70 
feet)  or  greater  depth. 

The  face  mask  is  a piece  of  tempered  safety 
glass,  either  cur\ed  bilaterally  or  flat,  and  cir- 
cular, and  enclosed  at  it’s  perimeter  with  a 
rubber  seal,  molded  to  fit  the  facial  contour. 
Entrance  of  water  into  the  mask  is  prevented  by 
the  rubber  seal.  The  iniisk  itself  permits  e.xcellent 
visibility  during  diving. 

recompression 

Treatment  of  the  bends  is,  specificalK',  recom- 
pression. The  patient  must  necessarily  he  trans- 
ported to  a recompression  chamber  and  properly 
recompressed  and  then  decompressed  slowly. 
There  is  no  other  satisfactor\-  treatment  for  the 
acute  bends.  This,  of  course,  poses  a problem  to 
almost  any  physician  when  he  is  confronted  ^vith 
the  knowledge  that  a patient  is  being  brought  to 
the  office  or  hospital  with,  perhaps,  a first  aid 
diagnosis  of  “bends”. 

Ob\  iously,  if  the  patient  is  suffering  from  the 
bends,  the  physician  must  kno\\-  where  the  re- 
compression chambers  are  available. 

According  to  the  latest  information,  in  the 
greater  Seattle  area  there  are  available  seven 
recompression  chambers.  Only  fi\  e are  a\  ailable 
currenth'  because  of  limited  number  of  qualified 
operators.  These  chambers  are  at  the  United 
States  Naval  Torpedo  Station  at  Keyport,  ^^’ash- 
ington.  The  station  is  reached  by  telephone 
through  the  Puget  Sound  Na\al  Shipyard  at 
Bremerton,  telephone,  (206)  373  5011. 

.■\\’ailable  in  Spokane,  ^^’ashington  is  one 
double  lock  recompression  chamber  operated  by 
a qualified  indi\idual.  The  address  here  is  Bill 
Harris  Di\ers,  North  422  Baymond,  Spokane  62, 
Washington;  telephone  (509)  926  8197. 

The  medical  officer  at  the  Na\al  Torpedo 
Station  offers  the  following  suggestions  on  trans- 
portation: 

1.  If  the  patient  is  from  I to  1 1/2  hours  driv- 
ing distance  from  the  chamber,  it  is  probably 
better  to  transport  him  by  car  or  ambulance. 

2.  Helicopters  may  be  utilized  when  other 
transportation  will  require  too  much  time  or  the 
accident  scene  is  inaccessible.  Some  pri\  ate  ser\  - 
ice  ma\’  be  axailable  but  most  emergencies  are 
cov'ered  by  the  military  serx  ices.  Helicopters  are 


maintained  by  the  Coast  Guard,  the  Na\y  and 
the  Air  Force.  The  Coast  Guard  is  responsible 
for  search  and  rescue  operations  in  most  of  the 
maritime  area  with  13th  District  Headquarters 
at  Seattle.  The  Air  Force  cox  ers  most  emergen- 
cies in  the  inland  areas.  The  Coast  Guard  Search 
and  Rescue  Serx  ice  Coordination  Center  in  Seat- 
tle xx  ill  probably  either  assume  responsibilitx'  or 
relax'  the  call  xx  hen  asked  for  help  in  emergency. 
The  telephone  number  is  (206)  624  2902. 

3.  \\'ashington  State  Patrol  has  no  helicopters, 
but  if  escorted  transportation  is  needed  a physi- 
cian may  call  the  nearest  district  headquarters 
for  trooper  escort. 

If  a physician  in  the  Seattle  area  is  xvilling  to 
accept  the  first-aid  diagnosis  of  the  bends  and 
decides  to  put  into  action  one  or  more  of  the 
facilities  described  above,  this  information  xvill 
suffice.  Thus  a patient  xvith  the  bends  (if  ac- 
quired in  ^^’estern  \\'ashington  xvaters ) should  he 
transported  to  the  United  States  Naval  Torpedo 
Station  at  Kex  port  for  proper  recompression. 

There  are  no  operable  recompression  chambers 
under  Xax'al  jurisdiction  in  the  states  of  Oregon 
or  Idaho.  The  above  facts  xvere  received  from 
the  Public  Information  Officer  at  the  I3th  Naval 
District  Headquarters. 

air  embolism 

The  first  aid  diagnosis  of  air  embolism  presents 
a more  troublesome  problem.  Such  cases  may  be 
hemiplegic  at  the  time  of  surfacing.  This  type  of 
accident  can  occur  after  dixes  to  almost  anx' 
depth.  It  has  been  obserxed  after  descent  as 
shalloxx'  as  fix’e  or  si.x  feet. 

If  air  embolism  occurs,  it  may  go  unnoticed  for 
a fexv  minutes,  exen  xvithin  a dixing  group  or 
xvith  a pair  of  dixers  xxho  are  slightly  separated. 
An  experienced  dix'er  may  not  recognize  at  once 
that  his  friend  or  pupil  is  not  functioning  cor- 
rectly. 

When  this  situation  occurs,  first  aid  measures 
are  unfortunately  limited  and  the  patient  xvill 
often  be  en  route  to  the  hospital,  or  a doctor’s 
office,  before  the  doctor  is  adxised  of  the 
emergency. 

Treatment  of  air  embolism  is  xvithin  the  same 
category  as  the  bends.  The  ideal  and  absolute 
treatment  for  this  is  recompression.  This  cannot 
be  overemphasized. 

As  mentioned  prex  iously  air  embolism  begins 
by  rapid  increase  of  intrapulmonarx'  pressure  in 
relation  to  decrease  of  e.xtrathoracic  pressure 
(under  xvater  pressure).  This  occurs  only  xvhen 
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the  di\'er,  knowingly  or  not,  retains  air  inspired 
under  pressure  at  depth  and  ascends  without 
expiring  in  order  to  equalize  intrapidinonary 
pressure  with  extrathoracic  pressure.  If  the 
increase  of  intra-alveolar  pressure  is  sufficient, 
rupture  of  some  alveoli  can  occur. 

The  areas  involving  such  rupture  are  often 
peripheral,  but  they  can  be  at  any  place  where 
the  intrapuhnonary  pressure  rises  sufficiently  so 
that  the  alveoli  are  torn.  Collapse  of  the  lung  is 
not  necessarily  concommitant. 

improvised  treatment 

My  personal  experience  with  a case  of  air 
embolism  occurred  not  too  long  ago  with  a man 
in  his  early  thirties.  lie  was  completing  a course 
in  diving  instruction.  In  a training  tank,  he  had 
completed  the  first  part  of  a maneuver  known  as 
“ditching.”  This  maneuver  involves  descending  to 
the  bottom  of  the  tank,  removing  equipment, 
surfacing,  returning  to  the  bottom,  and  replacing 
all  equipment.  Face  mask,  tanks,  regulator,  and 
weight  belt  are  removed,  a last  breath  is  taken 
from  the  mouth  piece,  and  the  student  ascends. 
The  only  danger  is  in  the  ascent.  It  demands 
exhalation  to  reduce  intrapuhnonary  pressure 
as  extrathoracic  pressure  diminishes. 

This  man  was  considered  an  apt  and  quick 
pupil,  fie  was  muscidar,  with  good  reflexes,  and 
was  considered  to  be  ready  for  qualification  as  a 
competent  diver,  tiowever,  either  forgetfulness, 
enthusiasm,  or  ebidlience  in  accomplishing  this 
difficult  procedure  of  ditching  clouded  his  newly 
achieved  discipline  of  expelling  his  breath  upon 
ascent.  He  failed  to  expel  the  air,  and  upon 
surfacing  at  the  top  of  the  tank  he  was  hemi- 
plegic and  comatose. 

He  was  transported  to  my  office  within  15 
minutes  of  surfacing  time.  He  was  still  hemi- 
plegic and  semi-comatose.  Diagnosis  of  air 
embolism  was  made  on  the  basis  of  the  history 
supplied  by  tbe  accompanying  diving  instructor. 

There  was  no  time  for  study  but  tins  was  less 
important,  as  I discovered  later,  than  it  seemed 
then.  Literature  on  first  aid  treatment  of  air 
embolism  is  practically  non-existent.  At  that 
time,  I did  not  even  know  the  location  of  recom- 
pression chambers.  Treatment  was  improvised 
and  the  course  I followed  was  developed  out  of 
circumstances. 

The  men  who  brought  the  patient  were  not 
trained  ambulance  attendants  and  their  handling 
was  awkward.  In  lifting  him  to  the  examining 
table,  they  permitted  rather  marked  flexion  of 


the  lower  extremities  and  the  neck.  As  his 
trunk  sagged  and  his  head  was  brought  forward, 
I noted  some  twitching  of  the  paralyzed  side  of 
the  face  and  barely  perceptible  motion  of  the 
affected  arm. 

By  chance,  rather  than  by  intent,  tbe  table  usc'd 
was  one  with  tilt  control  permitting  fairly  rapid 
change  of  angle.  This  fact  and  the  obser- 
vation of  some  change  induced  by  altering  posi- 
tion made  it  seem  reasonable  to  start  an  oscillat- 
ing movement  of  the  table  while  the  patient  was 
supine,  with  the  head  brought  forward  as  it  had 
been  while  he  was  being  lifted. 

oscillation 

The  table  was  put  into  about  15  degrees 
Trendelenburg  position  and  then,  as  rapidly  as 
possible,  returned  to  horizontal.  This  was  re- 
peated, the  cycles  being  completed  in  about  45 
seconds. 

Some  response  was  noted  almost  immediately. 
As  residt  of  this  encouragement,  the  oscillation 
treatment  was  continued  for  at  least  15  minutes. 
He  soon  began  to  show  evidence  of  control  of 
facial  muscles  and  began  to  talk.  He  was  able 
to  report  return  of  sensation  to  the  arm  and  leg 
and  some  motion  was  possible. 

He  was  kept  in  supine  position  for  two  hours, 
during  which  time  there  was  enough  improve- 
ment to  permit  locomotion.  He  was  allowed  to 
go  home  since  he  refused  to  be  hospitalized. 
During  the  next  few  days  he  reported  several 
times  a day.  Recovery  was  complete. 

There  is,  at  present,  no  way  to  evaluate  the 
method  used.  At  least  it  seemed  to  do  no  harm. 
It  is  not  being  recommended.  It  has,  however, 
stimulated  a research  project  at  the  University  of 
\\4ishington  School  of  Medicine.  Until  more  is 
known  about  the  entire  subject  of  air  embolism 
and  the  possibilities  of  new  methods,  the  projrer 
treatment  of  this  entity  is  recompression. 

recompression  and  decompression 

The  terms,  recompression  and  decompression 
are  often  used  interchangeably.  Recompression 
subjects  the  patient  to  pressure  as  great  or  greater 
than  that  experienced  prior  to  the  accident.  De- 
compression is  slow  reduction  of  chamber  pres- 
sure to  one  atmospbere.  Recompression  must  be 
at  pressure  equal  to  no  less  than  that  at  130  to  160 
feet  depth  in  water,  about  three  atmospheres. 
This  can  be  accomplished  with  air,  in  a very 
strong,  sealed  tank.  The  air  having  flowed  into 
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the  tank  under  controlled  pressure  is,  in  effect, 
the  same  as  water  surrounding  the  victim.  Also 
present  is  the  added  convenience  of  the  victim 
being  able  to  breathe  without  special  apparatus. 
Physiologically,  this  is  identical  to  the  situation 
beneath  the  surface  of  the  water. 

Decompression  is  a necessiU’  when  a diver  goes 
to  certain  depths  for  prolonged  periods  of  time. 
Decompression  is  a requirement,  that  if  not 
properly  performed,  can  mean  permanent  dis- 
abilitv',  or  even  death.  Proper  decompression, 
unfortunately,  is  not  always  practised  by  divers. 
This  occurs  mostly  because  divers  who  go  to 
e.xcessive  depths  for  prolonged  periods  of  time 
may  not  decompress  properly  during  ascent. 

If  delay  that  requires  decompression  occurs, 
divers  may  not  have  secondary’  sets  of  apparatus 
at  their  disposal,  such  as  extra  scuba  tanks  pro- 
perly fastened  to  an  anchor  line  at  the  proper 
depth.  Often  these  extra  tanks  are  in  a boat 
floating  on  the  surface. 

This  exposes  a diver  to  the  bends,  if  he  tries  to 
buy  more  time  under  water  at  the  expense  of 
surfacing  too  quickly  to  obtain  the  tank.  He  may 
have  trouble  even  though  he  returns  promptly 
to  an  otherwise  safe  decompression  depth. 

prevention 

As  with  many  problems  in  medicine,  the  best 
treatment  is  the  avoidance  of  the  problem  en- 
tirely. Under- water  decompression  that  follows 
initial  compression  is  the  best.  But,  proper  de- 
compression procedure  is  not  always  followed. 

The  Bureau  of  Medicine  and  Surgery  of  the 
Department  of  the  Navy  issues  a manual  entitled 
Submarine  Medicine  Practise.  It  contains  dis- 
cussions of  the  current  status  of  decompression 
techniques  in  scuba  (the  Navy'  chooses  to  use  the 
term  “air  scuba”  as  opposed  to  oxygen  rebreath- 
ing ax^paratus). 

In  chax^ter  thirteen,  in  italics,  the  following  is 
noted;  “For.  normal  air-scuba  diving  a maximum 
depth  limit  of  130  feet  should  be  recognized.” 

Numerous  comments  have  been  brought 
forth  by  scuba  and  skin  divers  who  x^resent 
certified  courses  in  diving  pertaining  to  the  x^hy- 
sical  examination  that  many  of  these  instructors 
ask  of  their  x^rq^ils. 

physical  status 

It  is  clear  that  good  x^hysical  condition  is 
mandatory  for  participation,  but  x^hysicians  are 
frequently  x^rone  to  xierform  an  examination  that 


may  not  satisfy  an  instructor.  Many  certified 
instructors  give  the  pupil  a form  to  be  filled  out 
by  the  x^hysician  indicating  certain  anatomic- 
areas  for  remarks.  This,  of  course,  is  much  more 
convenient  for  the  x^hysician,  but  the  expected 
increase  in  div’ing  enthusiasts  this  year,  and  in 
the  years  to  follow,  undoubtedly  will  bring  about 
the  need  for  more  careful  evaluation  of  potential 
diving  x^upils. 

Specific  problems  that  may  exclude  a pupil 
from  diving  instruction  tu-e  obesitvy  metabolic 
diseases,  x^oor  muscle  tone,  epilepsy,  pulmonary 
diseases,  or  cardiac  disabiliW.  Certain  static- 
disabilities  such  as  crippled  or  missing  limbs 
should,  in  the  words  of  a prominent  divdng  in- 
structor in  Seattle,  “be  looked  at  but  not  dowm 
on.”  Many  div’ers  hav'e  observed,  on  occasion, 
a man  w’ith  one  lovv'er  extremity  who  handles 
himself  quite  well  in  the  water.  Deafness  or 
X^erforated  eardrums  do  not  necessarily  mean 
total  restriction. 

The  x^hysic-ian  may  be  somewhat  concerned  if 
his  decision  were  to  be  based  only  upon  the  age 
of  a person  in  his  late  40’s  or  early  50’s.  This 
again  is  a matter  of  clinical  judgement.  It  is 
knowm  that  a number  of  people  in  their  late  50’s 
and  ectrly  60’s  are  competent  divers.  Of  course, 
a complete  physical  work-up,  including  electro- 
cardiogram, chest  x-ray,  sx^irometry,  etc.  would 
be  the  ideal  of  standard  physical  examination  for 
these  but,  by  and  large,  most 

younger  pupils  will  not  need  all  of  these  pro- 
cedures. 

Another  facet  of  the  skin  diving  problem  is 
that  of  the  x^)sychological  aspect,  touched  upon  in 
an  earlier  paragraph.  Further  detail  is  warranted. 

personality  inventory 

A v'ery  interesting  and  provocative,  unpub- 
lished pax^er"  lists  some  astute  questions  per- 
taining to  the  psychological,  or  psychopathic, 
aspects  of  diving.  The  author  states  that  “emo- 
tional stabilitv'  (of  skin  divers)  has  been  left 
largely  untouched.  Rev'iew  of  the  fatalities  that 
lack  evidence  of  mechanical  failure  and  leave  the 
suggestion  that  human  error  is  the  cause  of  the 
accident  bear  this  out.  However,  it  is  possible 
that  this  lack  of  emotional  stabilitv-  at  the  moment 
of  crisis  is  a point  of  critical  concern.  The  solu- 
tion is  not  as  simx^le  as  training  and  diving 


•Murray,  D.  H„  Are  medical  examinations  for  skin  and 
scuba  divers  adequate?  Personal  communication,  Seattle, 
1963. 
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experience  that  may  build  competence  and  this 
offers  some  answer  to  the  problem.” 

Mr.  Murray  mentioned  that  insurance  company 
files  reveal  interesting  patterns  of  accident  prone- 
ness. 

“What  causes  accident  proneness?  Contributory 
factors  might  include  the  lack  of  awareness  of 
environment,  the  proper  reaction  to  other  people, 
an  imbalance  between  muscular  and  neurologic 
systems.  Closely  related  to  accident  proneness 
is  panic  proneness.  We  have  seen  the  individual 
who  reacts  to  a situation  by  failing  to  utilize 
information  and  training.  The  question  here  is 
why  one  person  reacts  more  or  less  properly  and 
the  other,  with  similar  training,  improperly? 
Many  instructors  have  included  panic  training  to 
provide  opportunity  to  measure  reaction  to  the 
unexpected.  This  has  not  been  the  solution, 
because  we  will  find  divers  forgetting  their 
training  when  faced  with  an  unusual  situation.” 
Mr.  Murray  has  devised  ten  questions  that  he 
feels  may  be  useful  for  the  evaluation  of  emo- 
tional stability  in  prospective  diving  pupils. 
They  are: 

1.  How  many  broken  bones  have  you  had 
in  the  last  5 years? 

2.  Are  you  afraid  of  closed  in  spaces? 

3.  Are  you  afraid  of  high  places? 

4.  Do  you  tend  to  “freeze”  when  confronted 
with  anything  unexpected? 

5.  How  many  moving  traffic  violations  have 
you  had  in  the  last  3 years? 

6.  How  many  athletic  injuries  have  you 
had? 

7.  Does  darkness  frighten  you? 

8.  Did  you  have  more  than  the  normal 
number  of  childhood  injuries,  such  as 
falling  from  trees,  a bicycle,  swings, 
etc.? 

9.  Do  you  feel  a sense  of  responsibility  for 
other  people? 


10.  Do  you  depend  upon  others  to  do  things 
for  you? 

I should  like  to  quote  Mr.  Murray’s  closing 
paragraph:  “In  a field  as  new  as  skin  and  scuba 
diving  we  find  practise  ahead  of  theory  and  the 
test  before  the  lesson.  First  inspection  suggests 
no  place  to  turn  first  for  an  answer  to  the  prob- 
lems, but  the  collective  thinking,  experimenta- 
tion, and  documentation  will  provide  answers  to 
patterns  of  safe  diving.”  ■ 

120  Notihgate  Plazn  (55) 

abstract 

Most  serious  clinical  problems  arising  from  skin 
and  scuba  diving  are  air  embolism,  the  bends,  and 
exhaustion.  Panic  is  a precursor  of  many  serious 
accidents.  Air  embolism  occurs  through  alveolar 
disruption  when  the  diver  fails  to  exhale  during 
ascent  from  depth.  A diver  may  suffer  the  bends  if 
he  ascends  too  rapidly  after  a prolonged  .stay  at 
depth.  Recompression  follotved  by  slow  decompres- 
sion is  the  correct  treatment  for  either  condition. 
The  author  treated  one  case  of  air  embolism  by  the 
equivalent  of  an  oscillating  bed.  Result  was  com- 
plete recovery  but  the  method  is  not  recommended. 
Research  on  the  entire  problem  of  air  embolism  is 
under  way.  Prospective  divers  should  be  screened 
by  careful  physical  examination  plus  brief  inquiry 
into  emotional  status. 

absfracto 

Los  mas  serios  problemas  cUnicos  qiie  resulton 
del  biiceo  (con  tanques  de  ox'igeno  y,  sin  ellos) 
son;  Embolismo  de  aire,  la  ligazon  (“the  bends”) 
y el  agotamiento.  Pdnico  es  el  precursor  de  mti- 
chos  accidentes  serios.  Embolismo  de  aire  ocurre 
como  residtado  de  rotura  alveolar  cuando  el  indi- 
viduo  defa  de  expirar  durante  el  ascenso.  El  buzo 
puede  contraer  “the  bends”  si  sube  rapidamente 
despues  de  haber  permanecido  por  tin  tiernpo 
mas  o rnenos  largo  y a una  profundidad  suficiente. 
Recompresion  seguida  de  gradual  decompresion 
es  el  tratarniento  correcto  para  las  dos  con- 
diciones.  El  autor  trato  tin  caso  de  embolismo  de 
aire  tisando  una  forma  modificada  de  “cama 
oscilante”.  El  residtado  ftte  recuperacion  com- 
pleta,  sin  embargo,  este  metodo  no  se  reco- 
mienda.  La  investigacion  del  problema  de  embo- 
lismo de  aire  se  esta  llevando  a cabo.  Los  btizos 
en  perspectiva  deberdn  pasar  tin  cuidadoso  exd- 
men  medico  y tin  breve  examen  psicologicd. 
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Transurethral  Resection  of  Larger  Prostates 

LOUIS  J.  SCHEINMAN,  M.D.  Seattle,  Washington 


Transurethral  prostatectomy  has  certain  advantages 
over  all  other  surgical  techniques  for  removal  of  the 
benignly  hypertrophied  gland; 

1.  Primarily,  it  is  a more  complete  operation  and 
should  be  called  a prostatectomy  because  it  permits 
removal  of  the  compressed  rim  of  normal  tissue, 
from  which  recurrences  can  occur,  as  well  as  all 
adenomatous  tissue.  Open  enucleation  is  accomplish- 
ed by  entering  a plane  of  cleavage  between  normal 
and  adenomatous  tissue.  Only  the  adenomatous  por- 
tion is  removed.  Both  operations  are  actually  sub- 
total. 

2.  The  procedure  may  be  discontinued  at  any- 
time. 

3.  Bleeding  vessels  are  directly  viewed  and  ful- 
gurated. This  is  the  only  operative  method  that  per- 
mits visualization  of  the  channel  (both  preopera- 
tively  and  postoperatively ) through  which  the  pa- 
tient will  urinate. 

4.  There  is  little  or  no  shock  in  this  method  of 
removal,  compared  with  the  trauma  of  enucleation. 
Transurethral  prostatectomy  can  be  used  for  bad 
risk  patients  who  would  otherwise  be  consigned  to 
permanent  catheter  drainage. 

o.  A lower  level  of  anesthesia  is  required. 

6.  Postoperative  pain  is  generally  less  severe  and 
epididymitis  is  a less  frequent  occurrence. 

7.  Early  ambulation  is  the  rule,  and  there  is  a 
shorter  period  of  indwelling  catheterization. 

8.  Postoperative  hospitalization  is  considerably 
shorter. 

disadvantages 

Major  disadvantage  of  this  operation  is  the  de- 
gree of  skill  required  to  do  it.  Open  prostatectomy 
can  be  mastered  after  performance  of  a dozen  but 
even  after  500  resections,  technique  can  be  im- 
proved. Some  operators  just  do  not  have  the  re- 
cpiired  mechanical  de.xterity  or  monocular  apprecia- 
tion of  depth  to  perform  a good  transurethral  pro- 
statectomy, if  the  gland  is  large.  Smaller  glands  are 
less  of  a challenge.  Each  urologist  must  decide  his 
own  limits. 

The  complication  of  hemolysis  may  be  minimized 
by  low  water  pressure,  use  of  isotonic  irrigation  so- 
lution, and  shortened  operating  time.  Intravenous 
mannitol  may  be  used  to  produce  diuresis  which 
aids  in  preventing  tubular  block  by  hemoglobin 
casts. 

Dilutional  hyponatremia  may  be  prevented  by  u.se 
of  intravenous  hypertonic  sodium  lactate  during  surg- 
ery, insistence  upon  low  water  pressure,  and  by 
deferring  resection  of  deeper  tissues  that  contain 


venous  sinuses.  These  areas  should  be  the  last  to  be 
removed. 

Meatal  stricture  may  be  avoided  by  ample  meato- 
tomy  with  hygienic  attention  directed  to  this  area 
during  the  postoperative  period. 

experience,  532  cases 

In  a personal  series  of  532  consecutive  transure- 
thral prostatectomies  performed  from  July  1,  19.51, 
to  May  31,  1963,  there  were  152  glands  weigh- 
ing 30  gm  or  more.  The  heaviest  of  these  weighed 
121  gm  and  63  weighed  more  than  50  gm. 

Postoperative  hospitalization  of  these  152  cases 
averaged  less  than  six  days,  a significant  statistic 
when  compared  with  similar  groups  of  patients  op- 
erated upon  by  an\-  of  the  open  methods,  (no  post- 
operative hospital  period  of  less  than  10  days  could 
be  found  in  the  literature ) . 

Savings  due  to  shortened  hospital  stay  and  the 
fact  that  a surgical  assistant  is  not  needed  are  sub- 
stantial. I have  estimated  that  these  two  items  alone 
reduce  total  cost  to  the  patient  (or  to  the  prepay- 
ment plan)  by  at  least  $2.50. 

retention  and  mortality 

Pulmonar\-  embolism  remains  as  a major  cause 
of  postoperative  death  after  others  have  been  reduc- 
ed b\-  antibiotics,  better  understanding  of  fluid  bal- 
ance, improved  anesthesia,  and  more  effective  use 
of  transfusion.  Eive  of  the  seven  deaths  in  this  series 
of  532  cases  were  due  to  pulmonary  embolism  and 
all  five  were  cases  with  retention  when  first  re- 
ferred. The  one  death  from  coronary  occlusion  was 
also  in  retention  when  first  seen.  These  occurred  in 
spite  of  the  fact  that  all  were  given  an  adequate 
period  of  drainage  prior  to  surgery. 

Pelvic  circulatory  stasis  must  certainly  occur  in 
the  presence  of  a bladder  distended  for  any  length 
of  time,  predisposing  to  thrombosis.  Definitive  at- 
tention earlier  in  tbe  progress  of  prostatic  hyper- 
trophy would  conceivably  reduce  postoperative 
mortality  due  to  pulmonary  embolism. 


Weight  of  glands 

152  cases  with  prostates  weighing  30  grams  or  more 


Weight 

Cases 

W'eight 

Cases 

gm 

gm 

30-34 

38 

7.5-79 

5 

35-39 

25 

80-84 

2 

40-44 

13 

85-89 

1 

4.5-49 

14 

90-94 

2 

50-54 

19 

95-99 

1 

.5.5-.59 

6 

100-104 

1 

60-64 

8 

10.5-109 

0 

65-69 

7 

110-121 

2 

70-74 

8 

626  Stiinson  Bldg.  (1) 
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How  many  make  a bowl  of  soup,  Doctor? 


Naturally,  the  number  of  beans,  peas  or 
lentils  that  go  into  a bowl  of  Campbell’s 
soup  will  depend  on  the  variety  of 
soup  and  on  what  our  experience  and 
our  chefs  tell  us  should  be  in  the  soup. 
But  you  can  be  sure  of  one  thing : every 
)owl  of  Campbell’s  soup  made  with  the  legumes  you 
see  in  our  picture,  will  be  nutritious  and  of  course 
lelicious. 

We  think  you’d  enjoy  Campbell’s  Bean  with  Bacon 
3oup,  Green  Pea,  Black  Bean,  Minestrone,  or  Vegetable 
Bean  Soup.  Certainly,  your  patients  would,  too  . . . and 
f you  can  get  a patient  to  enjoy  the  food  he  needs  to  eat, 
iie’ll  be  more  likely  to  stick  to  the  diet  you  prescribe. 

But  when  you  plan  diets  for  patients,  don’t  take  time 
to  count  the  beans.  Instead,  you  can  count  the  calories  or 
?rams  of  protein  in  these  soups.  You’ll  see  at  once  that 
several  of  our  soups  would  be  very  desirable  to  use  if  you 


have  a patient  who  needs  to  put  on  weight.  Bean  with 
Bacon  Soup,  for  instance,  contains  about  133  calories  and 
6.8  grams  of  protein  in  a 7 oz.  serving;  and  Chili  Beef 
Soup,  about  131  calories  and  6.2  grams  of  protein. 

At  the  other  end  of  the  scale,  many  of  Campbell’s 
Soups  are  good  to  use  if  you  want  to  give  a patient  some- 
thing satisfying  but  with  fewer  calories.  Vegetable  Bean 
has  about  82  calories  and  4.4  grams  of  protein;  Mines- 
trone only  83  calories  and  about  4.9  grams  of  protein  per 
7 oz.  serving. 

We  feel  you’d  be  interested  in  the  new  series  of  nutri- 
tional analyses  of  all  our  different  soups. 

Write  today  for  your  copy:  Campbell  Soup 
Company,  Dept.  87,  Camden,  New  Jersey. 

Recommend  Campbell’s  Soups  to  your  pa- 
tients . . . and,  of  course,  enjoy  them  yourself. 

There’s  a soup  for  almost  every  patient  and 
diet,  for  every  meal. 


Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 

No  in  vitro  test  can  duplicate  a clinical  situation  on  livingskin.  ‘Neosporin’  (polymyxin  B 
-bacitracin- neomycin)  Antibiotic  Ointment  has  consistently  proven  its  effective- 
ness in  thousands  of  cases  of  bacterial  skin  infection.  The  spectra  of  the  three  anti- 
biotics overlap  in  such  a way  as  to  provide  bactericidal  action  against  most  pathogenic 
bacteria  likely  to  be  found  topically.  Diffusion  of  the  antibiotics  from  the  special 
petrolatum  base  is  rapid  since  they  are  insoluble  in  the  petrolatum,  but  readily  soluble 
in  tissue  fluids.  The  Ointment  is  bland  and  rarely  sensitizes. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  non- 
susceptible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken  if  this  occurs. 
Supplied:  Tubes  of  1 oz.,  V2  oz.  with  applicator  tip,  and  Vs  oz.  with  ophthalmic  tip. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


‘NEOSPORIir 


brand 


POLYMYXIN  B-BACITRACIN-NEOMYCIN 

ANTIBIOTIC  OINTMENT 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 
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Oregon  State  Medical  Society — 2i64  s.  w.  park  place,  Portland  5,  Oregon 


PRESIDENT  Melvin  W.  Breese,  M.D.,  Portland 

SECY.-TREAS.  Jumes  H.  Seacat,  M.D.,  Salem 

EXECUTIVE  SECRETARY  Mr.  Roscoe  Miller,  Portland 
annual  meeting,  September  25-28,  1963,  Portland 


Tomlin  lectures 


MILTON  D.  HYMAN 


EDWARD  C.  HILL 


OREGON 


DONALD  G.  MCKAY 


The  annual  John  Tomlin  Memorial  Cancer  Lec- 
tures will  be  held  August  16  and  17  at  the  Rogue 
Valley  Country  Club,  Medford.  Speakers  will  be: 
Edward  C.  Hill,  Assistant  Professor  of  Obstetrics  and 
Gynecology,  University  of  California  Medical  School; 
Chief,  Gynecologic  Tumor  Service,  University  of 
California  Hospital.  Milton  D.  Plyman,  Assistant 
Clinical  Professor  of  Radiology,  University  of  Oregon 
Medical  School.  Donald  G.  McKay,  Delafield  Pro- 
fessor of  Pathology;  Chairman  of  Department  College 
of  Physicians  and  Surgeons  of  Columbia  University. 
Howard  C.  Stearns,  Clinical  Professor  of  Obstetrics 
and  Gynecology,  University  of  Oregon  Medical 
School.  James  M.  Whitely,  Clinical  Instructor  in 
Obstetrics  and  Gynecology,  University  of  Oregon 
Medical  School. 


PROGRAM 
August  16 

1:30  p.m.  Pathology  of  Trophoblast 

Donald  G.  McKay,  M.D. 
2:15  p.m.  Malignancy  of  the  Endometrium 

Edward  C.  Hill,  M.D. 


3:15  p.m.  Pathology  of  Carcinoma  of  Cervix 

Donald  G.  McKay,  M.D. 
4:00  p.m.  Treatment  of  Carcinoma  of  Cervix 

Edward  C.  Hill,  M.D. 

4:45  p.m.  Panel  Discussion  on  Determination 
of  Radiosensitivity  in  Carcinoma 
of  the  Cei"vix 

Howard  C.  Stearns,  M.D. 
Donald  G.  McKay,  M.D. 
Edward  C.  Hill,  M.D. 
Milton  D.  Hyman,  M.D. 


August  17 

9:30  a.m.  Role  of  Supervoltage  Therapy  in 
Gynecologic  Cancer 

Milton  D.  Hyman,  M.D. 

10:15  a.m.  Pathology  of  Carcinoma  of  the  Ovary 

Donald  G.  McKay,  M.D. 
11:15  a.m.  Panel  Discussion  on  Treatment  of 
Ovarian  Tumor  Malignancy 

James  M.  Whitely,  M.D. 
Donald  G.  McKay,  M.D. 

Edward  C.  Hill,  M.D. 
Milton  D.  Hyman,  M.D. 
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Honored  staff  member  at  University  of  Oregon 

J.  Englebert  Dunpliy,  chairman  of  the  Department 
of  SurgeiA-  at  the  University  of  Oregon  Medical 
School,  has  been  named  an  Honorary  Fellow  in  the 
Royal  College  of  Surgeons  of  England.  Last  year 
he  was  named  an  Honorary  Fellow  in  the  Association 
of  Surgeons  of  Great  Britain  and  Ireland.  Last  month, 
members  of  the  graduating  class  of  the  UniversiH 
of  Oregon  Medical  School  gave  him  the  Allan  J. 
Hill  Award  as  outstanding  teacher  of  the  year. 

Dr.  Dunphy  is  president-eleet  of  the  American 


College  of  Surgeons  and  past-president  of  the  Society 
of  Universit\-  Surgeons,  the  Ameriean  Surgical 
Association  and  the  American  College  of  Surgeons 
and  past  chairman  of  the  American  Board  of  Surgery. 

SAMA  officers  named 

Robert  O.  \My,  a 29  year  old  junior  at  the  Uni- 
versity of  Oregon  Medical  School,  was  elected  Presi- 
dent of  the  Student  American  Medical  Association 
for  the  1963-1964  term  on  May  5.  Edward  A.  Barker, 
Junior  at  the  University  of  Washington  School  of 
Medicine  was  named  Regional  \4ce  President. 


Proceedings  of  the  board  of  trustees 


The  regular  monthly  meeting  of  the  Board  of 
Trustees  of  the  Oregon  State  Medical  Society  was 
held  on  Saturday,  June  8,  1963  at  2:00  P.M.  in 
the  Conference  Room  of  the  Societ>  headquarters 
office  in  Portland. 

The  following  members  of  the  Board  were  pre- 
sent: Melvin  W.  Breese,  Daniel  K.  Bilhneyer, 

Ernest  T.  Livingstone,  James  H.  Seaeat,  Blair  J. 
Henningsgaard,  Ma.\  H.  Parrott,  John  \\'.  Stephens, 
James  \ . Woodworth,  Alfred  C.  Hutchinson,  J. 
Scott  Gardner,  Otto  C.  Page,  Merle  Pennington,  Xoel 
B.  Rawls,  George  J.  Sehunk,  W’illiam  C.  Grothers, 
John  L.  Lang,  Leonard  D.  Jacobson,  John  E.  Tysell, 
Melvin  E.  Johnson,  Beverly  A.  Gope,  Paul  M’. 
Sharp,  M'.  T.  Edmundson  and  Donald  F.  Campbell. 

The  following  members  of  the  Board  were  absent: 
Glenn  M.  Gordon,  Ra\mond  M.  MeKeown,  H.  D. 
Colver,  M’.  O.  Steele,  Lorance  B.  Evers  and  Joseph 
P.  Frederick. 

Other  members  of  the  Society  in  attendance  were: 
Russel  L.  Baker,  Chairman,  Board  of  Trustees  of 
Oregon  Physicians’  Service;  Herman  A.  Dickel, 
Chairman,  Committee  on  Medical  Education;  Rich- 
ard E.  Markley,  Chairman,  Committee  on  Conser- 
vation of  Vision;  Clinton  S.  McGill,  Chairman,  Com- 
mittee on  Publie  Policy;  and  Edward  E.  Rosenbaum, 
Chairman,  Committee  on  Aging.  Likewise  present 
were  Mrs.  J.  Cliffton  Massar  and  Mrs.  Guy  R.  Mc- 
Cuteheon,  President  and  President-Elect  respectively 
of  the  M'oman’s  Au.\iliar\-;  Mr.  Robert  O.  \’oy, 
President  of  the  Student  American  Medical  Associ- 
ation and  Mrs.  \’oy;  and  Mr.  Peter  Bergreen,  \’ice- 
President,  University  of  Oregon  Chapter,  Student 
American  Medical  A.s.sociation. 

Also  present  were  Mr.  John  J.  Coughlin,  legal 
counsel;  Mr.  Roscoe  K.  Miller,  e.xecutive  secretary; 
Mr.  Robert  O.  Bissell,  assoeiate  executive  secretary; 
and  Mr.  Robert  H.  Eisner,  executive  secretary.  Mult- 
nomah County  Medical  Society. 

Upon  motion  duly  made,  seconded  and  carried,  it 
was  voted  to  dispense  with  the  reading  of  the  pro- 
ceedings of  the  meeting  on  Saturda\,  April  6, 
196.3,  and  to  adopt  them  as  previously  submitted  to 


the  members  of  the  Board  of  Trustees  in  multilith 
form. 

Upon  motion  duly  made,  seconded  and  carried, 
it  was  voted  to  accept  the  monthly  financial  state- 
ment of  the  Seeretary-Treasurer. 

The  Secretar\-Treasurer  read  a letter  from  Mrs. 
John  Pompelli,  wife  of  the  Field  Representative  of 
the  American  Medical  Association  serving  Oregon, 
expressing  her  appreciation  for  the  myrtlewood  tray 
sent  to  her  by  the  Society  and  the  M’oman’s  Auxili- 
ar\-  at  the  time  of  her  reeent  serious  illness. 

President  Breese  presented  the  following  recom- 
mendations of  the  Executive  Committee: 

1.  M’ith  respect  to  correspondence: 

a.  That  the  applieation  of  the  Oregon  Chap- 
ter of  the  American  Academy  of  Pediatrics  for 
the  establishment  of  a seientific  section  on 
pediatrics  in  the  Oregon  State  Medical  Society 
be  referred  to  the  Committee  on  Revision  of 
B\  laws. 

b.  That  the  request  of  J.  Oppie  McCall,  Port- 
land that  the  Society  recognize  the  Planned 
Parenthood  Association  of  Oregon  and  its  pur- 
poses be  approved  and  that  Dr.  McCall  be 
named  as  the  Socieh’s  official  representative 
on  the  Assoeiation’s  Medical  Advisory  Commit- 
tee. 

2.  That  the  following  applications  for  Life  and 
Emeritus  membership,  being  approved  by  their 
respective  component  societies,  be  approved. 

A.  G.  Bettman,  Portland  - Life  membership 
H.  R.  Shields,  Portland  - Active  Emeritus  mem- 
bership 

Edward  J.  Hall,  Astoria  - .\etive  Emeritus  mem- 
bership 

3.  That  the  President  be  authorized  to  appoint 
a special  committee  to  survey  and  make  recommen- 
dations regarding  the  Portland  General  Hospital  in 
accordance  with  a request  of  that  institution’s  Board 
of  Trustees. 

4.  That  a committee  composed  of  Paul  M’.  Sharp, 
John  E.  Tysell  and  Melvin  \\\  Breese  be  appointed 
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to  determine  wliat  members  of  the  Society  and 
outstanding  citizens  of  Oregon  should  receive  special 
recognition  at  the  Society’s  Annual  Banquet. 

5.  That  the  Committee  on  Revision  of  Bylaws 
be  directed  to  study  the  Society’s  Committee  struc- 
ture under  the  direction  of  Dr.  Billmeyer,  President- 
Elect. 

6.  That  the  following  resolution  commending  the 
American  Farm  Bureau  Federation  be  adopted: 

WHEREAS,  the  Executive  Branch  of  the  United 
States  Government  offered  to  the  Nation’s  wheat 
farmers  a proposal  which  would  have  given  the 
federal  government  broad  powers  to  regulate  and 
control  the  production  and  price  of  wheat;  and, 

WHEREAS,  the  proposed  controls  would  have 
so  dominated  wheat  farmers  that  the  traditional 
freedoms  desired  and  enjoyed  by  those  engaged  in 
this  industry  would  have  been  seriously  endangered; 
and, 

WHEREAS,  the  nation’s  wheat  farmers  in  a 
referendum  conducted  by  the  federal  department 
of  Agricrdture  on  May  21,  1963  overwhelmingly  re- 
jected the  proposal;  and, 

WHEREAS,  the  American  Farm  Bureau  Feder- 
ation assumed  a bold  role  of  leadership  in  opposing 
the  proposal  by  fearlessly  emphasizing  the  per- 
manency of  such  controls  and  restrictive  regulations 
if  implemented;  and, 

WHEREAS,  the  American  Farm  Bureau  Feder- 
ation has  likewise  been  a vigorous  opponent  of  un- 
warranted government  regulation  and  interference 
in  industry  and  the  professions  generally;  now  there- 
fore be  it 

RESOLVED,  that  the  Oregon  State  Medical  So- 
ciety does  hereby  congratulate  and  highly  commend 
the  American  Farm  Bureau  Federation  and  its 
State  constituents  for  their  unalterable  opposition  to 
the  extension  of  government  controls  in  agriculture 
and  to  government  encroachment  in  business,  indus- 
try and  the  professions;  and  be  it  further 

RESOLVED,  that  a copy  of  this  resolution  be 
sent  to  Oregon  Farm  Bureau  Federation,  the  partici- 
pants in  the  Conference  of  Business,  Industry,  Pro- 
fessions and  Agriculture,  the  Oregon  delegation  in 
Congress,  and  the  American  Medical  Association. 

7.  That  the  following  resolution  expressing  the 
Society’s  disapproval  of  S.  533  relating  to  the  hu- 
mane treatment  of  animals  used  in  experiments  and 
tests  be  adopted: 

WHEREAS,  S.  533  providing  for  the  humane 
treatment  of  vertebrate  animals  used  in  experiments 
and  tests  by  recipients  of  grants  from  agencies  of 
the  federal  government  has  been  introduced  by 
Senators  Maurine  Neuberger  of  Oregon  and  Joseph 
Clark  of  Pennsylvania;  and, 

WHEREAS,  some  of  the  regulations  which  would 
he  imposed  under  this  bill  would  seriously  limit 


the  exercise  of  scientific  and  professional  judgment; 
and, 

WHEREAS,  the  philosophy  expressed  in  the  bill 
appears  to  be  based  upon  implied  assumptions  that 
biomedical  investigators  operate  without  moral  or 
ethical  standards  in  the  care  and  use  of  living  ani- 
mals in  the  conduct  of  experiments;  and, 

WHEREAS,  this  implied  assumption  is  contrary 
to  fact  as  demonstrated  by  the  professional  societies 
which  have  formulated  codes  of  ethics  for  the  guid- 
ance of  their  members  in  the  conduct  of  biomedical 
investigations  utilizing  experi-animals;  and, 

WHEREAS,  the  provisions  of  the  bill  are  oriented 
in  retrospect  and  do  not  reflect  an  appreciation  of 
the  rapid  changes  and  improvements  in  the  care 
and  utilization  of  living  experimental  animals  in 
biomedical  investigations;  and, 

WHEREAS,  the  provisions  of  this  bill  if  enacted 
would  increase  the  costs  of  biomedical  investigations 
and  would  discourage  the  continued  advancement 
of  medical  science  through  such  investigations;  and, 
WHEREAS,  careful  studies  involving  the  utiliz- 
ation of  experimental  animals  have  been  and  are 
responsible  for  nearly  all  progress  in  animal  hus- 
bandry and  veterinary  medicine;  and, 

WHEREAS,  it  is  an  historical  fact  that  similar 
studies  of  animals  have  provided  to  scientists  work- 
ing on  human  disease  problems  essential  knowledge 
about  the  basic  mechanisms  of  the  living  body  and 
the  fundamental  nature  of  health  and  disease;  and, 
WHEREAS,  the  enactment  of  S.  533  would  give 
encouragement  to  those  opposing  vivi-section  to 
seek  further  restriction  and  possibly  complete  pro- 
hibition against  the  utilization  of  living  experimental 
animals  in  biomedical  research;  now  therefore  be  it 
RESOLVED,  that  the  Oregon  State  Medical  So- 
ciety does  hereby  express  its  opposition  to  the  re- 
strictive and  arbitrary  standards  proposed  in  S.  533 
relating  to  the  care  and  utilization  of  laboratory 
animals;  and,  be  it  further 

RESOLVED,  that  a copy  of  this  resolution  be 
sent  to  Senator  Joseph  Clark  of  Pennsylvania  and 
Senator  Maurine  Neuberger  of  Oregon  and  the 
other  members  of  the  Congressional  delegation,  to 
the  Secretary  of  the  Department  of  Health  Edu- 
cation and  Welfare,  to  the  National  Society  for 
Medical  Research  and  to  Dr.  David  W.  E.  Baird, 
Dean  of  the  University  of  Oregon  Medical  School. 

8.  That  a proposal  that  the  Society’s  name  be 
changed  to  Oregon  Medical  Association  be  referred 
to  an  appropriate  committee. 

9.  That  Resolution  No.  7 adopted  by  the  House 
of  Delegates  at  its  Midyear  Meeting  and  directing 
that  the  Society  give  attention  to  the  care  of  the 
chronically  ill  be  referred  to  the  Committee  on  the 
Quality  of  Patient  Care  (to  be  appointed)  and  the 
Committee  on  Prepaid  Medicine. 

continued  on  page  53S 
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anxious 


‘Miltown’  (meprobamate)  is  a known  and  dependable  drug.  Its  few 
side  effects  have  been  fully  reported.  There  are  no  surprises  in 
store  for  either  the  patient  or  the  physician.  This  is  why,  despite 
the  appearance  of  “new  and  different”  tranquilizers,  meprobamate 
is  prescribed  more  than  any  other  tranquilizer  in  the  world. 


I 


i 


Clinically  Proven 

in  more  than  750  published  elinical  studies 
and  over  eight  years  of  clinieal  use 

Outstanding  Record  of 
Effectiveness  and  Safety 


-1  Relieves  anxiety  and  anxious  depression  in  a broad  spectrum 
• of  clinical  conditions. 

Q Doesn’t  leave  patients  “too  groggy”  to  work  or  think  or 
learn. 

Q Relaxes  both  mind  and  skeletal  muscle.  Relieves  physical 
tension  as  well  as  emotional  stress. 


Slight  drowsiness  may  occur  with  mepro- 
bamate and,  rarely,  allergic  reactions. 
Meprobamate  may  increase  effects  of 
excessive  alcohol.  Use  with  care  in  pa- 
tients with  suicidal  tendencies.  Massive 
overdosage  may  produce  coma,  shock, 
vasomotor  and  respiratory  collapse.  Con- 


sider possibility  of  dependence,  particu- 
larly in  patients  with  history  of  drug  or 
alcohol  addiction.  Withdraw  gradually 
after  prolonged  use  at  high  dosage. 
Usual  dosage:  1 or  2 400  mg.  tablets  t.i.d. 
Supplied:  400  mg.  scored  tablets,  200 
mg.  sugar-coated  tablets;  bottles  of  50. 


the  original 
meprobamate 

Miltown* 



WALLACE  LABORATORIES  / Cranbury,  N.  J. 


CM-923S 
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10.  That  the  E.xecutive  Committee  continue  to 
hold  monthly  meetings  during  the  summer  period 
and  that  meetings  of  the  Board  of  Trustees  be  dis- 
continued during  the  months  of  July,  August  and 
September  except  upon  the  call  of  the  Executive 
Committee. 

11.  That  Mr.  Bissell,  Associate  Executive  Secre- 
tary-, be  authorized  to  continue  his  affiliation  with 
the  Public  Relations  Roundtable  of  Portland  and  that 
the  annual  dues  of  $5  per  year  be  paid  from  Society 
funds. 

12.  That  the  Executive  Committee  in  considering 
the  1964  budget  be  directed  to  include  the  costs 
of  membership  in  the  Public  Relations  Society  of 
America  for  Mr.  Bissell  including  the  $20  initiation 
fee  and  the  annual  dues  of  $60. 

Upon  motion  duly  made,  seconded  and  carried,  it 
was  voted  to  amend  the  report  of  the  Executive 
Committee  to  provide  that  the  resolution  commend- 
ing the  Oregon  Earm  Bureau  Federation  be  appropri- 
ately revised  and  submitted  to  the  House  of  Dele- 
gates of  the  American  Medical  Association  at  its 
1963  Annual  Meeting  in  Atlantic  City. 

Upon  motion  duly  made,  seconded  and  canied, 
it  was  voted  that  the  recommendation  proposing  a 
change  in  the  Sociey’s  official  name  be  referred  to 
the  appropriate  committee  with  special  emphasis 
being  given  to  the  favorable  action  of  the  Board 
of  Tiiistees. 

Upon  motion  duly  made,  seconded  and  carried, 
it  was  voted  that  the  recommendations  of  the  Exe- 
cutive Committee  of  the  Board  of  Trustees  as 
amended  be  adopted. 

Mrs.  J.  Cliffton  Massar  presented  a report  on  the 
principal  actions  of  the  Woman’s  Auxiliary  at  the 
meeting  of  its  Board  of  Directors  on  June  4th  em- 
phasizing the  preparation  being  made  by  the  Auxi- 
liary to  participate  in  “Operation  Hometown.”  Mrs. 
Massar  then  introduced  Mrs.  Guy  R.  McCutcheon, 
President-Elect  of  the  Woman’s  Auxiliary. 

Mr.  Peter  Bergreen,  Sophomore  student  at  the 
University  of  Oregon  Medical  School  and  \’ice- 
President  of  the  Oregon  Chapter  of  the  Student 
American  Medical  Association,  presented  an  excellent 
and  comprehensive  report  of  the  Annual  Meeting 
of  the  Student  American  Medical  Association  held 
in  Chicago  May  1-4,  1963.  Mr.  Bergreen  reviewed 
the  action  of  the  House  of  Delegates  of  the  Student 
American  Medical  Association  relative  to  federal 
legislation  and  reported  that  for  the  second  consecu- 
tive year  a student  from  the  University  of  Oregon 
Medical  School  had  been  elected  National  President. 
\ Junior  at  the  University  of  Oregon  Medical  School, 
Mr.  Robert  O.  \’oy,  is  the  third  President  of  the 
Student  American  Medical  Association  from  the 
University  of  Oregon  Medical  School  Chapter.  Mr. 
Bergreen  recalled  that  James  A.  Belt,  now  practic- 
ing in  Anaheim,  California,  was  President  in  1956 


and  that  Mr.  \’oy  had  been  preceded  in  that  office  ». 
by  James  Brooks. 

Mr.  V dy  was  then  introduced  and  received  a ; I 
standing  reception.  He  requested  authorization  from 
the  Board  of  Trustees  to  extend  an  invitation  to  i 
visit  Portland  at  the  time  of  the  1963  AM  A Clinical 
Session  during  his  address  to  the  House  of  Delegates  < | 
of  the  American  Medical  Association  at  the  Atlantic  i | 
City  meeting. 

Upon  motion  duly  made,  seconded  and  carried,  i ' 
Mr.  \’oy  was  authorized  to  extend  the  invitation  and  i j 
an  invitation  was  extended  to  him  to  sit  with  the  > 
Oregon  delegation  on  the  floor  of  the  House  of 
Delegates  of  the  American  Medical  Association  in  i 
Atlantic  City. 

Edward  E.  Rosenbaum,  Cbairman  of  the  Com-  . 
mittee  on  Aging,  presented  a comprehensive  report 
of  the  1963  “Little  W'hite  House  Conference  on  i 
Aging,”  held  in  W’ashington,  D.C.  April  21-24  at 
the  invitation  of  the  President  of  the  United  States.  . 
Dr.  Rosenbaum’s  report  was  supplied  to  the  members  I < 
of  the  Board  in  multilith  form. 

Clinton  S.  McGill,  Chairman  of  the  Committee  1 1 

on  Public  Policy  presented  an  abbreviated  report  | 

summarizing  the  major  actions  of  the  1963  Oregon  ^ 

Legislature  and  explained  that  a complete  report  f 

was  not  possible  inasmuch  as  the  Legislature  had  | 

been  adjourned  only  a few  days.  ' i 

Dr.  Richard  E.  Markley,  Chairman  of  Committee 
on  Conservation  of  \’ision,  presented  a report  of  that  i 
Committee  which  contained  the  following  recom-  i 
mendations;  1 

1.  That  a vision  screening  program  for  pre-  '! 
school  children  being  developed  by  the  Maternal  * 
and  Child  Health  Section  of  the  Oregon  State 
Board  of  Health  with  the  cooperation  of  the 
Committee  on  the  Conservation  of  Vision  and 

to  be  conducted  through  local  health  depart- 
ments be  approved. 

2.  That  the  glaucoma  screening  program  for  ^ 
persons  over  sixty-five  years  of  age  especially 
those  affiliated  with  “Golden  Age”  and  similar 
clubs  be  approved  provided  they  are  conducted 
upon  the  invitation  of  a component  societx-. 

Upon  motion  duly  made,  seconded  and  carried, 
it  was  voted  to  lay  on  the  table  the  recommendation 
for  approval  of  the  vision  screening  program  for 
preschool  children. 

Upon  motion  duly  made,  seconded  and  carried 
it  was  voted  to  approve  the  glaucoma  screening 
program  for  persons  over  sixty-five  years  of  age. 

Ernest  T.  Livingstone,  Chairman  of  the  Committee 
on  Annual  Session,  submitted  a report  on  the  scien- 
tific program  to  be  presented  at  the  1963  Annual 
Meeting  being  held  in  Portland,  September  24-28 
in  conjunction  with  the  Annual  Meeting  of  the 
Oregon  Academy  of  General  Practice  and  the  Thirty- 
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Seventh  Sommer  Memorial  Lecture  Series.  The  re- 
port also  contained  information  regarding  the  status 
of  the  technical,  scientific  and  physicians  art  exhibits 
and  the  arrangements  for  the  meetings  of  the  dele- 
gate bodies  of  the  Academy  and  the  Society,  the 
Annual  Banquet  and  Inaugural  Ball  and  the  Annual 
Golf  Tournament. 

M ax  H.  Parrott,  delegate  to  the  American  Medical 
Association  and  Chairman  of  the  Committee  on  Na- 
tional Policy,  reviewed  some  of  the  major  issues 
to  be  considered  by  the  House  of  Delegates  of  the 
American  Medical  Association  at  its  1963  Annual 
Meeting  in  Atlantic  City  and  gave  special  emphasis 
to  the  Society’s  support  of  Raymond  M.  McKeown 
for  re-election  to  the  Board  of  Trustees  of  the  Ameri- 
can Medical  Association  and  the  promotion  of  Melvin 
\V.  Breese  for  election  to  the  Association’s  Council 
on  Medical  Education  and  Hospitals. 

Herman  A.  Dickel,  Chairman  of  the  Committee 
on  Medical  Education  and  alternate  delegate  to 
the  American  Medical  Association,  presented  the 
following  resolution  recommended  by  the  Commit- 
tee: 

WHEREAS,  the  Special  Report  of  the  Council 
on  Medical  Education  and  Hospitals  and  the  Coun- 
cil on  Medical  Service  of  the  American  Medical 
Association  relating  to  the  “Compensation  of  Interns 
and  Residents”  submitted  to  the  House  of  Delegates 
at  its  1962  Clinical  Session  in  Los  Angeles  appeared 
to  place  an  inordinate  responsibility  for  such  com- 
pensation upon  the  attending  physician;  and, 

WHEREAS,  such  responsibility  might  tend  to  dis- 
courage some  hospital  attending  staffs  from  continu- 
ing to  offer  and  participate  in  intern  and  residency 
training  program;  and, 

WHEREAS,  for  this  and  other  reasons  action 
on  the  recommendations  of  the  two  Councils  was 
deferred  to  the  1963  Annual  Meeting  of  the  Ameri- 
can Medical  Association  House  of  Delegates;  and, 

WHEREAS,  the  two  Councils  are  submitting  a 
redraft  of  its  Special  Report  at  the  1963  Annual 
Meeting  which  recommends  the  establishment  of 
a special  fund  of  the  professional  staff  for  the  support 
of  intern  and  residency  training  programs,  a principal 
not  included  in  the  original  draft  of  the  special 
report;  and, 

WHEREAS,  the  redrafted  report  of  the  two  AMA 
Councils  recommends  that  the  sources  and  the 
amounts  of  compensation  for  interns  and  residents, 
as  well  as  the  apportionment  of  financial  responsi- 
bility be  determined  locally  by  agreement  between 
the  hospital  governing  body  and  the  attending  staff; 
and, 

WHEREAS,  the  Committee  on  Medical  Education 
of  the  Oregon  State  Medical  Society  believes  that 
the  recommendations  contained  in  the  redrafted  re- 
port of  the  two  Councils  sufficiently  provides  wide 
latitude  for  the  development  of  local  agreements 


and  implementation  and  has  found  them  acceptable 
to  its  members  who  are  currently  participating  in 
intern  and  residency  training  programs  in  Oregon 
hospitals;  now,  therefore  be  it 

RESOLVED,  that  the  Board  of  Trustees  of  the 
Oregon  State  Medical  Society  endorse  the  recommen- 
dations contained  in  the  redrafted  special  report  of 
the  Council  on  Medical  Education  and  Hospitals  and 
the  Council  on  Medical  Service  of  the  American 
Medical  Association  being  submitted  to  the  AMA 
House  of  Delegates  at  its  1963  Annual  Meeting  in 
Atlantic  City,  and  that  the  Society’s  Delegates  to 
the  American  Medical  Association  be  advised  of 
this  action. 

Upon  motion  duly  made,  seconded  and  carried, 
it  was  voted  to  amend  the  last  paragraph  of  the 
resolution  so  as  to  read  as  follows: 

RESOLVED,  that  the  Board  of  Trustees  of  the 
Oregon  State  Medical  Society  endorse  the  recom- 
mendations contained  in  the  redrafed  special  report 
of  the  Council  on  Medical  Education  and  Hospitals 
and  the  Council  on  Medical  Service  of  the  American 
Medical  Association  being  submitted  to  the  AMA 
House  of  Delegates  at  its  1963  Annual  Meeting  in 
Atlantic  City,  except  that  the  Society  suggests  that 
further  consideration  he  given  to  the  charging  of 
fees  for  medical  services  of  house  officers  and  the 
utilization  of  such  fees  for  compensation  of  h^use 
officers,  and  that  the  Society’s  delegates  to  the 
American  Medical  Association  be  advised  of  this 
action. 

Upon  motion  duly  made,  seconded  and  carried, 
it  was  voted  that  the  resolution  recommended  by 
the  Committee  on  Medical  Education  as  amended 
be  adopted. 

Otto  C.  Page,  General  Chairman  of  the  local 
Committee  on  Arrangements  for  the  1963  Clinical 
Session  of  the  American  Medical  Association  to  be 
held  in  Portland,  December  1-4,  presented  a report 
on  the  arrangements  for  the  session  including  the 
nature  of  the  scientific  program.  The  report  also 
contained  the  following  recommendations: 

1.  That  the  Oregon  State  Medical  Society  agree 
to  underwrite  any  deficit  which  might  develop  as 
a result  of  the  entertainment  activities  being  planned. 

2.  That  the  Society  budget  at  least  $500  for  the 
use  of  the  Woman’s  Auxiliaiy  in  maintaining 
woman’s  hospitality  areas  in  both  the  Hilton  Hotel 
and  Memorial  Coliseum. 

Upon  motion  duly  made,  seconded  and  carried, 
it  was  voted  that  the  Executive  Committee  of  the 
Board  of  Trustees  be  authorized  to  expand  Society 
funds  in  accordance  with  the  recommendations  of 
the  Local  Committee  on  Arrangements  for  the  1963 
Clinical  Session  of  the  American  Medical  Association. 

There  being  no  further  business  the  meeting  was 
adjourned. 
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HIGHLANDS  MEDICAL  PLAZA 


IDEALLY  LOCATED 

Convenient  to  the  new  (in  progress)  Seottle-Everett  Freeway  and  the  present  Highway  99, 
this  new,  attractively  designed  medical  plaza  is  in  the  heart  of  the  Shoreline  District  and 
close  to  two  hospitals. 

BALANCED  MEDICAL  FIELD 

Tenants  include  1 G.P.,  1 radiologist,  2 pediatricians,  1 opthalmologist;  as  well  as  all  an- 
cillary services  and  dentists.  Additional  tenants  will  be  selected  for  equitable  balance. 


RENTAL 

Much  forethought  and  consideration  for  the  physician's  every  need  went  into  the  planning 
of  this  outstanding  medical-dental  building.  Nothing  was  sacrificed  to  the  low-low  rate  of 
$33.00  per  hundred  square  feet  made  posible  by  the  builder-owner  combination. 


SERVICES  INCLUDE; 

Partitioning  and  finishing  to  suit  ...  at  NO  ADDITIONAL  COST.  Individual  room  con- 
trol of  heat  and  air  conditioning.  All  utilities,  daily  janitor  service,  ample  free  parking 
for  tenants  and  patients. 


for  further  particulars,  call  or  write: 


HIGHLANDS  PLAZA 


1144  No.  175th  Seattle,  Wash.  LI  6-3177 
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WASHINGTOjY 


Washington  State  Medical  Association — 1309  seventh  avenue,  Seattle  1, Washington 

PRESIDENT  Dean  K.  Crystal,  M.D.,  Seattle 

SECRETARY  WUbuT  E.  Watsou,  M.D.,  Seattle 

EXECUTIVE  SECRETARY  Mr.  R.  W.  Neill,  Seattle 
annual  meeting  September  15-18,  1963,  Seattle 


WSMA  Prepares  for  74th  Annual  Meeting^  September  15-18 
Olympic  Hotel,  Seattle,  Wash. 


Scientific  exhibits  chosen 

The  author  of  the  best  scientifie  exhibit  at  this 
year’s  meeting  will  be  presented  the  Aesculapius 
Award  Certificate  and  a cash  prize  of  $200.  The 
award  is  sponsored  by  Mead  Johnson.  The  WSMA 
Scientific  Exhibit  Committee  is  assigned  the  task  of 
choosing  the  best  of  the  following  exhibits  accepted 
for  presentation:  pathologic  anatomy  of  the  rheuma- 
toid hand,  D.  Kay  Clawson,  M.D.;  Arthritis  and 
Rheumatism  Foundation  Rehabilitation  Center,  Rob- 
ert Willkens,  M.D.,  Bruce  Zimmerman,  M.D.,  John 
Decker,  M.D.,  and  Albert  Cooper,  M.D.;  rate  of 
spermatogenesis  in  man— determined  by  incorporat- 
ing tritiated  thymidine  in  te.stes,  Carl  Heller,  M.D., 
Ph.D.,  Donald  J.  Moore,  A.B.,  Yves  Clermond,  Ph.D., 
Lorna  J.  Matson,  A.B.;  radioisotopes  in  clinical  diag- 
nosis, Gordon  D.  LaZerte,  M.D.;  lymphography, 
W.  J.  Mikkelsen,  M.D.;  adoption  information  exhibit, 
Robert  F.  L.  Policy,  M.D.,  Donald  Lewis,  M.D.,  and 
Walter  Keifer,  M.D.;  treatment  of  iliofemoral  throm- 
bophlebitis by  thrombectomy,  Alfred  Sheridan,  M.D., 
Lester  Sauvage,  M.D.,  Donald  Burke,  M.D.,  and 
Stephan  Wood,  M.D.;  treatment  of  reflux  esoph- 
agitis and  haital  hernia,  D.  H.  Dillard,  M.D.,  Howard 
N.  Anderson,  M.D.,  and  Eugene  A.  Hessel,  M.D.; 
disability  evaluation  of  facial  injuries:  a new  simpli- 
fied method,  Gilbert  G.  Fade,  M.D.  and  Matthew 


A.  Pilling,  M.D.;  impedance  plethysmography  for 
office  diagnosis  of  peripheral  vascular  disease,  K.  W. 
Edmark,  M.D.,  George  I.  Thomas,  M.D.,  and  Thomas 
W.  Jones,  M.D.;  air  resources  management,  Robert 
L.  Stockman,  M.D.  and  Peter  W.  Hildebrandt,  M.D.; 
the  diffuse  obstructive  pulmonary  syndrome,  C.  J. 
Martin,  M.D.;  the  use  of  grafts  in  the  cardiovascular 
system,  Lester  Sauvage,  M.D.,  S.  J.  Wood,  M.D., 
A.  H.  Bill,  Jr.,  M.D.,  K.  E.  Berger,' M.D.,  S.  Robel 
and  R.  Viggers;  hybaroxic  radiation  therapy  in  cancer 
management,  Orliss  Wildermuth,  M.D.;  propriocep- 
tive nenromuscular  facilitation  exercise  technique, 
Albert  L.  Cooper,  M.D.,  Eva  LeBlanc,  and  Eli 
Skaugvoid;  applications  of  arterial  catheterization  in 
the  general  practice  of  radiology,  Owen  Martin,  M.D. 

Dr.  Annis  keynote  speaker 

Edward  R.  Annis,  Miami,  President  of  the  Ameri- 
can Medical  Association  and  nationally  recognized 
spokesman  for  the  medical  profession,  will  deliver 
an  address  at  the  Sunday  evening,  September  15, 
WSMA  Convention  Family  Banquet. 

Election  into  one  of  medicine’s  most  select  groups 
will  also  be  held  Sunday  evening  when  the  new 
members  of  the  “Fifty-Year  Club”  are  presented 
their  pins  of  membership.  Physicians  who  have  prac- 
ticed medicine  fifty  years  or  more  are  eligible. 


Appointments  at  U of  W 

The  University  of  Washington  Board  of  Regents 
has  recently  announced  the  appointment  of  Ralph 
J.  P.  Wedgwood  as  chairman  of  the  Department  of 
Pediatrics  at  the  University  of  Washington  School 
of  Medicine  and  William  O.  Robertson  as  medical 
director  of  University  Hospital,  assistant  dean  of  the 


School  of  Medicine  and  associate  professor  of  pedia- 
trics. 

Dr.  Robertson  was  assistant  dean  at  Ohio  State 
University  College  of  Medicine  before  the  appoint- 
ment, Dr.  Wedgwood  came  to  Washington  last  year 
as  associate  professor  of  pediatrics  from  Western 
Reserve  University,  where  he  had  taught  since  1953. 
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Dr.  \\'eclgwoocl  succeeds  Robert  A.  Aldrich  who 
is  on  leave  as  director  of  the  newly-created  National 
Institute  of  Child  Health  and  Human  Development. 
Dr.  Robertson  succeeds  John  R.  Hogness  who  will 
become  full-time  associate  dean  of  the  School  of 
Medicine. 


Madigan  award 

Henry  N.  Harkins,  professor  of  surgery  at  the  | 
University  of  Washington  School  of  Medicine  was  I 
awarded  the  Certificate  of  Appreciation  for  Patriotic 
Service  of  the  Army.  The  honor  was  given  him 
for  his  contributions  as  senior  surgery  consultant  to 
the  hospital’s  Medical  Care  Progi'am. 


Bulletin  From  Dr.  Jess  W.  Read,  Chairman  Washington  State  Medical  Disciplinary  Board 


Narcotic 

In  recent  months,  The  Washington  State  Medical 
Disciplinary  Board  has  been  greatly  concerned  about 
the  volume  of  narcotic  and  other  dangerous  drugs 
obtained  by  addicts  on  prescriptions  from  physicians. 

Under  state  law.  Chapter  18.72  of  the  Revised 
Code  of  Washington,  the  Board  is  charged  with 
the  duty  to  investigate  complaints  of  “unprofessional 
conduct”  made  againt  persons  licensed  to  practice 
medicine  and  surgery  in  M'ashington.  The  statutory 
definition  of  “unprofessional  conduct”  includes  the 
use  or  prescription  of  narcotic  or  dangerous  drugs 
for  other  than  a therapeutic  purpose.  In  the  Board’s 
opinion,  “therapeutic  purposes”  does  not  include 
supplying  addicts  with  narcotics  or  “dangerous 
drugs.” 

It  should  be  noted  that  where  the  Board  finds 
merit  to  a complaint,  a hearing  is  held.  If  the  licensee 
is  found  guilty  of  “unprofessional  conduct,”  the 
Board  is  empowered  to  reprimand  the  licensee  or 
suspend  or  revoke  his  license. 

Information  received  from  local,  state  and  federal 
law  enforcement  officials,  including  the  State  Phar- 
macy Board  and  the  Federal  Narcotics  Bureau,  has 
revealed  that  there  is  a serious  problem  in  certain 
areas  of  the  state.  The  Board  has  been,  and  intends 
to  continue,  investigating  the  problem  and  taking 
appropriate  action. 

The  Board  wishes  to  forewarn  physicians  that 
current  sources  of  supply  are  being  closed  and  that 
addicts  will  be  looking  for  new  sources.  Those  who 
have  not  been  bothered  in  the  past  will  be  ap- 
proached. In  addition,  physicians  must  exercise 
greater  control  over  supplies  and  lock  their  bags 


Addicts 

in  the  car  trunk;  for,  the  addicts  will  continue  to 
search  out  and  steal  the  physician’s  bag  and  supplies. 
Incidentally,  physicians  should  recall  that  narcotic 
thefts  must  be  reported  to  the  federal  bureau. 

Our  investigation  reveals  that  the  addict  will 
travel  many  miles  seeking  prescriptions.  He  calls 
on  several  physicians  during  the  same  period  and 
sells  his  surplus.  He  passes  the  word  and  other 
addicts  literally  descend  on  physicians  who  have 
acceded  to  the  addict’s  request. 

Perhaps  the  best  tip-off  of  an  addict  is  his  attempt 
to  suggest  or  “prescribe”  a drug,  or  his  complaint 
of  some  chronic  intemal  condition.  The  physician 
must  always  be  on  guard  with  any  new  patient  and 
our  investigation  indicates  tha  he  should  also  be 
alert  even  after  having  seen  the  patient  a few  times. 
For  the  addict  will  readily  lie  or  steal  in  order  to 
obtain  narcotics  or  some  dangerous  drug  substitutes, 
so  as  to  satisfy  his  craving. 

From  the  Board’s  investigation,  it  appears  that 
addicts  tend  to  seek  out  the  elderly  or  newly  estab- 
lished physicians. 

Two  actions  by  the  physicians  will  correct  the 
problem.  If  the  physician  investigates  the  condition 
supposedly  causing  pain  or  makes  a hospital  referral, 
the  addict  will  almost  always  leave  the  clinic  or 
refuse  hospitalization.  If  the  physician  offers  to 
check  with  the  local  law  enforcement  agencies  or 
the  narcotics  bureau,  the  addict  is  certain  to  run, 
and  is  almost  never  belligerent  or  threatening. 

The  assistance  of  every  physician  is  needed  in 
controlling  illegal  narcotic  and  dangerous  drug 
traffic. 


CONSTITUTIONAL  AMENDMENT 

PROPOSED  AMENDMENT  TO  ARTICLE  IV, 
SECTION  3 (b)  OF  THE  CONSTITUTION  OF  THE 
WASHINGTON  STATE  MEDICAL  ASSOCIATION 
ARTICLE  IV-COMPONENT  SOCIETIES 
Section  3.  Issuance  of  Charters. 

(b)  After  the  issuance  of  the  charters  pro- 
vided for  immediately  above,  the  Board  of  Trus- 
tees, \A/ith  the  approval  of  the  House  of  Delegates, 
may  charter  as  a component  society  a medical 
society  representative  of  the  medical  profession 
of  a county  as  circumstances  may  dictate  or  as 


seems  desirable.  No  charter  shall  be  issued  with 
respect  to  a county  in  which  a component  society 
previously  chartered  has  territorial  jurisdiction 
((except));  provided,  however,  the  Board  of  Trus- 
tees may  create  a state-wide  component  society 
on  an  interim  basis  only  to  implement  the  merger 
of  the  Washington  State  Osteopathic  Association 
into  the  Washington  State  Medical  Association; 
provided,  father,  that  whenever  an  increase  in 
membership  warrants,  an  additional  component 
county  society  may  be  chartered  within  the 
previous  territorial  jurisdiction  of  an  existing 

continued  on  page  545  1 
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nepenzolate  bromides 


calms  the  hyperactive  colon 


calms  the 
hyperactive 
colon 


IN* irritable  colon 
spastic  colon 
ulcerative  colitis 


RELIEVING -pain -cramps -bloating 
propulsive  hypermotility/ diarrhea 
spastic  contractions/constipation 


Action  is  exerted  selectively  on  the  colon  with  less  effect 
on  other  viscera.  One  or  two  tablets  three  times  a day 
and  one  or  two  at  bedtime  usually  provide  prompt  relief. 
Begin  with  lower  dosage  and  adjust  according  to  response. 
CANTIL  with  phenobarbital  may  be  prescribed  if  seda- 
tion is  required. 

Dryness  of  the  mouth  or  blurring  of  vision  may  occur  but 
is  usually  mild  and  transitory.  Urinary  retention  is  rare. 
Caution  should  be  observed  in  prostatic  hypertrophy  — 
withhold  in  glaucoma. 

CANTIL 

(mepenzolate  bromide)  — 25  mg.  per  scored  tablet. 

Bottles  of  100  and  250. 

CANTIL  WITH  PHENOBARBITAL 

containing  in  each  scored  tablet  16  mg.  phenobarbital 
(warning;  may  be  habit  forming)  and  25  mg. 
mepenzolate  bromide.  Bottles  of  100  and  250. 


LAKESIDE  LABORATORIES,  INC. 

■r'MILWAUKEE  1,  WISCONSIN 


continued  from  page  542 

component  society  composed  of  two  or  more 
counties. 

V.  W.  Spickard,  M.D.,  Chairman,  Committee  on 
Revision  of  Constitution  and  By-Laws 


This  amendment  will  be  submitted  for  final 
acceptance  by  the  House  of  Delegates  at  the  WSMA 
meeting,  September  15-18.  (See  page  77,  January, 
1963  issue.) 


O B I T U 

DH.  j.\Y  uuR.AND,  former  Seattle  pediatrician  and 
chief  of  pediatric  services  at  Children’s  Orthopedic 
Hospital,  died  March  21  in  Victoria,  B.C.  He  lived 
there  folloicing  his  retirement  in  1954,  after  40 
years  of  practice  in  Seattle.  Dr.  Durand  established 
the  first  ho.spital-pediatric  service  in  the  city  at  the 
old  Queen  Anne  Hill  Orthopedic  Hospital.  He  was 
an  organizer  and  pa.st  president  of  both  the  Ameri- 
can Academy  of  Pediatrics  and  the  Northwest  Pedi- 
atric Society  and  tvas  chairman  of  childrens  diseases 
.section  of  the  American  Medical  Association.  He 
icas  granted  his  degree  by  the  University  of  Minne- 
sota Medical  School  in  1905,  he  was  85. 

DR.  JOSEPH  PRESLEY  CALDWELL  died  MatJ  5 ill 

Cheney.  He  was  63.  Born  in  Pittsburgh,  he  moved 
to  Cheney  30  years  ago.  He  was  granted  his  de- 
gree by  N orthwestern  University  Medical  School  in 
Chicago  in  1934.  He  tvas  a member  of  the  Ameri- 
can Academy  of  General  Practice. 

DR.  JAMES  G.  CUNNINGHAM,  fl  native  of  Bellingham 
and  resident  of  Seattle  for  the  past  30  years,  died 


ARIES 

May  14,  at  47.  A graduate  of  St.  Lotus  University 
School  of  Medicine  in  1950,  he  was  licensed  in  1952. 
Dr.  Cunningham  practiced  in  Seattle. 

DR.  RODERICK  jANsoN,  of  Seattle,  died  April  17,  from 
an  injury  sustained  in  a traffic  accident  on  January 
29.  He  was  65.  He  teas  granted  his  degree  by 
the  University  of  Minnesota  Medical  School  in  1925, 
was  licewsed  in  1927.  Dr.  Janson  had  practiced  in 
Seattle  .since  1927.  He  teas  .staff  physician  for  Group 
Health  Hospital.  Dr.  Janson  was  a World  War  1 
veteran. 

DR.  PHILIP  L.  NEWMYER,  of  Olympia,  died  April  11 
of  coronary  artery  occlusion.  Dr.  Newmeyer,  born  in 
Nebraska  in  1887,  had  practiced  in  Oregon  and 
California,  before  his  retirement  12  years  ago.  He 
graduated  from  Williamette  University  Medical  De- 
partment in  1913. 

DR.  ERWARD  A.  M.ARSH.YLL,  86,  died  April  14,  of 
myocardial  failure,  in  Ocean  Park.  He  received  his 
degree  from  Universcity  of  Oregon  Medical  School 
in  1902.  A native  of  Hamilton,  Ontario,  he  practiced 
in  Portland  before  his  retirement  30  years  ago. 


m confusion  and  apathy  ... 
...  to  Clarity  and  Interest 

Cerebro-Nicin 


CAPSULES 


A safe  effective  cerebral  stimulant  and  vasodilator 
for  your  forgetful  aging  patient.  On  Cerebro-Nicin 
therapy,  your  patient  shows  improvement  in  social 
activity  and  relationships,  and  greater  concern 
with  personal  appearance. 


FORMULA: 

PTZ  (Pentamethylene 

Tetrazole)  100  mg 

Nicotinic  Acid  100  mg 

Niacinamide 5 mg 

Vitamin  C 100  mg 

Thiamine  HCI 25  mg 

Riboflavin 2 mg 

Pyridoxine  3 mg 

I Glutamic  Acid 50  mg 

INDICATIONS:  Apathy,  dizzy  spells, 
mild  behavior  disorders,  mental  con- 
fusion, functional  memory  defects. 
AVERAGE  DOSE:  One  capsule  three 
times  daily. 

AVAILABLE:  Bottles  of  100  and  500 
capsules. 


CAUTION:  Most  persons  ex- 
perience a flushing  and  tin- 
gling sensation  after  taking 
a higher  potency  niacin- 
containing  compound.  As  a 
secondary  reaction  some 
will  complain  of  nausea  and 
other  sensations  of  discom- 
fort. This  reaction  is  tran- 
sient and  is  rarely  a cause 
for  discontinuance  of  the 
drug  if  the  patient  is  fore- 
warnedtoexpeetthe  reaction, 

WARNING;  Contraindicated  in 
the  presence  of  epilepsy. 


\ Write  for  samples  and  literature . . 


THE  BROWN  PHARMACEUTICAL  COMPANY 

2500  West  Sixth  Street,  Los  Angeles  57,  Californi.n 
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BELAP 

Antispasmodic  sedative 
Natural  alkaloids  of  Belladonna 

economical  to  use 

BELAP  No.  0 Formula  BELAP  No.  2 (Scored)  Formula 

Belladonna  Extract % gr.*  Belladonna  Extract % gr. 

Phenobarbital % gr.  Phenobarbital 'A  gr. 

BELAP  No.  1 Formula 
Belladonna  Extract % gr.* 

Ph6DOb3rbit3l  Qr  * Equivalent  S minims  Tmct.  Belladonna;  USP. 

Prescribe  BELAP  with  confidence  ^3"[aacR;  Haack  Laboratories,  Inc.,  Portland  1,  Oregon 

SINCE  19<X 
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IDAHO 


X 


Idaho  State  Medical  Association — 364  sonna  building,  Boise,  Idaho 


PRESIDENT  Manletj  Shaw,  M.D.,  Boise 

SECRETARY  A.  Curtis  JoTies,  M.D.,  Boise 

EXECUTIVE  SECRETARY  Mr.  A.  L.  Bird,  Boise 

annual  meeting  June  26-29,  1963,  Sun  Valley 

Committee  on  medical  education 

A 65-member  statewide  committee  on  medical 
education  has  been  appointed  by  Governor  Robert 
E.  Smylie  and  held  its  first  meeting  in  Boise  on 
Monday,  June  17,  in  the  Legislative  Chambers  of 
the  Statehouse. 

The  purpose  of  the  committee  is  to  assist  in  a 
study  to  determine  the  needs  and  resources  for 
medical  education  in  Idaho  and  the  possibility  of 
the  establishment  of  a Regional  Medical  School  by 
the  states  of  Idaho,  Montana,  Nevada  and  Wyoming. 

James  M.  Faulkner,  former  Dean  of  Boston  Uni- 
versity Medical  School,  is  directing  the  study  and 
activities  of  the  Idaho  Committee  and  comparable 
committees  in  the  three  other  states. 

Physicians  appointed  to  the  committee  include: 
Manley  B.  Shaw,  A.  Curtis  Jones,  Robert  S.  McKean, 
Alfred  M.  Popma,  all  of  Boise;  Donald  K.  Worden, 
Lewiston;  E.  V.  Simison,  Pocatello,  E.  R.  W.  Fox, 
Coeur  d’Alene.  Executive  Secretary  Bird  was  ap- 
pointed also. 

Idaho  Heart  Association 

Ben  E.  Katz,  Twin  Falls,  is  the  new  President  of 
the  Idaho  Heart  Association.  He  succeeds  William 
D.  Forney  of  Boise. 

Other  physician  officers  elected  at  the  organiza- 
tion’s annual  meeting  held  in  Boise  in  May  include 
A.  Lloyd  Barrott,  St.  Anthony,  President-Elect;  Lynn 
H.  Anderson,  Pocatello,  Vice-President;  Burton  R. 
Stein,  Lewiston;  C.  C.  Johnson,  Boise;  Lester  C. 
Crismon,  Lewiston,  Roy  O.  Shaub,  Twin  Falls; 
Robert  E.  Hay,  Nampa,  and  B.  I.  Copple,  Boise, 
members  of  the  Board  of  Directors. 

State  Board  of  Medicine  section 

The  regular  meeting  of  the  State  Board  of  Medi- 
cine was  held  in  Boise,  July  8,  9,  10  for  the  purpose 
of  conducting  business  and  granting  licenses.  Mem- 
bers of  the  Board  are  S.  M.  Poindexter,  Boise,  Chair- 
man; W.  Wray  Wilson,  Coeur  d’Alene,  John  E. 
Comstock,  Pocatello,  Charles  E.  Kerrick,  Caldwell, 
James  S.  Newton,  Lewiston,  and  Charles  A.  Terhune, 
Burley. 


No  Temporary  Licenses  were  granted  in  May. 

Symposium  on  human  physical  endeavor 

A symposium  on  human  physical  endeavor,  spon- 
sored by  the  Physical  Education  Department  of  the 
College  of  Idaho  was  held  on  campus  in  Caldwell, 
June  10-14.  The  series  included  lectures,  discussions 
and  demonstrations  covering  recent  advances  in 
sports  medicine,  anatomy,  physiology,  nutrition  and 
neurology. 

OBITUARY 

DR.  EDGAR  L.  WHITE,  80,  died  in  Lewistown,  May  20. 
Born  at  St.  Louis,  Missouri,  April  21,  1883,  he  ob- 
tained his  medical  degree  from  Bush  Medical  Col- 
lege, Chicago,  in  1909,  and  interned  at  St.  Luke’s 
Hospital,  Spokane,  Washington.  He  established  his 
practice  in  Lewiston  in  1910. 

Dr.  White  constructed  the  32-bed  hospital  there  in 
1916  at  a cost  of  $19,900.00  and  it  continued  oper- 
ation until  1946,  when  it  closed  because  of  nurse 
shortage.  He  also  operated  a training  school  for 
nurses  from  1917  to  1930. 

Dr.  White  .served  in  the  Army  Medical  Corps  in 
World  War  1 and  was  active  in  the  American  Legion. 
At  the  time  of  his  death  he  was  Dean  of  the  Past 
Potentates  of  Calam  Temple  of  the  Shrine.  He  had 
■served  as  Potentate  in  1919.  He  was  a member  of 
the  Masonic  Lodge,  the  Knights  of  Pythias  and  the 
Lewiston  Elks  Lodge. 

In  June  of  1959,  Dr.  White  recalled  that  in  fifty 
years  of  practice  in  Lewiston  he  had  delivered 
3,000  babies,  three  of  whom  became  physicians: 
Joseph  E.  Baldeck,  James  H.  Bauman  and  Oliver  M. 
Mackey,  Jr.,  all  of  Lewiston. 

An  avid  trapshooter.  Dr.  White  served  six  terms  as 
President  of  the  Lewiston  Gun  Club.  He  was  a 
member  and  past-president  of  the  Hi-Yu  Indian  and 
Pacific  Indian  Trapshooters,  an  organization  with 
headquarters  in  Harrison,  B.C.  For  many  years,  he 
had  served  as  physician  on  the  Lewiston  Roundup 
Board  of  Directors  and  was  an  honorary  director  at 
the  time  of  his  death. 
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Neuroses 


MOKNINGSIDE 

HOSPITAVL 

Comprehensive  treatment  of  psychiatric  conditions 

• Intensive,  individualized  programs 

• All  treatment  modalities  available 

• Occupational  and  recreational  therapy 

• Long  or  short  term  care 

• All  ages  . . . School  on  premises 

Psychoses  . . . Organic  Syndromes  . . . Mental  Retardation 

ALLAN  G.  ROBERTS,  M.D.,  HENRY  COE, 

Medical  Director  Administrator 

10008  S.  E.  Stark  Street  Portland  16,  Oregon 
Inquiries  invited  Phone:  ALpine  2-5571 

Largest  private  psychiatric  hospital  on  the  west  coast.  Est.  1893 


RALEIGH  HILLS  HOSPITAL* 

Member  of  the  American  Hospital  Association;  Recognized  by  the  American  Medical  Association 

EXCLUSIVELY  for  the  TREATMENT  of 

ALCOHOL  ADDICTION 

by  Conditioned  Reflex  and  Adjuvant  Methods 

MEDICAL  STAFF: 

John  R.  Montague,  M.D.  Norris  H.  Perkins,  M.D.  Merle  M.  Kurtz,  M.D. 

John  W.  Evans,  M.D.,  Consulting  Psychiatrist 

Raleigh  Hills  Hospital 

LARRAE  A.  HAYDON,  ADMINISTRATOR 
JEAN  B.  TANNER,  ADMINISTRATOR 

6050  S.W.  Old  Scholls  Ferry  Road  Portland  7,  Oregon  Mailing  Address;  P.  O.  Box  366 

Telephone:  CYpress  2-2641 

FORMERLY  RALEIGH  HILLS  SANITARIUM,  Inc. 
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House  of  Delegates  eit  Atlantic  City 


Meeting  of  the  AMA  House  of  Delegates  at 
Atlantic  City  last  month  was  characterized  by 
thoughtful  handling  of  a considerable  volume  of 
business.  As  much  as  any  such  session,  it  might  be 
called  efficient  although  the  word  hardly  applies 
to  any  meeting  during  which  more  than  two  hundred 
delegate  days  are  wasted. 

\\hth  a few  important  exceptions,  transactions 
of  the  first  day  of  any  meeting  of  the  House  could 
be  condensed  into  brief  announcements  about  pub- 
lished material,  a message  or  two  of  significance, 
and  a start  on  the  real  work  of  the  session.  At  least 
a half  day  could  be  saved.  Elimination  of  a number 
of  non-essentials  plus  a bylaw  amendment  permit- 
ting election  of  officers  before  the  final  day  of  the 
session  would  have  saved  the  delegates  an  entire 
day  at  Atlantic  City.  Since  there  are  226  seats  in 
the  House,  the  saving  would  have  been  more  than 
two  hundred  delegate  days,  not  even  considering  the 
time  of  alternate  delegates,  many  of  whom  attend  the 
meetings.  In  view  of  progress  in  conduct  of  the 
meetings  in  recent  years,  it  would  appear  that  this 
saving  in  time  might  be  attainable  without  much 
difficulty. 

Northwest  winners 

Election  to  important  office  was  won  by  three 
representatives  of  the  Northwest.  Raymond  M. 
McKeown’s  many  contributions  to  AMA  were 
recognized  by  a heretofore  infrequent  third  election 
to  the  Board  of  Trustees.  His  election  was  by  accla- 
mation and  was  followed  by  enthusiastic  applause. 
He  was  first  elected  to  a one  year  term  at  New 
York  in  19.57.  The  following  year,  at  San  Erancisco, 
he  was  re-elected,  this  time  for  five  years.  Due  to 
changes  in  constitution  and  bylaws,  the  term  initi- 
ated by  the  Atlantic  City  meeting  this  year  will  be 
for  three  years.  Trustees  formerly  held  office  for 
a term  of  five  years  and  were  limited  to  two  terms. 
With  adoption  of  amendments  at  Atlantic  City  on 
the  third  day  of  the  meeting,  the  present  plan  is 
for  terms  of  three  years  but  a trustee  may  serve 
three  terms.  The  Board  now  consists  of  15  men  - 
twelve  elected  delegates,  the  President,  President- 
' Elect  and  immediate  Past-President.  The  Speaker, 
Vice-Speaker  and  Vice-President  attend  but  do  not 
vote. 

' Melvin  W.  Breese,  of  Portland,  President  of  the 
' Oregon  State  Medical  Society  won  a surprising 
election  to  the  Council  on  Medical  Education  and 
I Hospitals.  Surprise  was  due  to  the  fact  that  he  was 
relatively  unknown  to  the  delegates  who  commonly 
[ give  preference  to  those  with  previous  experience 
in  the  House.  Dr.  Breese  was  nominated  by  the 


Board  of  Trustees  because  of  his  qualifications  and 
many  strong  recommendations.  A number  of  candi- 
dates had  been  considered. 

Considerably  less  surprising  was  the  election  of 
Jess  Read,  of  Tacoma,  to  the  Council  on  Medical 
Service.  He  is  well  known  and  highly  respected  in 
the  House,  not  only  for  his  competent  AMA  com- 
mittee work  but  also  for  his  background  in  affairs 
of  the  Washington  State  Medical  Association  and 
the  Washington  State  Medical  Disciplinary  Board. 
He  is  currently  chairman  of  the  latter. 
officers 

Neither  was  there  surprise  when  Norman  Welch, 
who  has  been  a very  popular  Speaker,  won  an  un- 
contested advance  to  become  President-Elect.  Mil- 
ford Rouse  of  Texas,  replaces  him  as  Speaker  and 
W.  C.  Bornemeier,  of  Chicago  is  the  new  Vice- 
Speaker.  Donovan  Ward,  of  Dnbuque,  Iowa  is  Vice- 
President. 

Percy  Hopkins,  of  Illinois  was  re-elected  to  the 
Board  of  Trustees.  New  members  of  the  Board  are 
Dwight  Wilbur  of  California,  R.  C.  Long  of  Ken- 
tucky, Les  Bibler  of  Indianapolis  and  L.  O.  Simon- 
stad  of  Wisconsin,  all  well  known  in  the  House. 

research  institute  sponsored 

In  his  report  to  the  House  on  affairs  of  the  Ameri- 
can Medical  Association  Education  and  Research 
Eoundation,  Dr.  McKeown  announced  establishment 
of  a research  institute.  It  is  to  be  known  as  the 
Institute  for  Biomedical  Research  and  will  be  de- 
voted to  fundamental  research  rather  than  to  clinical 
investigation.  The  plan  is  built  around  the  idea  of 
a group,  or  groups,  of  talented  workers  who  will  be 
completely  free  to  follow  their  own  interests  into 
the  field  of  life  processes.  It  is  expected  that  the 
main  emphasis  will  be  on  intracellular  structure 
and  physiology.  It  is  anticipated  that  actual  oper- 
ation will  begin  early  in  1965. 

commission  on  pharmacy  and  medicine 

Study  of  interprofessional  relationships  will  be 
undertaken  by  a new  Commission  on  Pharmacy  and 
Medicine,  established  by  the  Board  of  Trustees  in 
cooperation  with  the  National  Association  of  Retail 
Druggists  and  the  American  Pharmaceutical  Associ- 
ation. Each  organization  will  have  four  represent- 
atives. The  action  of  the  Board  of  Trustees  in 
establishing  the  commission  was  approved  by  the 
House. 

trade  commission  ruling 

During  its  studies  of  problems  of  ophthalmology, 
the  Commission  to  Coordinate  the  Relationships  of 
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Medicine  with  Allied  Professions  and  Services  was 
made  aware  of  a new  ruling  by  the  Federal  Trade 
Commission  affecting  physicians.  The  ruling  would 
make  a physician  a member  of  an  industry,  and 
subject  to  FTC  control,  when  he  sells  a product  of 
the  industry.  This  is  interpreted,  by  the  FTC,  to 
mean  that  prescribing  of  an  industry  product  by  a 
physician  in  the  practice  of  his  profession  is  to  be 
subjected  to  certain  restrictions.  The  House  directed 
the  Board  of  Trustees  to  investigate  this  ruling  and 
take  any  necessary  steps  for  clarification.  This  di- 
rective was  based  on  the  portion  of  the  Commis- 
sion’s report  realing  with  court  decisions  on  profes- 


sional practice.  They  would  appear  to  make  the  FTC 
ruling  untenable. 

mental  health 

The  House  was  given  opposing  points  of  view, 
on  construction  and  early  operation  of  mental  health 
facilities,  by  two  councils.  The  Council  on  Mental 
Health  urged  that  the  AMA  support  federal  finan- 
cing of  construction  and  early  operation  of  such 
facilities.  The  Council  on  Legislative  Activities 
urged  opposition  to  any  federal  support  other  than 
in  construction.  The  reference  committee  brought 
in  a report  disapproving  the  viewpoint  of  the  Mental 


giving 
to  ti 


chiia^^ 


vi-syneraT  chewahle  tahlets 


These  fruit-tasty,  delicious  treats  with  a great  big  nutritional  plus  can  be  chewed  or  sucked 
(melt  readily  in  mouth)  and  leave  no  unpleasant  aftertaste.  Makes  it  so  easy  for  mothers  to 
help  assure  toddlers  and  older  children  an  adequate  supplementary  intake  of  vitamins 
essential  to  their  normal  growth,  development  and  health  . . . and  with  just  one  tablet  daily. 


M-m-m-mast  delectable  too  . . .VI-SYNERAL  CHEWABLE 
TABLETS...  to  support  nutrition  in  geriatric,  chronically  ill, 
convalescing,  dieting  and  other  patients.  In  bottles  of  100. 

Want  samples?  Pleose  write  . . . 

?«.  «.  vitamin  & phavmacenticfil  corp. 

800  Second  Avenue,  New  York  17,  N.Y. 


EACH  CHEWABLE  TABLET  PROVIDES; 

VITAMIN  A/5,000  U.S.K.  UNITS  ■ VITAMIN  0 
500  U.S.P.  UNITS  ■ ASCORBIC  ACID  (C|/75  mg. 
THIAMINE  MONONITRATE  (B|)/l.S  mg.  ■ 
RIBOFLAVIN  (B2I/O.S  mg.  « PYRIDOXINE 
NCI  (B«)/2  mg.  N VITAMIN  Bu/3  meg.  ■ 
NIACINAMIDE/10  mg.  ■ d,  CALCIUM  PANTO- 
THENATE/2 mg.  ■ VITAMIN  E/1  INT.  UNIT 
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Health  Council  and  raising  some  questions  about 
agreement  with  what  has  been  called  the  bricks  and 
mortar  approach  in  federal  financing.  The  refer- 
ence committee  recommended  that  the  bricks  and 
mortar  policy  of  AMA  be  reviewed  by  the  Board 
of  Trustees  and  that  a report  be  made  to  the  House 
at  the  next  session.  An  amendment  was  offered  which 
would  have  put  AMA  in  support  of  federal  funds 
for  staffing  mental  health  facilities  but  it  was  soundly 
defeated. 

Two  resolutions  from  Massachusetts  were  adopted 
after  the  above  action  was  taken.  Both  supported 
the  principal  of  physician  care  of  the  mentally  ill 
and  one  opposed  efforts  of  federal  and  state  agencies 
to  engage  in  activities  restricting  availability  and 
benefits  of  private  care. 

pension  plan 

The  Board  of  Trustees  announced  that  a pension 
plan  had  been  developed  for  AMA  members  who 
wish  to  take  advantage  of  one  of  the  provisions 
of  Public  Law  87-792.  This  was  approved  by  the 
House.  It  is  a group  plan,  having  the  following 
advantages  as  reported  by  the  Board;  ease  of 
participation  from  the  standpoint  of  the  individual 
physician;  low  cost  for  administration  and  servicing; 
increased  opportunity  for  sound  investment  of  re- 
tirement dollars;  and  facilitation  of  required  reports 
to  the  U.  S.  Treasury. 

Under  the  plan  developed  by  the  Board,  the 
cumulative  contributions  of  each  participant  will 
be  individually  identified,  pooled  for  investment 
purposes,  and,  together  with  a pro-rata  share  of 
earnings,  returned  to  the  participant  upon  his  retire- 
ment. 

tobacco  and  health 

Big  guns  of  the  American  Cancer  Society  were 
trained  on  the  Reference  Committee  on  Public 
Health  and  Occupational  Health.  Appeals  to  the 
AMA  to  condemn  cigarette  smoking  were  articulate, 
impassioned,  and  insistent.  A long  list  of  organ- 
izations supporting  the  Cancer  Society’s  campaign 
was  presented  but  this  drew  from  Gerald  Dorman 
of  New  York,  a member  of  the  Board  of  Trustees, 
the  gentle  reminder  that  the  AMA  need  not  take 
action  merely  because  others  had  done  so.  In  spite  of 
the  pressure,  the  reference  committee  came  out  with 
a statement  that  there  were  many  toxic  substances 
deleterious  to  health  and  that  considerable  research 
was  necessary  to  determine  the  effeets  of  many 
toxins,  including  tobacco.  It  was  stated  that  the 
AMA  has  a duty  to  point  out  effects  on  the  young 
of  the  use  of  toxic  materials,  including  tobacco,  and 
that  these  facts  should  be  disseminated,  particularly 
in  our  schools.  In  a supplementary  report,  the  Board 
of  Trustees  had  recommended  that  an  AMA  state- 


ment on  tobacco  be  deferred  until  more  information 
had  been  accumulated.  This  position  was  taken  by 
the  House. 

This  brief  report  has  touched  on  only  a few  of  the 
actions  of  the  House  of  Delegates  at  Atlantic  City. 
There  were  many  others.  More  than  seventy  reso- 
lutions were  introduced,  there  were  two  dozen  sup- 
plementary reports  from  the  Board  of  Trustees  and 
the  House  reviewed  a number  of  special  committee 
reports.  This  prodigious  volume  of  work  was  con- 
sidered by  ten  reference  committees  (two  had  no 
referrals)  and  voted  on  by  the  226  member  House. 
AMA  publications  will  carry  important  communi- 
cations on  the  meeting.  All  of  these  should  be  given 
careful  consideration  as  they  reveal  the  activities 
and  directions  of  AMA,  not  always  understood  or 
appreciated  by  members. 

A file  of  all  of  the  resolutions  and  official  reports 
is  available  in  the  editorial  office  of  this  journal. 
Limited  numbers  of  duplicator  copies  can  be  provided. 
Write,  Editor,  Northwest  Medicine,  500  Wall  Street, 
Seattle  1,  Washington. 


POSTURE  CHAIRS 

BY  HARTER 

For  Patients  with  Problems  of  Physical  Structure 

Harter  Chair  No.  67T  is 
designed  for  “bad  back” 
problems.  Its  precise  finger 
tip  control  permits  fitting 
it  to  the  user.  The  tilt 
action  seat  allows  the  feet 
to  remain  on  the  floor 
when  one  leans  back  for 
complete  relaxation. 

You  too  Doctor  should 
treat  yourself  to  the  com- 
fort of  a 67T.  Other  models 
in  stock  for  secretarial  and 
clerical  employees.  A wide 
selection  of  fabrics  and 
colors  are  available  to  har- 
monize with  your  present 
or  anticipated  office  in- 
terior. 

TRICK  & MURRAY 

115  Seneca  Street  Seattle  1,  Washington 

Phone:  MAin  2-1440  Free  Parking 
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Ames  products  are  available 
through  your  regular  supplier. 


oacetest’ 

urine  ketones 

O clinitest’ 

urine  sugai 

Oictotest 


urine  bilirubin 


albustix' 

urine  ffrotein 

clinistix' 


urine  glucose 


hemastix' 

hematuria  ! hemoglobinuria 


ketostix' 

urine  ketones 


n 


552 


Xorthwest  Medicine,  July  1963 


Noctec 

CHLORAL  HYDimilSZSQlIBB 


and  the  rest  is  easy 


With  Noctec  [Chloral  Hydrate  U.S.P.],  your  patients'  rest  will  be  safe  as  well  as  easy.  In  1962,  after 
more  than  half  a century  of  clinical  use,  chloral  hydrate  is  still  praised  for  its  “wide  margin  of  safety" 
and  for  its  " 'light'  rather  than  'heavy'  ” hypnotic  and  sedative  character.*  That's  why  when  you  pre- 
scribe this  Squibb  brand  of  chloral  hydrate,  there'll  be  no  preliminary  excitement,  no  barbiturate 
“hangover,”  nothing  but  a sound  refreshing  sleep.  For  easy  rest  for  the  young  and  elderly,  for  cardiac 
patients,  in  psychiatric  complications,  during  the  first  stage  of  labor  and  for  pre-  and  post-operative 
sedation. 

Warning:  May  be  habit  forming.  Side  effects:  gastric  irritation  may  occur  in  some  patients,  excite- 
ment and  delirium  are  rare,  and  tolerance  and  addiction  are  uncommon.  Large  doses  of  choral  hydrate 
should  not  be  used  in  patients  with  severe  cardiac  disease  or  with  marked  impairment  of  renal  or  hepatl; 
function. 

Dosage:  Adults:  1 or  2 capsules  (0.5  to  1.0  Gm.)  or  1 or  2 teaspoonfuls  of  syrup,  15  to  30  minutes 
before  bedtime  or  ’/j  hour  before  surgery.  Children:  25  mg./lb.  body  weight  (maximum:  2 Gm.)  as  a 
single  hypnotic  dose.  For  sedation,  5 to  10  mg./lb.  body  weight  (maximum: 

1 Gm.).  Supply:  Capsules  — 500  mg.  (7/2  gr.)  and  250  mg.  (3%  gr.).  Syrup  SQUIBB 

—500  mg.  (7/2  gr.)  per  5 cc.  teaspoonful.  For  full  information,  see  your  Squibb  Quality 

Squibb  Product  Reference  or  Product  Brief.  -the  Priceless  Ingredient 

♦Stetson,  J.B.,  and  Jessup,  G.V.S.:  Anesth.  & Analg.  41:203,  1962.  .ou..»  division  OHn 
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Before  Duffy  could  pitch  a strike 


. . . vertigo  struck  him. 


The  team  doctor  gave  him  Antivert. 


Antivert  stopped  the  vertigo.  . . 


MODERATE  TO  COMPLETE  RELIEF  OF 
SYMPTOMS  m 9 OUT  OF  10  PATIENTS* 

Antivert  combines  meclizine  HCI,  an 
outstanding  drug  for  treatment  of 
vestibular  dysfunction,  \with  nicotinic 
acid,  a drug  of  choice  for  prompt 
vasodilation.  Side  reactions,  usually 
only  flushing  and  tingling,  are  short- 
lived and  considered  coincidental  to 
vasodilation  produced  by  nicotinic  acid. 
As  with  all  vasodilators.  Antivert  is 
contraindicated  in  severe  hypotension 
and  hemorrhage.  For  complete  pre- 
scription information,  consult  product 
brochure.  Prescribe  Antivert  for 
your  patients  with  vertigo,  Meniere’s 
syndrome  and  allied  disorders. 

*Scal,  J.  C.;  Eye  Ear  Nose  & Throat  Month. 
38:738  (Sept.)  1959. 

Antivert* 
stops  vertigo 

. . . and  for  your  geriatric  patients: 
NEOBON^ 

See  Physicians'  Desk  Reference 
for  prescription  information. 


New  York  17,  N.  Y. 

Division.  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World's  Well-Being® 


but  Antivert  can't  stop  everything. 
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ixiety  and  tension  relieved 
ertness  maintained 

ibriuirr 

ihlordiazepoxide 

e successor 
the  tranquilizers 


Formerly  nervous 
and  tense,  now 
better  able  to... 


enjoy  his 
children 


This,  in  essence,  is  what  happens  when  you 
place  a patient  on  Librium  (chlordiazepox- 
ide  HCl).  Since  this  agent  generally  relieves 
anxiety  and  tension  without  dulling  mental 
clarity  or  inducing  drowsiness,  most  patients 
become  better  able  to  function  normally, 
take  an  active  interest  in  family  and  sur- 
roundings, meet  and  solve  daily  problems. 
This  antianxiety  agent  is  virtually  free  from 
extrapyramidal  side  effects,  and  does  not 
produce  or  deepen  depression. 

Dosage:  Ora/  — Usual  adult  dose  in  mild  to  moderate  anxi- 
ety and  tension  is  5 or  10  mg,  3 or  4 times  daily;  in  severe 
anxiety  and  tension,  20  or  25  mg,  3 or  4 times  daily. 
Parenteral  — Jo  control  acute  conditions,  the  usual  initial 
adult  dose  is  50  to  100  mg  I.M.  or  I.V,;  not  more  than 
300  mg  should  be  given  during  a 6-hour  period.  □ Side 
effects:  Ora/— Drowsiness  and  ataxia,  usually  dose-related, 
have  been  reported  in  some  patients  — particularly  the 
elderly  and  debilitated.  Paradoxical  reactions, /.e.,  excite- 
ment, stimulation,  elevation  of  affect  and  acute  rage,  have 
been  reported  in  psychiatric  patients:  these  reactions  may 
be  secondary  to  relief  of  anxiety  and  should  be  watched 
for  in  the  early  stages  of  therapy.  Other  side  effects,  usu- 
ally dose-related,  have  included  isolated  instances  of 
minor  skin  rashes,  minor  menstrual  irregularities,  nausea, 
constipation,  increased  and  decreased  libido.  Parenteral 
— Following  parenteral  administration  some  patients  may 
become  drowsy  or  unsteady.  The  injectable  form  has 
occasionally  produced  mild,  transitory  fluctuations  of 
blood  pressure.  □ Precautions:  Ora/— In  elderly,  debili- 
tated patients,  limit  dosage  to  smallest  effective  amount 
to  preclude  development  of  ataxia  or  oversedation  (not 
more  than  10  mg  per  day  initially,  to  be  increased  gradu- 
ally as  needed  and  tolerated).  Until  the  correct  mainte- 
nance dosage  is  established,  patients  receiving  this  agent 
should  be  advised  against  possibly  hazardous  procedures 
requiring  complete  mental  alertness  or  physical  coordi- 
nation. Caution  patients  about  possible  combined  effects 
with  alcohol.  Caution  should  be  exercised  in  administer- 
ing Librium  (chlordiazepoxide  HCl)  to  addiction-prone 
individuals.  Careful  consideration  should  be  given  to  the 
pharmacology  of  any  agents  to  be  employed  concomi- 
tantly—particularly  the  MAO  inhibitors  and  phenothia- 
zines.  Observe  usual  precautions  in  impaired  renal  or 
hepatic  function.  Periodic  blood  counts  and  liver  func- 
tion tests  may  be  advisable  in  protracted  treatment. 
Parerrfera/- Indicated  primarily  in  acute  states.  Patients 
receiving  this  form  of  therapy  should  be  kept  under  ob- 
servation, preferably  in  bed,  for  up  to  three  hours.  Ambu- 
latory patients  should  not  be  permitted  to  operate  a 
vehicle  following  injection.  Reduce  dosage  when  treating 
patients  with  impaired  renal  or  hepatic  function.  The 
injectable  form  should  not  be  given  to  patients  in  shock 
or  comatose  states.  Reduced  dosage  (usually  25  to  50  mg) 
should  be  used  for  elderly  or  debilitated  patients,  and 
for  children. 


Asleep  at  eleven 

(without  excitation) 


Awake  at  seven 

(without  ‘‘hangover") 
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BOOKS 


For  a good 
night’s  sleep 
without 
barbiturate 
side  effects: 
Doriden 

(glutethimide) 

Patients  sleep  soundly  np  to  8 hours 
and  awake  refreshed  with  Doriden 
(glutethimide).  In  addition,  they 
benefit  from  its  specific  advantages 
over  barbiturates : 

• rarely  causes  pre-excitation ; onset 
of  action  is  smooth 

• metabolized  quickly,  thus  rarely 
produces  morning  “hangover” 

• not  contraindicated  in  the  pres- 
ence of  liver  and  kidney  disorders 

• well  tolerated  by  the  elderly  and 
chronically  ill 

• rarely  depresses  respiration 
AVERAGE  DOSE:  0.5  Gm.  at  bedtime. 
Total  daily  dosage  over  1 Gm.  not  rec- 
ommended for  continuing  therapy. 
CAUTION:  Careful  supervision  of 
dosage  is  advised,  especially  for  pa- 
tients with  a known  propensity  for 
taking  excessive  quantities  of  drugs. 
Excessive  and  prolonged  use  of  glu- 
tethimide in  susceptible  persons,  for 
example,  alcoholics,  former  addicts, 
and  other  severe  psychoneurotics, 
has  sometimes  resulted  in  depend- 
ence and  withdrawal  reactions.  In 
those  cases,  dosage  should  be  reduced 
gradually  to  lessen  the  likelihood  of 
withdrawal  reactions  such  as  nausea, 
abdominal  discomfort,  tremors,  or 
convulsions. 

SIDE  EFFECTS:  Occasional  reversible 
skin  rash  and  nausea. 

SUPPLIED : Tablets,  0.5  Gm.,  0.25  Gm., 
and  0.125  Gm.  Capsules,  0.5  Gm. 

C I B A 

SUMMIT,  N . J . 


RECEIVED;  The  following  books  have  been  received.  Pub- 
lication of  this  acknowledgement  is  to  be  considered  ade- 
quate return  to  the  sender.  Selected  titles  will  be  reviewed 
as  space  permits. 


The  practice  of  country  radiology.  By  Donald  de  Forest 
Bauer,  M.D.,  C.M.,  M.Sc.,  Associate  Consulting  Radiologist 
at  Klamath  Valley  Hospital  and  Hillside  Hospital,  Klamath 
Falls,  Oregon.  260  pp.  Illustrated.  Price  $11.75.  Charles 
C Thomas,  Springfield.  1963. 

The  lower  esophageal  vestibular  complex.  By  Constantion 
Zaino,  M.D.,  F.A.C.R.,  Maxwell  H.  Poppel,  M.D.,  F.A.C.R., 
Harold  G.  Jacobson,  M.D.,  F.A.C.R.,  and  Harold  Lepow, 
M.D.,  F.C.A.P.  272  pp.  Illustrated.  Price  $12.75.  Charles 
C Thomas,  Springfield.  1963. 

Multi-compartment  analysis  of  tracer  experiments.  Con- 
sulting Editor,  Hiram  E.  Hart,  Editor,  Harold  E.  Whipple, 
Managing  Editor,  Stanley  Silverzweig.  338  pp.  Graphs. 
Price  $6.00.  New  York  Academy  of  Sciences,  New  York. 
1963. 

Margin  of  safety.  By  John  Rowan  Wilson.  258  pp.  Illustra- 
tions. Price  $4.95.  Doubleday  & Company,  Inc.,  New  York. 
1963. 

Nursing  care  of  the  long-term  patient.  By  Jeanne  E.  Blum- 
berg,  R.N.,  P.H.N.,  M.S.,  and  Eleanor  E.  Drummond,  R.N., 
P.H.N.,  Ed.D.  134  pp.  Price  $2.75.  Springer  Publishing 
Company,  Inc.,  New  York.  1963. 

Management  of  anxiety  for  the  general  practitioner.  By 
Nathan  K.  Rickies,  M.D.,  F.A.P.A.  108  pp.  Price  $5.00. 
Charles  C Thomas,  Springfield.  1963 

A manual  of  diabetes  for  the  house  officer.  By  William  T. 
Nunes,  Major,  MC.  108  pp.  Illustrated.  Price  $5.00.  Charles 
C Thomas,  Springfield.  1963. 

The  specificity  of  serological  reactions.  By  Karl  Landsteip- 
er,  M.D.  330  pp.  Price  $2.00.  Dover  Publications,  Inc.,  New 
York.  1963. 

Indications  for  open-heart  surgery.  By  Dryden  P.  Morse, 
M.D.,  Senior  Attending  Surgeon  in  Thoracic  Surgery,  Al- 
bert Einstein  Medical  Center.  213  pp.  Illustrated.  Price 
$8.75.  Charles  C Thomas,  Springfield.  1963. 

Reasearch  methodology  and  potention  in  community  health 
and  preventive  medicine.  Consulting  Editor  Leonard  M. 
Schuman,  Editor  Harold  E.  Whipple,  Managing  Editor 
Stanley  Silverzweig.  pp.  471-808.  Price  $5.00.  New  York 
Academy  of  Sciences,  New  York.  1963. 

Electron  microscopy  of  skin  and  mucous  membrane.  Edited 
by  Arthur  C.  Curtis,  M.D.,  Chairman,  Department  of  Der- 
matology and  Syphilology,  University  of  Michigan,  Ann 
Arbor.  173  pp.  Illustrated.  Price  $8.50.  Charles  C Thomas, 
Springfield.  1963. 

Clinical  principles  and  drugs  in  the  aging.  By  Joseph  T. 
Freeman,  M.D.,  F.A.C.P.,  with  26  contributors.  485  pp. 
Graphs.  Price  $16.00.  Charles  C Thomas,  Springfield.  1963. 


Doridetf 

(glutethimide  CIBA) 


557 

Northwest  Medicine,  July  1963 


PROFESSIONAL  classified 


Practice  Opportunities 

GP  OPPORTUNITY-NORTH  CENTRAL  WASHINGTON 

Substantial  community  in  outdoorsman’s  paradise 
needs  physician.  Opportunities  for  general  practice 
and  general  practice  with  urology.  Solo,  group,  or 
partnership  openings.  Assistance  in  establishing 
practice  will  be  given  by  medical  bureau.  Write 
Box  39-D,  Northwest  Medicine,  500  M'all  St., 
Seattle,  Wash. 

GENERAL  PRACTITIONER  WANTED 

I am  tired  of  solo  practice.  Will  share  my  First  Hill 
office  space  for  a token  rental,  in  return  for  vacation 
freedom  and  alternate  weekends.  M'rite  Box  35-D, 
Northwest  Medicine,  500  Wall  St.,  Seattle,  Wash. 

ALLIED  PERSONNEL  OFFICES,  INC. 

Our  recruiting,  screening  and  referral  services  can  be 
of  valuable  assistance  to  you  in  securing  the  med- 
ically trained  person  or  situation  you  desire.  Seattle 
offices  247  Logan  Bldg.,  MA.  4-4793,  Everett  office, 
703  Medical  Dental  Bldg.,  AL.  2-3157. 

MEDICAL  DENTAL  PERSONNEL 

Associate  positions  desired  in  obstetrics,  internal 
medicine  and  general  practice,  Seattle,  Everett,  and 
Olympia  areas.  .508  Medical-Dental  Building,  Seattle, 
Wash.,  MU  2-0.545. 

WANTED-GP  FOR  SMALL  GROUP  PRACTICE 

Salary  $1,000  per  month,  1st  6 mo.,  $1,250  per  mo., 
2nd  6 mo.,  then  $1,500  per  month  with  opportunity 
for  partnership  or  profit  sharing  after  2nd  year 
association.  Contact  R.  A.  Bussabarger,  M.D.,  New 
Riverview  Clinic,  Raymond,  M'ash.,  Phone  942-2453. 

GP  ASSOCIATE  WANTED 

Space  available  in  one  of  Puget  Sound’s  most  rapidly 
growing  areas  with  well-established  GP.  Exchange 
days  off  and  weekends.  Build  own  practice  rapidly. 
Prefer  Catholic,  approx.  40.  Call  W’A  7-3477,  or 
write  D.  G.  Kohler,  M.D.,  Federal  M’ay,  Wash. 

GP  PRACTICE  FOR  SALE 

Due  to  illness  must  sell  m\-  well  established  practice 
located  in  downtown  Seattle.  Mutually  agreeable 
financial  arrangements  can  be  made.  Write  Box 
43-D,  Northwest  Medicine,  500  Wall  St.,  Seattle, 
Wash. 


LOCUM  TENENS  WANTED 

One  week  to  one  month.  Terms  to  be  arranged. 
M’rite  E.  F.  Leibold,  M.D.,  Box  368,  Forks,  Wash. 

Office  Space 

MEDICAL  OFFICE  SPACE-NORTH  SPOKANE 

\’icinity  of  Northtown.  Air-conditioned.  Off-street 
parking.  Across  street  from  new  apt.  building,  3 
blocks  Holy  Family  Convalescent  Home  and  new 
150-bed  general  hospital.  Contact  William  K.  Nor- 
wood, D.D.S.,  W.  22  Central  Ave.,  Spokane  19, 
Wash. 

NEW  MEDICAL  OFFICE  INTERCITY  AREA-EVERETT 

Suite  available  for  physician  in  group  of  offices,  ar- 
ranged to  individual  specifications.  Will  finance. 
W’rite  or  call  Norman  Anderson,  Intercity  Medical 
Dental  Center,  91st  and  Hiway  99  South,  Everett, 
Wash.,  EL  3-2485. 

SNO  KING  AREA 

Applications  are  being  invited  for  space  in  a well- 
designed,  15-unit  building  soon  under  construction. 
Centrally  located;  2 blocks  from  Stevens  Memorial 
Hospital.  Address  inquiries  to  Director,  Tri-City 
Professional  Center,  143  - 5th  Ave.  North,  Edmonds, 
Wash.  Phone  PR  8-1151. 

NORTHGATE  MEDICAL  CENTER-SEAHIE 

Suite  now  available  for  one  or  two  physicians,  at 
10560  - 5th  N.E.  For  further  information,  contact 
Mr.  George  Buck,  MU  2-3533. 

MEDICAL  SPACE-REDMOND,  WASH. 

Suite  of  1500  sq.  ft.  previously  occupied  by  2 physi- 
cians available  July  1.  Completion  of  the  new  Lake 
Washington  bridge  will  make  this  one  of  the  fastest 
growing  areas  in  the  Northwest.  Just  18  miles  east 
from  Seattle.  Contact  Mr.  Sam  Fisse,  522  Queen 
Anne  Ave.,  Seattle  9,  AT  4-1870,  eve  LA  2-0646. 

MEDICAL  SPACE-KIRKLAND 

Excellent  location  for  physicians.  New  shopping 
center  in  fast  growing  area.  M’rite  or  call  R.  F.  Bur- 
nett, D.D.S.,  11656-98th  N.E.,  Kirkland,  Wash., 
\’A  2-8244. 

MEDICAL  SPACE  FIRST-HILL  SEATTLE 

Suite  at  730  Broadway  now  available  for  one  or  more 
physicians.  For  further  information  call  Mr.  W.  C. 
Mahoney,  MA  2-0485,  Seattle. 
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MEDICAL  SPACE-SOUTHWEST  SEATTLE 

New  deluxe  air-conditioned  suites  available  now, 
in  beautiful  Seattle  suburban  area.  Close  to  hospitals. 
Locate  in  fastest  growing  school  district  in  the  state. 
Reasonable  rent.  MU  2-3750  or  eves  WE  7-4744, 
Seattle. 

MEDICAL  OFFICE-BELLEVUE 

Sublease  9 months,  on  lease  for  longer  period.  Partly 
furnished  or  unfurnished.  Furnishings  may  be  pur- 
chased if  desired.  Established  medical-dental  build- 
ing near  center  of  business  area.  Phone  GL  4-2525. 

EYE  CLINIC-BURIEN 

Space  available  July  1 in  modern  Eye  Clinic  Build- 
ing for  three  ophthalmologists.  In  established  med- 
ical center  with  28  other  doctors,  dentists,  pharmacy 
and  optical  dispensary.  Write  Box  4002,  Seattle  99, 
W'ash. 

SUBURBAN  RESIDENTIAL  LOCATION-EUGENE 

Brick  building,  landscaped.  Office  of  1200  sq.  ft. 
x-ray  and  surgery  room,  5 examining  rooms,  lab  and 
dark  room  and  reception  room  with  office.  Adjacent 
parking  area.  Reasonable  rent.  Drawing  area  of 
over  50,000.  Contact  Mr.  Charles  W.  Hunger,  3035 
Royal  Ave.,  Eugene,  Oregon,  DI  4-6729. 

NEW  PROFESSIONAL  BLDG.-INTERNATIONAL  DIST. 

Three  suites  of  approximately  550  sq.  ft.  each. 
Ample  parking.  Reasonable  rent.  Contact  Mr.  H.  J. 
Flynn,  818  Second  Ave.,  Seattle  4,  Wash.  MA 
3-5252. 

Real  Estate 

NORTHEND  SEATTLE'S  "FINEST" 

For  every  convenience  at  a low-low  cost  in  one  of 
Seattle’s  newest  and  finest  medical-dental  buildings, 
please  turn  to  page  540  for  details. 

183  FOOT  WATERFRONT  INVESTMENT 

140°  view  Mercer  Island.  Secluded  estate-size, 
adjacent  properties  at  Roanoke  Point.  Two  view 
homes  with  room  for  large  low  rambler  at  lake 
level.  Half  block  to  school  or  city  bus,  3/4  miles  to 
shopping  center,  14  minutes  to  Seattle  center.  Sell 
one  or  both.  Asking  $75,000  and  $39,500.  Terms 
available.  Call  AD  2-2575  anytime.  GLENDALE 
REALTY.  South  Mereer  Island  Shopping  Center, 
Mercer  Island,  Wash. 


SOUND  AND  MOUNTAIN-VIEW  RESIDENCE 

Older  home,  exeellent  condition.  $31,500.  SU  4- 
2160,  Seattle. 


Equipment 

UNUSED  DIATHERMY 

1961  Model,  $250.  Contact  Mr.  Wm.  Van  Natter, 
3222-30th  West,  MU  2-6317,  Seattle. 

MEDICAL  EQUIPMENT 

Of  the  late  Dr.  H.  B.  Rigby,  Rexburg,  Idaho,  for 
sale,  which  includes  General  Electric  X-ray  with 
developing  equipment,  BMR,  EKG  machine  and 
many  other  items.  Please  write  for  complete  list  and 
description.  Ray  W.  Rigby,  Attny  for  Estate,  P.O. 
Box  362,  Rexburg,  Idaho. 

SPENCER  BINOCULAR  MICROSCOPE 

Late  model,  perfect  condition.  Will  ship  for  in- 
spection. Price  $330.  No  phone  calls.  Write  Fritz 
Heileman,  M.D.,  Cheyenne,  Wyo. 

BIRTCHER  EKG 

1962  transistorized  portable.  Excellent  condition.  H. 
S.  Brown,  M.D.,  Spokane. 


Services 

PERISTALTIC  ENEMA  SERVICE 

Referred  cases.  Mary  E.  Stack,  R.N.,  offices  in 
Rhododendron  Building,  Room  102,  1006  Spring  St., 
Seattle,  Wash.  Call  MA  3-2971. 


Tacoma 

Electrophysics  Laboratory 

Electroencephalography 
E lectromyography 

Stevens  Dimant,  M.D. 

Mabcel  Malden,  M.D. 
Lorraine  Knudson,  R.N. 

Puget  Sound  Medical  Building 
1104-06  South  4th  Street 
Tacoma  5,  Washington 
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Ames  Company,  Inc. 


Basic  urine  testo 

552 

Broadbeck  Realty 

Real  estate 

497 

Brown  Pharmaceutical  Co., 

The 

Cerehro-N  icin 

545 

Burroughs-Wellcome  & Company 

Methedrine 

490 

Neosporin 

532 

Campbell  Soup 

Soup  (Legumes) 

531 

Ciba  Pharamaceutical  Company 

Doriden 

556-557 

Pyrihenzamine 

498 

Serpasil 

488 

Cutler  Laboratories 

Temrin 

Back  Cover 

Endo  Laboratories 

Percodan 

492 

Haack  Laboratories,  Inc. 

Belap 

546 

Haxsen 

493 

Highland  Medical  Plaza 

540 

Lakeside  Laboratories 

Cantil 

Insert 

543-544 

AMA  Annual — San  Francisco,  June  21- 
25,  1964,  New  York,  June  20-24, 

1965. 

AMA  Clinical — Portland,  Dec.  1-4,  1963; 
Miami  Beach,  Nov.  29-Dec.  2,  1964. 

Idaho  State  Medical  Association — June 
17-20,  1964,  Sun  Valley. 

Northwest  Soc.  for  Clin.  Research — Jan. 
10-11,  1964,  Vancouver,  B.  C. 

Pres.,  Denys  K.  Ford,  Vancouver 
Sec.,  R.  E.  Beck,  Vancouver 

Oregon  State  Medical  Society — Sept.  25- 
28,  1963,  Portland. 

Washington  State  Medical  Association — 
Sept.  15-18,  1963,  Seattle. 

West  Coast  Allergy  Society,  Dec.  5-7, 
1963,  Las  Vegas,  Nevada 
Pres.,  M.  Coleman  Harris,  San  Fran- 
cisco 

Sec.,  James  E.  Stroh,  Seattle 


OREGON 


Ore.  Acad.  Ophth.  & Otolar. — Portland 
Aero  Cluh,  4th  Tue.,  Sept.-May. 
Pres.,  M.  Harvey  Johnson,  Portland 
Sect.,  D.  W.  McDaniel,  The  Dalles 

Oregon  Dermatologic  Society — Portland 
2nd  Wednesday  (Nov.,  Jan. -Apr.) 
Pres.,  Sheldon  Walker,  Portland 
Sec.,  F.  A.  J.  Kingery,  Portland 

Oregon  Pathologists  Association — Port- 
land, 2nd  Wednesday  (Feb.,  Apr., 
Oct.,  Dec.) 

Pres.,  Terence  Cochran,  Portland 
Sec.,  K.  D.  McMilan,  Eugene 

Oregon  Radiological  Society — Univer- 
sity Club,  Portland,  2nd  Wednesday 
through  school  year 
Pres.,  L A.  Gay,  The  Dalles 
Sec.,  G.  R.  Satterwhite,  Portland 

Ore.  Soc.  Obst.  & Gynec. — Portland, 
Park  Heathman,  3rd  Fri.  (Oct.,  Nov., 
Jan.,  May) 

Pres.,  W.  L.  Hartmann.  Portland 
Sec.,  T.  A.  Treanor,  Portland 


Lederle  Laboratories 

Stresscaps  496 

Lilly,  Eli  and  Company 

Cordon  504 

Loma  Linda  Food  Company 

Soyalac  483 

Mead  Johnson  Laboratories 

Vosodilan  Third  Cover 

Morningside  Hospital 

Comprehensive  treatment  of 
psychiatric  conditions  548 

Parke,  Davis  and  Company 

Dilantin  Inside  Front  Cover 

Pharmaceutical  Manfacturer's  Ass'n.  501 
Rabin-Winters  Corporation 

Hexaphene  489 

Raleigh  Hills  Hospital 

Treatment  of  alcoholism  548 

Reno  Surgical  Society 

TJlirteenth  annual 
conference  499 

Roche  Laboratories,  Inc. 

Librium  555 

Roerig,  J.  B.  and  Company 

Antivert  554 

Atarax  484-485 


SOCIETIES 

Oregon  State  Society  of  Anesthesiolo- 
gists— Portland,  3rd  Friday  (except 
June,  July,  Aug.) 

Pres.,  J.  A.  Siebs,  Eugene 
Sec.,  P.  E.  Schaff,  Portland 

Oregon  Urological  Society — Quarterly 
Meetings,  University  Club,  Portland 
Pres.,  T.  A.  Davis,  Portland 
Sec.,  G.  W.  Schwiebinger,  Portland 

Portland  Academy  of  Hypnosis  — 3rd 
Monday  (Sept.-May)  Congress  Hotel 
Pres.,  Arnold  Rustin 
Sec.,  Irl  Clarg 


Portland  Academy  of  Pediatrics — 1st 
Monday 

Pres.,  W.  M.  Clark,  Jr. 

Sec.,  J.  W.  Bussman 


Portland  Surgical  Society — last  Tuesday 
(Sept.-May),  UOMS  Library 
Pres.,  H.  Minor  Nichols 
Sec.,  H.  W.  Baker 


WASHINGTON 

Puget  Sd.  Acad.  Ophth.  & Oto. — 3rd 
Tues.  (Oct.-May)  Seattle  or  Tacoma. 
Annual — Seattle,  Jan.  17,  18,  1964. 
Pres.,  H.  L.  Maier,  Tacoma 
Sec.,  D.  F.  Milam.  Jr.,  Bellevue 


Seattle  Academy  of  Surgery — 3rd  W'ed. 
bi-monthly;  Seattle  Yacht  Club. 
Pres.,  E.  B.  Parmelee 
Sec.,  W.  S.  Brown 


Seattle  Gyn.  Soc. — 3rd  Wed.  exc.  June, 
Aug.,  Dec.,  Feb. 

Pres.,  D.  M.  McIntyre,  Seattle 
Sect..  E.  T.  MacCamy,  Seattle 

Seattle  Pediatric  Society — 3rd  Friday 
(Sept.-May),  College  Club 
E.  J.  Wollenweber,  Seattle 
A.  L.  Skinner,  Seattle 


Searle,  G.  D.  and  Company 

Dramamine  502 

Shadel  Hospital,  Inc. 

Treatment  of  alcoholism  487 


Sherman  Laboratories 

Trot  amide  49 1 

Smith'KIine  & French  Laboratories 

Dexamyl  482 

Squibb,  E.  R.  & Sons 

Noctec  553 

Rautrax-N  500 

Tacoma  Electrophysics  Laboratories  559 

Trick  & Murray 

Posture  chair  55i 

U.S.  Vitamin  & Pharmaceutical  Corp. 

Vi-syneral  vitamin  drops  550 

Wallace  Laboratories 

Deprol  494-495 

Miltown  536-537 

Winthrop  Laboratories 

P.N.S.  486 

Witter,  Dean  & Company 


Income  from  investments  48i 


Seattle  Surg.  So. — 4th  Mon.  (Sep.- 
June)  Annual — Seattle,  Jan.  24-25, 
1964. 

Pres.,  Eric  Sanderson,  Seattle 
Sec.,  R.  C.  Coe,  Seattle 

Spokane  Society  of  Internal  Medicine — 
Quarterly,  Rockwood  Clinic 
Pres.,  Robert  Berehan 
Sec.,  Richard  E.  Steury 

Tacoma  Academy  of  Internal  Medicine 
— 4th  Tuesday  (Sept.-May) 

Pres.,  R.  A.  Kallsen 
Sec.,  R.  A.  O’Connell 

Tacoma  Surgical  Club — May  2,  1964,  3rd 
Tuesday  (Sept.-May) 

Pres.,  I3umont  Staatz 
Sec.,  Robert  B.  Burt 

Washington  Academy  of  Clinical  Hyp- 
nosis— 3rd  Friday  (Sept.-June) 
Pres.,  Tom  Wall,  D.M.D.,  Seattle 
Sec.,  John  E.  Nelson,  Seattle 

Washington  State  Obstetrical  Assocla- 
October  12,  1963,  Yakima. 

Pres.,  R.  K.  Plant.  Seattle 
Sec.,  F.  LeCocq,  'Yakima 

Washington  State  Radiological  Society 
— Seattle,  4th  Mon.,  (Sept.-Apr.) 
Business  Session,  Meany  Hotel,  Sci- 
entific Sn.  UWSM  X-ray  Dept. 
Pres.,  W.  A.  Chesledon,  Seattle 
Sec.,  R.  H.  Rosenberg.  Seattle 

Wash.  St.  Soc.  of  Anesthesiologists 
Pres.,  M.  W.  Bulmer,  Wenatchee 
Sec.,  Robt.  M.  Kintner,  Wenatchee 

Washington  State  Society  of  Internal 
Medicine — Sept.  18,  1963 
Pres.,  D.  M.  Ulrich.  Seattle 
Sec.,  J.  H.  Lindberg,  Seattle. 

Yakima  Obstetrical  and  Gynecological 
Society — Last  Monday  (except  July, 
Aug.,  Dec.) 

Sec.,  A.  W.  Bostrom,  Jr. 

Yakima  Surgical  Society — Last  Thurs- 
day (Sept.-May) 

Pres.,  James  P.  Thompson 
Sec.,  Donald  K.  Williams 
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when  diminished  pedal  pulse  suggests 
PERIPHERAL  VASCULAR  DISEASE 


0 


WZ^©(Q)[D)n[LZ^K] 


© 


ISOXSUPRINE  HCi 

for  effective  relief  of  pain,  cramping,  numbness,  and  cold 


In  the  clinical  management  of  peripheral  vascular  disease,  VasodIlan  (Isoxsuprine  HCI) 
acts  directly  on  the  arterial  wall  to  increase  deep  peripheral  circulation. It  is  well  toler- 
ated and  effective  at  recommended  oral  doses, essentially  — 


• ivitho2it  adverse  effects  on  coronary  flow“-*  • without  ganglionic  blocking^ 

• without  increase  in  gastric  acidity'^  • without  appreciable  incidence  of 
hypotension  or  tachycardia-"'^  • without  development  of  tolerance® 

Dosage  and  administration:  Oral— 10  to  20  mg.  (1  to  2 tablets)  t.i.d.  or  q.i.d.  ; I.M.— 5 to  10  mg.  b.i.d.  or  t.i.d.  Contraiyidications : 
There  are  no  known  contraindications  to  oral  administration  of  VasodIi.an  (Lsoxsuprine  HCI)  in  recommended  doses.  Cautions:  Do 
not  give  immediately  postpartum  or  in  the  presence  of  arterial  bleeding.  Parenteral  administration  not  recommended  in  the  pres- 
ence of  hypotension  or  tachycardia.  Avoid  intramuscular  doses  above  10  mg.  Side  cfjccts:  Occasional  palpitation  and  dizziness  usu- 
ally controllable  by  dosage  reduction.  Brief  hypotension  or  tachycardia  may  occur  with  intramuscular  doses  of  10  mg.  or  more. 


For  complete  details  on  indications,  dosage,  administration,  and  clinical  background,  see  the  brochure  of  this  product  available 
on  request  from  Mead  Johnson  Laboratories,  Evansville  21,  Indiana.  „ 

References : (1)  Clarkson,  I.  S.,  and  Le  Pere,  D.  M. : Angiology  11  :190-192  (June)  1960.  (2)  Kaindl,  F.;  Samuels.  S.  S. : Selman,  D,. 
and  Shaftel,  H. : Angiology  70:185-192  (Aug.)  1959.  (3)  Kaindl.  F. ; Partan,  J.,  and  Polsterer,  P, : Wien,  klin,  Wchnschr.  6■^^:^86-191 
(March  16)  1956.  (4)  Samuels,  S.  S.,  and  Shaftel.  H.  E. : J.A.M.A.  777:142-145  (Sept.  12)  1959.  (6)  BilUottet,  J.,  and  Ferrand.  J. ; 
Semaine  med.  54  :635-637  (May  20)  1958.  i963  mead  johnson  a company,  evansville  21,  Indiana  o9363 


Mead  Johnson 
Laboratories 


Symbol  of  service  in  medicine 


j , uoi.ege  of  Phy.af  iitl 
^ ; 19  South  22ad  Strct, 

Phiiadeiphia  3, Pa. 

New  for  Candida  albicans 

STAINLESS  (WASHABLE) 
GENTIAN  VIOLET  THAT 
CONSIDERS  THE  PATIENT 
AS  WELL  AS  THE  PROBLEM 

Foaming  action  propels  medication  to 
every  part  of  the  vaginal  vault  for  quicker, 
more  efficient  treatment. 

• Higher  concentrated  gentian  violet,  in  aerosol 
foam,  cures  moniliasis  with  as  little  as  4 to  6 
applications.^ 

• Relieves  burning  and  itching  instantly  ...  and 
won’t  burn  upon  application. 

• Special  wetting,  dispersing  and  adhering  agents 
promote  more  effective,  longer-lasting  treatment 
per  application. 

• Nonstaining  and  so  easily  washed  off  there’s  no 
need  for  patients  to  wear  external  pads  to  protect 
undergarments. 

Available  with  two  different  applicators— one  for  physi- 
cian-administered office  use,  the  other  for  self-treat- 
ment at  home. 


(HOME)  (OFFICE) 


Each  aerosol  can  contains  (exclusive  of  propellant) 
Gentian  Violet  1.35%;  Polyvinylpyrrolidone:  Benton- 
ite, U.S.P.;  Kaolin,  N.F.;  Corn  Starch;  Propylene 
Glycol,  U.S.P.;  Dioctylsodium  Sulfosuccinate,  N.F.; 
Sodium  Lauryl  Sulfate;  Glycerine,  U.S.P.;  Polysorbate 
80;  Benzalkonium  Chloride. 

1.  Karnaky,  K.  J.:  Tri-State  M.  J.  10:5,  1962. 
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Helps  the  epileptic  to  realize  his  potential 

DILANTIN 

(DIPHENYLHYDANTOIN  SODIUM) 

PARKEDAVIS 


lost  effective  form  of  emotional  approach  remains  the  demonstra- 
the  patient  that  the  seizure  phenomena  can  be  adequately  con- 
with  anticonvulsant  medication.”' 

lent,  diphenylhydantoin  sodium  is  generally  regarded  as  the  stand- 
anticonvulsant  medication  because  of  its  effectiveness  in  control- 
and  mal  and  psychomotor  seizures.^  '"  It  possesses  a wide  margin 
ity,  and  incidence  of  side  effects  is  minimal.“  With  this  agent, 
Jation  is  not  a problem.®  Moreover,  its  use  is  often  accompanied 
rovement  in  the  patient’s  memory,  intellectual  performance,  and 
nal  stability." 

ions:  Grand  mal  epilepsy  and  certain  other  convulsive  states, 
tions:  Toxic  effects  are  infrequent:  allergic  phenomena  such  as 
hropathy,  fever,  skin  eruptions,  and  acute  generalized  morbilli- 
ruptions  with  or  without  fever.  Rarely,  dermatitis  goes  on  to 
[ion  with  hepatitis,  and  further  dosage  is  contraindicated.  Eruptions 
lually  subside.  Though  mild  and  rarely  an  indication  for  stopping 
gingival  hypertrophy,  hirsutism,  and  excessive  motor  activity  are 
nally  encountered,  especially  in  children,  adolescents,  and  young 


adults.  During  initial  treatment,  minor  side  effects  may  include  gastric 
distress,  nausea,  weight  loss,  transient  nervousness,  sleeplessness,  and 
a feeling  of  unsteadiness.  All  usually  subside  with  continued  use.  Mega- 
loblastic anemia  has  been  reported.  Nystagmus  may  develop.  Nystagmus 
in  combination  with  diplopia  and  ataxia  indicates  dosage  should  be  re- 
duced. Periodic  examination  of  the  blood  is  advisable. 


DILANTIN  Sodium  (diphenylhydantoin  sodium)  is  available  in  several  forms 
including  Kapseals,®  0.03  Gm.  and  0.1  Gm.,  bottles  of  lOQ  and  1,000. 


REFERENCES:  (1)  Hammill,  J.  F.:  J.  Chron.  Dis.  8:448,  1958,  (2)  Roseman,  E.; 
Neurology  11:912,  1961.  (3)  Bray.  P.  F.:  Pediatrics  23:151,  1959.  (4)  Chao,  D.  H.; 
Oruckman,  R.,  & Kellaway,  P.:  Convulsive  Disorders  of  Children,  Philadelphia, 
W.  B.  Saunders  Company,  1958,  p.  120.  (5)  Crawley,  J.  W.:  M.  Clin.  North  America 
42:317,  1958.  (6)  Livingston,  S.:  The  Diagnosis  and  Treatment  of  Convulsive  Dis- 
orders in  Children,  Springfield,  III.,  Charles  C Thomas,  1954,  p.  190.  (7)  Ibid.: 
Postgrad.  Med.  20:584,  1956.  (8)  Merritt,  H.  H.:  Brit.  M.  J.  1:666,  1958.  (9) 
Carter,  C.  H.:  Arch.  Neurol  & Psychiat.  79:136,  1958.  (10)  Thomas,  M.  H.,  in 
Green,  J.  R.,  & Steelman,  H.  F.:  Epileptic  Seizures,  Baltimore,  The  Williams  & 
Wilkins  Company,  1956,  pp.  37-48.  (11)  Good- 
man, L.  S.,  & (iilman.  A,;  The  Pharmacological 
Basis  of  Therapeutics,  ed.  2,  New  York,  The 
Macmillan  Company,  1955,  p.  187.  i4a63 
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Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 

No  in  vitro  test  can  duplicate  a clinical  situation  on  livingskin.  ‘Neosporin’  (polymyxin  B 
-bacitracin- neomycin)  Antibiotic  Ointment  has  consistently  proven  its  effective- 
ness in  thousands  of  cases  of  bacterial  skin  infection.  The  spectra  of  the  three  anti- 
biotics overlap  in  such  a way  as  to  provide  bactericidal  action  against  most  pathogenic 
bacteria  likely  to  be  found  topically.  Diffusion  of  the  antibiotics  from  the  special 
petrolatum  base  is  rapid  since  they  are  insoluble  in  the  petrolatum,  but  readily  soluble 
in  tissue  fluids.  The  Ointment  is  bland  and  rarely  sensitizes. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  non- 
susceptible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken  if  this  occurs. 
Supplied:  Tubes  of  1 oz.,  Vz  oz.  with  applicator  tip,  and  Vs  oz.  with  ophthalmic  tip. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


‘NEOSPORIK’ 


brand 


POLYMYXIN  B-BACITRACIN-NEOMYCIN 

ANTIBIOTIC  OINTMENT 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 
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when  diminished  pedal  pulse  suggests 
PERIPHERAL  VASCULAR  DISEASE 


(Q)  © D ILZ^  hfl 

ISOXSUPRINE  HCl 


for  effective  relief  of  pain,  cramping,  numbness,  and  cold 

In  the  clinical  management  of  peripheral  vascular  disease,  VasodIlan  (Isoxsuprine  HCl) 
acts  directly  on  the  arterial  wall  to  increase  deep  peripheral  circulation.^--^  It  is  well  toler- 
ated and  effective  at  recommended  oral  doses, i---'*  essentially— 


• ivithout  adverse  effects  on  coronary  flow--^  • without  ganglionic  blocking^ 

• without  increase  in  gastric  acidity*  • without  appreciable  incidence  of 
hypotension  or  tachycardia^-*  • without  development  of  tolerance-^ 


Dosage  and  administration:  Oral— 10  to  20  mg,  (1  to  2 tablets)  t.i.d.  orq.i.d.;  I.M.— 5 to  10  mg.  b.i.d.  or  t.i.d.  Contraindications : 
There  are  no  known  contraindications  to  oral  administration  of  Vasodiuan  (Isoxsuprine  HCl)  in  recommended  doses.  Cautions:  Do 
not  give  immediately  postpartum  or  in  the  presence  of  arterial  bleeding.  Parenteral  administration  not  recommended  in  the  pres- 
ence of  hypotension  or  tachycardia.  Avoid  intramuscular  doses  above  10  mg.  Side  effects:  Occasional  palpitation  and  dizziness  usu- 
ally controllable  by  dosage  reduction.  Brief  hypotension  or  tachycardia  may  occur  with  intramuscular  doses  of  10  mg.  or  more. 

For  complete  details  on  indications,  dosage,  administration,  and  clinical  background,  see  the  brochure  of  this  product  available 
on  request  from  Mead  Johnson  Laboratories,  Evansville  21,  Indiana.  ^ 

References : (1)  Clarkson,  I.  S.,  and  Le  Pere,  D.  M. : Angiology  11  :190-192  (June)  1960.  (2)  Kaindl,  F.;  Samuels,  S.  S. ; Selman,  D., 
and  Shaftel,  H. : Angiology  JO:  185-192  (Aug.)  1959.  (3)  Kaindl,  F. : Partan,  J.,  and  Polsterer,  P. : Wien.  klin.  Wchnschr.  /Ja':18G-191 
(March  16)  1956.  (4)  Samuels,  S.  S.,  and  Shaftel,  H.  E. : J.A.M.A.  J7J;142-145  (Sept.  12)  1959.  (5)  Billiottet,  J.,  and  Feri-and.  J.: 
Semaine  med.  54  :635-637  (May  20)  1958.  ^ i963  mead  johnson  & company,  evansville  21,  Indiana  oases 
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there  is 
nothing 
“new  ” about 
Thorazine’ 

brand  of 

chlorpromazine 


In  the  nine  years  since  it  became  available 
to  American  physicians,  Thorazine  (chlor- 
promazine, SK&F)  has  been  more  widely 
used,  more  thoroughly  investigated  and 
m.ore  extensively  documented  than  any 
other  agent  of  its  type. 

Its  actions,  effects— and  side  effects— are 
well  known  throughout  the  medical  pro- 
fession. Its  efficacy  has  been  clearly  demon- 
strated. And  when  properly  used,  its  ad- 
vantages far  outweigh  any  possible  dis- 
advantages. 

This  is  why  there  is  nothing  “new”  about 
Thorazine  (chlorpromazine,  SK&F).  This  is 
why  it  remains  the  first  choice  in  many 
conditions— and  the  standard  against  which 
other  agents  are  inevitably  compared. 

This  is  why  it  is  one  of  the  fundamental 
drugs  in  medicine. 


SMITH  KLINE  & FRENCH 
LABORATORIES,  PHILADELPHIA 
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"MiLKlOASr!*' 


IMEOSORB® 


peptic  ulcer  management 
without  acid  rebound 


economical  to  use  • less  constipation 


Each  Tablet  contains 

Aluminum  Hydroxide  Gel  (Dried) 
4 grs.  (0.26  gram) 

Magnesium  Trisilicate 

7 grs.  (0.45  gram) 

Methylcellulose  (mucin-like 
colloid)  1 gr.  (0.065  gram) 


Dosage:  2 tablets  every  2 to  4 
hours.  Tablets  to  be  chewed  and 
swallowed  with  minimum  amount 
of  fluids.  1 tablespoonful  of  liquid 
neosorb  equivalent  to  2 neosorb 
tablets.  Supplied  in  sizes  100,  500 
and  1 ,000  tablets.  Liquid  in  quarts 
and  pints. 


fob/ef 
or  liquid 


Prescribe  NEOSORB®  with  confidence 


HAACK  LABORATORIES,  INC. 

3217  N.  W.  Yeon,  Portland  10,  Ore. 
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Formerly  nervous 
and  tense, 

now  better  able  to... 


enjoy  hi; 
children 


This,  in  essence,  is  what  happens  when  a 
place  a patient  on  Librium  (chlordii.-. 
poxide  HCl)  therapy.  He  is  better  ablebi 
function  normally,  take  an  active  inte  t 
in  his  family  and  surroundings,  meet  ;J 
solve  daily  problems. 

Librium  (chlordiazepoxide  HCl)  has  a w i 
range  of  usefulness.  Its  spectrum  of  actnl 
envelops  and  extends  well  beyond  thatf 
meprobamate  and  into  certain  indicatins 
for  which  phenothiazines  are  prescrib . 
This  agent  generally  does  not  dull  merl 
clarity  or  induce  drowsiness.  Its  effects 
prompt  and  decisive,  even  in  patients  i 
whom  tranquilizer  therapy  has  failed.  Ov- 
all,  it  offers  you  an  unusually  safe  compoul 
which  is  virtually  free  from  extrapyrami' 1 
or  autonomic  side  effects,  and  which  \1 
not  bring  about  or  deepen  depression.  In 
available  in  capsules  of  5 mg,  10  mg  a I 
25  mg  — a range  of  oral  dosage  strengi^ 
which  enables  you  to  treat  all  degrees 
anxiety  and  tension  in  most  patients. 


anxiety  and  tension  relieved 
alertness  maintained 

Librium® 

(chlordiazepoxide  HCl)  roche* 

the  successor 

to  the  tranquilizers  ROCHE 


Dosage:  Oral  — Usual  adult  dose  in  mild  to  moder 
anxiety  and  tension  is  5 or  10  mg,  3 or  4 times  da 
in  severe  anxiety  and  tension,  20  or  25  mg,  3 or  4 tin 
daily.  Side  effects:  Oral  — Drowsiness  and  ataxia,  u 
ally  dose-related,  have  been  reported  in  some  patie 
— particularly  the  elderly  and  debilitated.  Paradox, 
reactions,  i.e.,  excitement,  stimulation,  elevation  of 
feet  and  acute  rage,  have  been  reported  in  psychia 
patients;  these  reactions  may  be  secondary  to  relief 
anxiety  and  should  be  watched  for  in  the  early  sta. 
of  therapy.  Other  side  effects,  usually  dose-related,  h. 
included  isolated  instances  of  minor  skin  rashes,  mi 
menstrual  irregularities,  nausea,  constipation,  increa; 
and  decreased  libido.  Precautions:  Oral  — In  elde 
debilitated  patients,  limit  dosage  to  smallest  effect 
amount  to  preclude  development  of  ataxia  or  overse 
tion  (not  more  than  10  mg  per  day  initially,  to  be 
creased  gradually  as  needed  and  tolerated).  Until 
correct  maintenance  dosage  is  established,  patients 
ceiving  this  agent  should  be  advised  against  possi 
hazardous  procedures  requiring  complete  mental  ah 
ness  or  physical  coordination.  Caution  patients  ab 
possible  combined  effects  with  alcohol.  Caution  shot 
be  exercised  in  administering  Librium  (chlordiazep 
ide  HCl)  to  addiction-prone  individuals.  Careful  d 
sideration  should  be  given  to  the  pharmacology  of  ‘ 
agents  to  be  employed  concomitantly  — particularly  ' 
MAO  inhibitors  and  phenothiazines.  Observe  usual  p 
cautions  in  impaired  renal  or  hepatic  function.  Pericx 
blood  counts  and  liver  function  tests  may  be  advisat 
in  protracted  treatment. 


You  can 
take  it  with  you 
...with  EASE 


Here  is  a modern,  clinically- 
accurate  ECG  of  proven 
usefulness  in  thousands  of 
practices  — yet  light  and 
compact  enough  for  even  a 
slight  nurse  or  technician 
to  carry  with  ease. 
Complete  with  all  acces- 
sories, the  Sanborn  Model. 
300  Visette®  electrocardio- 
graph weighs  only  18 
pounds,  is  as  compact  as  a 
ladies  overnight  case.  Fully 
diagnostic,  permanent  ’car- 
diograms in  all  standard 
leads  are  recorded  by 
heated  stylus  on  inkless 
Permapaper®,  for  immedi- 
ate interpretation.  Simple 
paper  loading,  pushbutton 
“grounding”,  space  for  all 
accessories  in  the  cover 
are  a few  of  the  Visette’s 
convenience  features.  Your 
nearby  Sanborn  Branch 
Office  or  Service  Agency 
will  be  happy  to  provide 
a demonstration  or  15-day 
No-Obligation  Trial  of  this 
modern,  lightweight,  mod- 
erately-priced ’cardiograph. 
Call  your  Sanborn  man  at 
your  convenience. 


SANBORN  COMPANY 

MEDICAL  DIVISION  Waltham  54.  Mass. 


Seatfle  BkiikIi  OfjKe  I I 1 Second  Ave.  North,  Mutual  2-1  144 
Portland  Sahs  c-  Srrvi(c  Agni<  \ Cnr\-ek  Medical  Equipment  Co. 
100.5  N.W  . Itith  Ave..  Capitol  7-7559 
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Relief  of  pain  is  prompt  in  non-traumatic  neuritis,  including 
herpes  zoster,  when  Protamide  is  administered  early  in  the 
course  of  the  diseased-^  Equally  important,  complete 
recovery  usually  follows  in  three  to  five  days— even  in 
ophthalmic  herpes  zoster 


Responds  Promptly  to 

PROTAMIDE 

—colloidal  solution  of  denatured 
proteolytic  enzyme— 


Dosage:  1 ampul  I.  M,  daily  for  2 to  5 days; 
longer  if  pain  persists. 

Caution:  Avoid  I.  V.  administration. 

Boxes  of  10  ampuls,  1.3  cc.  each, 
for  intramuscular  injection. 


DETROIT  11,  MICHIGAN 


References:  1.  Baker,  A.  G.:  Penn.  Med.  J.  65:697  (May)  1960.  2.  Smith,  R.  T.:  New  York  Med.  (Aug.  20)  1952,  pp.  16-19. 

3.  Smith,  R.  T.:  Med.  Clin.  N.  Amer.  (Mar.)  1957.  4.  Lehrer,  H.  W.;  Lehrer,  H.  G.,  and  Lehrer,  D.  R.:  Northw. 
Med.  (Nov.)  1955.  5.  Sforzolini,  G.  S.:  Arch.  Ophthal.  62:381  (Sept.)  1959.  6.  Gile,  J.  H.:  W.  Virginia  Med.  J. 
59:120-122  (May)  1963. 
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m confusion  and  apathy  ... 
...  to  Clarity  and  Interest 

Cerebro-Nicin 

CAPSULES 

A safe  effective  cerebral  stimulant  and  vasodilator 
for  your  forgetful  aging  patient.  On  Cerebro-Nicin 
therapy,  your  patient  shows  improvement  in  social 
activity  and  relationships,  and  greater  concern 
with  personal  appearance. 

FORMULA:  CAUTION:  Most  persons  ex- 

PTZ  (Pentamethylene  perience  a flushing  and  tin- 

Tetrazole)  100  mg.  gjjpg  sensation  after  taking 

Nrcotinic  Acid  100  mg.  ^ higher  potency  niacin- 

Vitamin  C 100  mg.  containing  compound.  As  a 

Thiamine  HCI 25  mg.  secondary  reaction  some 

Riboflavin  2 mg.  will  complain  of  nausea  and 

Pyridoxine  3 mg.  other  sensations  of  discom- 

1-Glutamic  Acid 50  mg.  jhis  reaction  is  tran- 

INDICATIONS:  Apathy,  dizzy  spells,  sient  and  is  rarely  a cause 
mild  behavior  disorders,  mental  con-  fgr  discontinuance  of  the 
fusion,  functional  memory  defects.  pg^g^j  is  fore- 

AVERAGE  DOSE:  One  capsule  three  warnedtoexpectthe  reaction, 
times  daily. 

AVAILABLE:  Bottles  of  100  and  500  WARNING;  Contraindicated  in 
capsules.  the  presence  of  epilepsy. 


Write  for  samples  and  literature . . . 

THE  BROWN  PHARMACEUTICAL  COMPANY 

2500  West  Sixth  Street,  Los  Angeles  57,  California 


MEDICAL  TREATMENT  FOR  ALCOHOLISM 

A member  of  the  American  Hospital  Association  and  ap- 
proved by  the  American  Medical  Association.  Devoted 
exclusively  to  providing  medical  and  psychiatric  care  for 
alcoholics  and  medical  research  in  the  field  of  alcoholism. 

7106  35th  AVE.,  S.W.  • SEATTLE  6,  WASHINGTON  • WEst  2-7232 
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Clinically  Proven 

in  more  than  750  published  clinical  studies 
and  over  eight  years  of  clinical  use 


Outstanding  Record  of 
Effectiveness  and  Safety 


1. 

2. 

3. 


Relieves  anxiety  and  anxious  depression  in  a broad  spectrum 
of  clinical  conditions. 

Doesn’t  leave  patients  “too  groggy”  to  work  or  think  or 
learn. 

Relaxes  both  mind  and  skeletal  muscle.  Relieves  physical 
tension  as  well  as  emotional  stress. 


Slight  drowsiness  may  occur  with  mepro- 
bamate and,  rarely,  allergic  reactions. 
Meprobamate  may  increase  effects  of 
excessive  alcohol.  Use  with  care  in  pa- 
tients with  suicidal  tendencies.  Massive 
overdosage  may  produce  coma,  shock, 
vasomotor  and  respiratory  collapse.  Con- 


sider possibility  of  dependence,  particu- 
larly in  patients  with  history  of  drug  or 
alcohol  addiction.  Withdraw  gradually 
after  prolonged  use  at  high  dosage. 
Usual  dosage:  1 or  2 400  mg.  tablets  t.i.d. 
Supplied:  400  mg.  scored  tablets,  200 
mg.  sugar-coated  tablets;  bottles  of  50. 


the  original 
meprobamate 

Miltown 


CM-9235 




WALLACE  LABORATORIES  / Cranbury,  N.  J. 


both  victims 
of 

’'communicable”* 

ANXIETY 

both 

responsive  to 

ATA  R7IX 

(brand  of  hydroxyzine  HCI) 


widely  favored 
for  the 

disturbed  child 

;iT;iR7ix.y„p 

because  of  its  efficacy,  outstanding  record  of 
safety. ..and  its  excellent  flavor  which  makes 
administration  a pleasure  instead  of  a project 

equally  effective 
for 

grownups 

;it;ir71x  tablets 

and  equally  well  tolerated  by  patients  of  any 
age. ..no  dulling  of  mental  acuity  to  interfere 
with  normal  activities  of  busy  adults 


FOR  COMPLETE  PRESCRIPTION  INFORMATION,  CONSULT  PRODUCT  BROCHURE 

‘Literally,  af  course,  anxiety  is  not  "communicable"  as  the  word 
is  commonly  used,  but  you  probably  see  many  patients  whose 
emotional  disturbances  are  transmitted  to  and  reflected  in  the 
people  who  are  closest  to  them. 


For  0 high  potency  vitamin  B complex  formula  with  C, 
recommend  ASF®  (Anti-Stress  Formula). 


New  York,  N.  Y.,  Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World's  Well-Being® 


1 


II 

It 

|: 


For  another  way  to  save 


PENTIDS*'400’ 


tablets  • syrup  • capsules 


PENICILLIN  G POTASSIUM,  SQUIBB 


“Against  those  species  usually  regarded  as 
penicillin-sensitive,  benzylpenicillin  [penicillin 
G]  is  unquestionably  the  most  active...”*  Such 
is  the  quality  of  penicillin  G in  exacting  com- 
parative studies  with  five  other  penicillins. 
Prescribe  Pentids  [penicillin  G potassium],  a 
most  effective  penicillin,  with  a dosage  form  to 
meet  every  need. 

Precautions;  Untoward  reactions  to  oral 
penicillin  are  essentially  limited  to  sensitivity 
phenomena.  They  are  most  likely  to  occur  in 
individuals  with  a history  of  allergy,  and  in 
those  with  previously  demonstrated  penicillin 
hypersensitivity.  Anaphylactoid  shock  is  rare. 


Evidence  of  possible  overgrowth  by  non-sus- 
ceptible  organisms  should  be  watched  for  dur- 
ing therapy.  In  case  of  serious  anaphylactoid 
reactions,  epinephrine,  oxygen,  and  intrave- 
nous corticosteroids  are  required  immediately. 

Dosage:  400,000  units  t.i.d.  Supply:  Tablets 
(JfOOfiOQ  u.  penicillin  G potassium  buffered 
ivith  calcium  carbonate)  bottles  of  16  and  100. 
Capsules  (i00,000  u.  penicillin  G potassium) 
bottles  of  50.  Syrup  (400,000  u.  penicillin  G 
potassium/5  cc.  ivith  sodium  phosphates  as 
buffers)  bottles  for  reconstitution  to  80  cc.  and 
150  cc.  For  full  information,  see  your  Squibb 
Pi’oduct  Reference  or  Product  Brief. 


♦Barber,  M.,  and  Waterworth,  P.  M.:  Brit.  M.  J.  1:1159  (April  28)  1962 


established  efficacy  with  economy 


Squibb 

Squibb  Quality  — 
the  Priceless  Ingredient 
•oL'ia.  Divi.io.  Olin 
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RALEIGH  HILLS  HOSPITAL* 

Member  of  the  American  Hospital  Association;  Recognized  by  the  American  Medical  Association 


EXCLUSIVELY  for  the  TREATMENT  of 

ALCOHOL  ADDICTION 


by  Conditioned  Reflex  and  Adjuvant  Methods 


MEDICAL  STAFF; 

John  R.  Montague,  M.D.  Norris  H.  Perkins,  M.D.  Merle  M.  Kurtz,  M.D. 

John  W.  Evans,  M.D.,  Consulting  Psychiatrist 

Raleigh  Hills  Hospital 

LARRAE  A.  HAYDON,  ADMINISTRATOR 
JEAN  B.  TANNER,  ADMINISTRATOR 

6050  S.W.  Old  Scholls  Ferry  Road  Portland  7,  Oregon  Mailing  Address:  P.  O.  Box  366 

Telephone:  CYpress  2-2641 

>(■  FORMERLY  RALEIGH  HILLS  SANITARIUM,  Inc. 


compatible  with  a well- 
balanced  menu.  As  a 
pure,  wholesome  drink, 
it  provides  a bit  of  quick 
energy.. brings  you  back 
refreshed  after  work  or 
play.  It  contributes  to 
good  health  by  provid- 
ing a pleasurable  mo- 
ment’s pause  from  the 
pace  of  a busy  day. 
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THE  NINTH  CONGRESS  OF  THE 

PAN-PACIFIC  SURGICAL 

ASSOCIATION 

HONOLULU,  HAWAII 

NOVEMBER 
2-17,  1963 

via 

Pan  American  Jet 
from  $360.00 


* Choice  of  Waikiki  hotels  in  Standard,  Superior  or  Deluxe  categories 

* Optional  weekend  excursions  to  Maui  and  Kauai 

* Ample  time  for  sun,  sand  and  surf 

* Extra  service  and  personalized  attention  given  to  all  members 

Tour  limited  in  participation 

For  Details,  See,  Call  or  Write 

CHURCHILL  TOURS,  Inc. 

729  S.W.  ALDER  ST.  • CA  7-0511 
PORTLAND,  OREGON 
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CORRESPONDENCE 

This  department  is  a forum,  provided  for 
free  individual  expression.  Letters  are  pub- 
lished as  re<eived  and  given  little  or  no 
editing.  Proof  is  submitted  when  time  per- 
mits, before  publication.  Responsibility  for 
statements  rests  with  the  authors  of  these 
communications  and  not  with  this  journal 
which  strives  only  to  protect  the  right  of 
individuals  to  speak  for  themselves.  Ed. 


What  teaching? 

Editor,  NORTHWEST  MEDICINE: 

On  July  12  and  13  1 voluntarily  sacrificed  two 
days  of  earnings,  in  addition  to  unmet  office  over- 
head costs,  to  find  out  for  myself  just  what  the 
University  of  Washington  School  of  Medicine  is 
doing  in  the  way  of  educating  practicing  physicians, 
and  particularly  on  the  subject  of  skin  disease,  where 
there  is  pressing  need  for  education.  As  is  well 
known,  skin  disease  accounts  for  a substantial  pro- 
portion of  visits  by  patients  to  doctors;  it  creates 
much  disability  and  expense  in  industry;  and  it  gives 
rise  to  unbridled  hawking  of  questionable  nostrums 
for  self-treatment  of  itches  in  advertising  columns 
of  newspapers. 

The  occasion  was  a two-day  course  given 
ostensibly  to  instruct  the  state’s  physicians.  At  the 
course,  given  in  the  Health  Sciences  Auditorium,  I 
counted  twenty  persons  present  (the  average  of 
several  counts),  hardly  enough  to  fill  two  rows.  (A 
smaller  room  could  of  course  have  been  used,  since 
almost  all  registration  was  done  well  in  advance 
and  there  is  little  utilization  of  classrooms  in  sum- 
mer). The  faculty  (included  in  the  above  twenty) 
consisted  of  eleven  teachers,  of  whom  not  all  were 
present  at  any  given  time.  Among  the  registrants 
were:  one  dermatologist  in  addition  to  myself,  a 
gastroenterologist,  an  internist,  a plastic  surgeon, 
and  a public  health  administrator:— this  group  should 
be  considered  auditors,  for  whom  the  subject  matter 
is  either  elementary  or  esoteric  and  thus  iiTelevant 
to  actual  practice.  There  were  three  or  four  strange 
faces,  but  not  one  general  practitioner  did  I identify 
there.  (It  so  happens  that  I enjoy  the  acquaintance 
of  numerous  general  men,  who,  I know,  would 
welcome  a genuine  opportunity  to  learn  some  usable 
dermatology) . 

The  visiting  professor,  imported  from  the  East 
Coast  for  our  suppositous  benefit,  discussed  his  pet 
theories  anent  studies  on  tadpoles,  frogs,  guinea 
pigs,  and  in  vitro  experiments.  This  man  had  the 
grace  to  admit  freely  that  ( 1 ) his  work  was  not 
necessarily  applicable  to  human  beings,  and  that 
(2)  he  had  nothing  in  the  way  of  clinically  useful 
information  to  impart.  Were  this  man  a professor 
of  zoology,  or  physiology,  or  experimental  pharma- 
cology, I would  take  my  hat  off  to  him.  I have 


deep  respect  for  pure  science,  and  I do  not  measure 
all  knowledge  in  terms  of  usefulness,  although  I 
stoutly  maintain  that  clinical  medicine  is  a useful 
art  and  not  a science.  But  this  man  is  a professor 
of  medicine:  a theorist  who  controls  teaching  in 
a pragmatic  field.  Such  an  appointment  seems  to 
be  a commonplace  nowadays:  a device  for  attracting 
medical  research  money  into  activities  unrelated  to 
clinical  medicine.  This  phenomenon  was  vividly 
impressed  on  me  during  the  lordly  two-hour  lunch 
break,  during  which  I went  out  and  inspected  the 
grand  new  primate  center  under  construction.  (The 
word  “primate,”  I suspect,  has  something  to  do  with 
monkey  business). 

Presiding  over  the  course  in  the  capacity  of 
head  of  the  medical  school’s  department  of  derma- 
tology, was  a personable  young  fellow  of  whose 
qualifications  I know  little,  since  I do  not  find  his 
name  listed  in  the  Directory  of  Medical  Specialvits. 

So  much  for  the  1963  offering  in  dermatologic 
teaching  at  the  U.  of  W.  School  of  Medicine.  The 
previous  year,  1962,  saw  a similar  offering  with 
very  similar  attendance  and  proceedings.  Prior  to 
1962  there  was  not  even  a pretense  at  dermatologic 
teaching,  though  the  school  had  been  in  full  opera- 
tion more  than  a decade. 

Does  the  apparent  lack  of  interest  indicate  that 
practicing  physicians  do  not  wish  to  learn?  My 
own  observations  emphatically  indicate  the  con- 
trary. Just  a few  weeks  earlier  it  was  my  pleasure 
to  attend  an  excellent  instructional  session  sponsored 
by  the  King  County  Academy  of  General  Practice. 
An  enthusiastic  turnout  of  several  hundred  special- 
ists and  G.  P.’s  spent  an  afternoon  as  valuable  as 
it  was  enjoyable. 

The  simple  fact  is,  that  the  U.  of  W.  instruction, 
meager  and  paltry  as  it  is,  is  poorly  attended  because 
( 1 ) the  professors  are  incapable  of  teaching  usable 
clinical  medicine,  and  (2)  the  teaching  methods 
are  obsolete  in  these  days  of  high  overhead  and 
living  costs.  A registrant  in  a medical  school  course 
of  the  sort  I am  criticizing  must  first  of  all  pay  a 
substantial  tuition  fee.  He  forfeits  his  earnings, 
while  his  overhead  comes  due  whether  he  is  in  hLs 
office  or  not.  An  out-of-town  registrant,  in  addition, 
incurs  travel,  hotel,  and  meal  expense.  Yet  physi- 
cians would  cheerfully  face  such  losses  and  ex- 
penses and  inconveniences,  had  not  experience  of 
past  years  taught  them  that  one  can  learn  more 
from  one’s  patients  than  from  fiat  professors,  who, 
never  having  practiced  themselves,  are  presumed 
capable  of  teaching  those  who  do.  And  so  the 
practitioners  understandably  take  their  two-hour 
lunch  breaks  accomplishing  something  useful  in 
their  offices. 

At  the  last  session  of  the  legislature,  a spokes- 
man for  the  medical  school  protested  that  it  was 

continued  on  page  585 
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Asleep  at  eleven  Awake  at  seven 

(without  excitation)  (without  “hangover") 
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For  a good 
night’s  sleep 
without 
barbiturate 
side  effects: 
Doriden 

(glutethimide) 

Patients  sleep  soundly  up  to  8 hours 
and  awake  refreshed  with  Doriden 
(glutethimide).  In  addition,  they 
benefit  from  its  specific  advantages 
over  barbiturates : 

• rarely  causes  pre-excitation;  onset 
of  action  is  smooth 

• metabolized  quickly,  thus  rarely 
produces  morning  “hangover” 

• not  contraindicated  in  the  pres- 
ence of  liver  and  kidney  disorders 

• well  tolerated  by  the  elderly  and 
chronically  ill 

• rarely  depresses  respiration 
AVERAGE  DOSE : 0.5  Gm.  at  bedtime. 
Total  daily  dosage  over  1 Gm.  not  rec- 
ommended for  continuing  therapy. 
CAUTION:  Careful  supervision  of 
dosage  is  advised,  especially  for  pa- 
tients with  a known  propensity  for 
taking  excessive  quantities  of  drugs. 
Excessive  and  prolonged  use  of  glu- 
tethimide in  susceptible  persons,  for 
example,  alcoholics,  former  addicts, 
and  other  severe  psychoneurotics, 
has  sometimes  resulted  in  depend- 
ence and  withdrawal  reactions.  In 
those  cases,  dosage  should  be  reduced 
gradually  to  lessen  the  likelihood  of 
withdrawal  reactions  such  as  nausea, 
abdominal  discomfort,  tremors,  or 
convulsions. 

SIDE  EFFECTS:  Occasional  reversible 
skin  rash  and  nausea. 

SUPPLIED : Tablets,  0.5  Gm.,  0.25  Gm., 
and  0.125  Gm.  Capsules,  0.5  Gm. 

C I B A 

SUMMIT,  N . J . 

Doriden 

(glutethimide  CIBA) 
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absolutely  necessary  to  have  an  inflated  staff  of 
highly  paid  professors  (np  to  $24,000  a year);  to 
provide  them  with  rent-free  offices  for  private  prac- 
tice, paid  vacations,  travel  expenses,  and  lots  of 
other  plums,  in  order  to  secure  their  allegedly  valu- 
able services  for  top-qnality  “teaching  and  research.” 
Obviously  there  is  plenty  of  research,  some  of  which 
seems  to  come  under  the  head  of  boondoggling.  But 
about  the  teaching,  now.  My  question  is.  What 
teaching? 

Very  truly  yours, 
ARTHUR  BOBROFF,  M.D. 

418  Medical  Dental  Bldg.,  Seattle,  Wash. 

Saskatchewan's  Confidence  Game 

EDITOR,  NORTHWEST  MEDICINE; 

Are  reprints  available  of  original  articles  in 
NORTHWEST  MEDICINE?  Specifically,  Saskatchewan’s 
Great  Confidence  Game  in  the  July,  1963  issue.  If 
so,  I would  like  to  have  twenty  reprints.  This  article 
ought  to  be  required  reading  for  every  physician, 
“politician,”  every  science  major  in  every  college 
on  the  North  American  continent.  If  reprints  are 
not  available,  is  permission  granted  to  copy  the  arti- 
cle for  distribution  to  my  local  political  groups? 

THOMAS  S.  GILPATRICK,  M.D. 

Spokane,  Washington 

EDITOR,  NORTHWEST  MEDICINE: 

I am  very  interested  in  the  article  printed  in 
NORTHWEST  MEDICINE  for  July,  1963,  titled  “Saska- 
tchewan’s Great  Confidence  Game.” 

I should  like  very  much  to  have  some  reprints  of 
this  article  but  find  no  place  in  your  magazine  which 
refers  to  this  situation.  I should  like  to  have  about 
25  copies  of  this  reprint. 

FRED  C.  HOPP,  M.D. 

Yaki ma,  W ash ington 

Many  similar  letters  have  been  received.  It  is 
customary  for  authors  to  obtain  and  distribute  re- 
prints and  the  process  is  facilitated  by  publishing 
the  author’s  office  address  at  the  end  of  each  article. 
Each  author  receives  100  free  reprints  of  an  article 
published  in  the  Original  Articles  Section  and  some 
purcha.se  additional  copies  but  seldom  are  able  to 
supply  more  than  one  reprint  per  request.  Quantity 
requests  are  always  referred  to  the  editorial  office 
and  usually  require  special  order  to  the  printer  for 
the  nundrer  desired.  In  this  case,  however,  due  to 
heavy  demand,  tee  have  ordered  a substantial  supply 
and  will  fill  all  orders  directed  to  the  editorial  office. 
It  .should  be  rwted  that  copyright  is  held  by  Dr. 
Leitch  as  well  as  by  northwest  medicine.  He  has 
granted  permission  to  issue  reprints. 

Reprints  of  the  Saskatchewan  article  are  25  cents 
each,  $20.00  per  hioMred.  Address  requests  to. 
Northwest  Medicine,  500  Wall  Street,  Seattle  1, 
Washington,  and  make  checks  payable  to  Northwest 
Medical  Publishing  Association.  Ed. 
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To  control  diarrhea .. .promptly 

lomotil:  promptly 


prescribe 


Each  tablet  and  each  5 cc.  of  liquid  contains:  2.5  mg. 
of  diphenoxylate  hydrochloride  (Warning:  may  be 
habit  forming)  and  0.025  mg.  of  atropine  sulfate 


The  direct,  well-localized  activity  of  Lomotil 
relieves  spasm  and  cramping  and  provides 
prompt  symptomatic  control  of  virtually  all 
diarrheas. 

Numerous  investigators  have  remarked  on 
the  effectiveness  of  Lomotil  in  patients  with 
diarrhea  uncontrolled  by  other  agents. 

Weingarten  and  his  associates’^  found  it  “an 
excellent  drug  . , . efficacious  where  other 
drugs  have  failed. . . 

Hock2  obtained  “results  superior  to  prior 
medications  in  68.3  per  cent  of  41  patients.” 

Since  Lomotil  controls  diarrhea  so  consist- 
ently, it  is  only  rational  to  prescribe  Lomotil 
before  other  agents  have  a chance  to  prove  in- 
adequate. To  control  diarrhea  promptly,  pre- 
scribe Lomotil  promptly. 

Lomotil  is  an  exempt  narcotic,  its  abuse 


habihty  being  comparable  to  that  of  codeine. 
Recommended  dosages  should  not  be  ex- 
ceeded. Side  effects  are  relatively  uncommon 
but  among  those  reported  are  gastrointestinal 
irritation,  sedation,  dizziness,  cutaneous  man- 
ifestations, resdessness  and  insomnia.  Lomotil 
should  be  used  with  caution  in  patients  with 
impaired  liver  function  and  in  patients  taking 
addicting  drugs  or  barbiturates.  Lomotil  is 
brand  of  diphenoxylate  hydrochloride  with 
atropine  sulfate;  the  subtherapeutic  amount 
of  the  latter  is  added  to  discourage  deliberate 
overdosage. 

1.  Weingarten,  B.;  Weiss,  J.,  ond  Simon,  M.:  A Clinlco!  Evoluotion 
of  a New  Antldiorrheol  Agent,  Amer.  J.  Gostroent.  35:628-633  (June) 
1961.  2.  Hock,  C.  W.:  Relief  of  Diorrheo  with  Diphenoxylate  Hydro* 
chloride  (Lomotil),  J.  Med.  Ass.  Georgia  50:485-488  (Oct.)  1961. 

e.  D.  SEARLE  &.  co. 

Research  in  the  Service  of  Medicine 
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EDITORIAL 


Abstracts  in  Spanish 


Developments  in  transportation,  communication, 
and  world  politics  are  rapidly  bringing  about 
great  need  for  a language  common  to  all  races 
and  all  nations.  Until  the  world  speaks  with 
one  tongue,  however,  it  is  necessary  for  many 
individuals  to  understand  more  than  one  lan- 
guage. In  this  hemisphere  there  is  very  great  need 
for  many  to  understand  both  English  and  Span- 
ish. We,  our  friends  to  the  South,  and  our  close 
colleagues  in  Puerto  Rico,  will  have  increasing 
need  to  communicate,  to  ti'ansfer  ideas,  and  to 
understand  each  other’s  problems. 

Since  medicine  offers  rich  opportunity  for 
sharing  of  experience  and  exchange  of  ideas,  it 
seems  particularly  important  for  physicians  of 
the  hemisphere  to  develop  every  possible  means 
of  communication.  The  barrier  of  language  ig- 
norance should  be  wiped  out.  Physicians  can, 
and  should,  be  leaders  in  the  endeavor. 

Spanish  has,  therefore,  been  chosen  as  the 
second  language  in  which  to  publish  abstracts  of 


the  articles  appearing  in  this  journal.  Also  con- 
sidered were  Latin,  Esperanto,  and  Interlingua. 
There  are  good  arguments  for  use  of  any  one  of 
these,  and  all  have  possibilities  of  universal  rec- 
ognition. Under  present  world  conditions,  how- 
ever, the  great  and  growing  need  for  hemispheric 
rapport  far  outweighs  any  need  for  universality. 

This  journal  now  goes  to  a number  of  Latin 
American  schools,  hospitals,  and  individuals,  as 
well  as  to  journals  in  exchange.  It  is  expected 
that  the  list  will  increase  and  that  more  Spani.sh 
language  journals  will  be  received.  Gleanings 
from  the  best  of  these  will  be  translated  and  pub- 
lished from  time  to  time. 

Our  main  purpose,  however,  is  simply  to  cul- 
tivate friendship  with  our  neighbors.  Therefore— 
Presentamos  saludos  a nuestros  amigos  tj  colegas 
de  America  Latina,  tj  espcramos  aumentar  la 
arnistad  entre  todos  los  medicos  del  hemisferio. 
(We  greet  our  friends  and  colleagues  of  Latin 
America  and  hope  that  friendship  will  grow  be- 
tween all  doctors  of  the  hemisphere.) 
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Drag  Research  Continues 


Pharmaceutical  manufacturers  spent  $251  mil- 
lion on  research  and  development  last  year,  al- 
most all  from  private  funds.  This  is  in  marked 
contrast  to  the  all-industry  expenditure,  58  per 
cent  of  which  comes  from  government  sources. 
Rate  of  spending  on  research  by  drug  firms  more 
than  doubles  that  of  industry  and  ratio  of  scien- 
tists employed  is  also  much  higher. 

The  amount  spent  on  research  has  risen  at 
about  15  per  cent  each  year,  until  1962,  when 
the  total  increased  but  there  was  some  reduc- 
tion of  rate.  Slowing  was  due  to  the  Kefauver 
investigations  and  new  legislation  imposing 
stricter  controls  on  the  production  of  drugs. 

Tests  were  made  on  more  than  168,000  sub- 
stances and  9 million  animals  were  used  during 
1962.  Nearly  90  per  cent  were  mice  and  rats  but 


researchers  also  used  guinea  pigs,  hamsters,  rab- 
bits, chickens,  turkeys,  dogs,  cats,  and  monkeys. 
About  10  per  cent  of  the  work  was  done  on  pos- 
sible products  for  veterinary  medicine,  the  re- 
mainder on  those  for  human  use.  Major  em- 
phasis was  on  hormones,  antibiotics,  chemo- 
therapeutic agents,  psychopharmacologic  drugs, 
cardiovascular  and  hematologic  agents,  anal- 
gesics and  anesthetics. 

Sales  continue  to  mount  in  spite  of  adverse 
publicity  and  restrictions  imposed  by  new  legis- 
lation. Total  drug  industry  sales  were  $3.2  bil- 
lion in  1962,  including  $756  million  in  foreign 
sales. 

The  data  are  from  a report  by  Austin  E.  Smith, 
M.D.,  President  of  the  Pharmaceutical  Manu- 
facturers Association. 
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NEPHROTIC  SYNDROME 

a classic  example  of  the  effectiveness  of 

MALDRONE® 

PARAMETHASONE  ACETATE 


Patient  >vas  admitted  ^\ith  ne- 
phrotic syndrome  evidenced  by  as- 
cites, peripheral  edema,  protein- 
uria, hypoproteinemia,  and  hyper- 
cholesteremia. Treatment  with 
Haldrone,  4 mg.  every  six  hours,  was 
begun  on  May  28,  1962,  and  seven 
days  later  the  dosage  was  increased 
to  6 mg.  every  six  hours.  A brisk 
diuresis  occurred  on  June  17.  The 


amount  of  Haldrone  was  then  re- 
duced to  2 mg.  every  six  hours.  On 
June  27,  the  patient  reached  a dry 
weight  of  ninety-seven  pounds  (a 
forty-six-pound  loss  since  the  be- 
ginning of  treatment),  and  he  was 
discharged  as  satisfactory  on  July  4, 
1962.  He  has  since  been  maintained 
in  remission  on  2 mg.  H aldrone 
t.i.d. 


Indications;  Haldrone  is  a corticosteroid  useful 
in  collagen  diseases,  allergic  diseases,  certain 
dermatological  disorders,  eertain  hematological 
diseases,  and  other  steroid-responsive  eondi- 
tions.  Side-effects  reported  have  included  round- 
ing of  the  face,  eechymosis,  insomnia,  weight 
gain,  hypertrichosis,  thinning  of  the  skin,  peptic 


ulcer,  occurrence  of  infeetions,  and  increased 
appetite.  Precautions;  This  steroid  should  not 
he  used  in  patients  with  active  or  suspeeted 
tuberculosis,  active  peptic  ulcer,  psychosis,  or 
herpes  simplex  of  the  eye.  Dosage  should  he 
based  carefully  on  such  factors  as  the  severity, 
prognosis,  and  duration  of  a given  illness. 


300217 


Supplied  in  1-mg.  (Yellow)  and  2-mg.  (Orange)  scored  tablets,  in 
bottles  of  30,  100,  and  500.  ■ Additional  information  available  upon 
request.  Eli  Lilly  and  Company,  Indianapolis  6,  Indiana. 
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Tatiana  Revisited 

MILO  H.  FRITZ,  M.  D.,  Anchorage,  Alaska 


The  history  of  medicine  contains  many  stories  of 
physicians  who  have  had  excellent  ideas  for  the 
improvement  of  human  health  which  at  the  time 
were  not  accepted  by  their  fellow  physicians. 
One  instance  is  that  of  Semmelweis'  who  clearly 
recognized  the  cause  of  so-called  child-bed  fever 
in  Vienna  as  being  due  to  the  lamentable  habit  of 
obstetricians  examining  their  patients  without 
washing  hands  or  changing  clothing  after  attend- 
ing an  autopsy  or  coming  in  from  the  street.  Sem- 
melweis’  idea  regarding  this  frightful  contagion 
were  not  accepted  during  his  lifetime.  They, 
of  course,  proved  to  be  absolutely  accurate,  but 
only  after  his  tragic  death  from  infection  and 
mental  illness. 

I make  no  claim  to  the  eminence  history  has 
accorded  Semmelweis.  But,  there  is  some  resem- 
hlance  between  the  non-acceptance  of  his  ideas 
regarding  puerpural  fever  and  the  rejection  of 
my  own  regarding  the  connection  between  the 
non-performance  of  tonsillectomy  and  adenoid- 
ectomy,  when  indicated,  and  the  widespread  and 
tragic  prevalence  of  mastoiditis  and  middle  ear 
disease  in  Alaska. 


unrecognized  problem 

A few  months  after  coming  to  Alaska,  in  Janu- 
ary, 1940,  fresh  from  my  graduate  training  in 
EENT  at  Duke  University,  it  became  indisput- 
ably clear  that  the  reason  for  so  much  mastoiditis 
in  southeastern  Alaska  at  that  time  was  the  non- 
recognition of  the  indications  for  doing  tonsillec- 
tomy and  adenoidectomy. 

By  submitting  reports  to  the  Territorial  Com- 
missioner of  Health  and  representatives  of  the 
federal  government  in  charge  of  native  health, 
I hoped  to  bring  attention  to  the  connection 
between  mastoiditis  and  middle  ear  disease  and 
the  need  for  doing  tonsillectomy  and  adenoidec- 
tomy, when  indicated,  to  those  in  authority.  But, 
in  the  eighteen  months  time  of  my  stay  in  private 
practice  in  1940  and  1941,  1 was  unable  to  gain 
acceptance  for  this  important  concept,  recognized 
by  properly  trained  otolaryngologists  since  about 
1890. 

Two  and  one-half  years’  duty  throughout  the 
Territory  of  Alaska  during  World  War  II  dis- 
closed that  middle  ear  disease  and  mastoiditis 
were  not  confined  to  southeastern  Alaska  but 


were  prevalent  to  a frightening  degree  through- 
out the  Territoiy.  Deaths  from  meningitis,  brain 
abscess  and  labyrinthitis,  all  of  otitic  origin,  were 
not  recognized  as  such  by  any  of  those  in  charge 
of  public  health  in  the  Territory  and,  to  my 
knowledge,  by  only  one  physician  in  private 
practice,  namely,  Fred  M.  Langsam  of  Nome. 

further  investigation 

At  the  end  of  World  \^klr  II,  and  after  two 
years  of  research  in  New  York  City,  I was  given 
the  opportunity  of  joining  a nutritional  survey 
team  under  the  Alaska  Territorial  Department  of 
Health,  whose  chief  at  that  time  was  the  imagin- 
ative and  energetic  C.  E.  Albrecht,  an  old  friend, 
and  the  first  full-time  commissioner  of  health  for 
Alaska. 

On  this  trip  in  the  spring  of  1947  the  lethal  and 
alarming  prevalence  of  suppurative  diseases  of 
the  middle  ear  and  mastoid  bone  with  its  dread- 
ful complications  was  even  further  disclosed.  A 
detailed  report  of  these  findings  imd  the  recom- 
mendations that  tonsils  and  adenoids  be  removed, 
when  indicated,  throughout  the  Territory,  was 
submitted  to  Dr.  Albrecht. 

The  year  following  this  survey  trip,  I returned 
to  Alaska  and  established  practice  in  the  city  of 
Anchorage.  Again,  I undertook  the  task  of 
establishing  recognition  of  tonsil-adenoid  disease 
as  the  source  of  middle  ear-mastoid  infection.  I 
brought  it  to  the  attention  of  officials  in  the 
Alaska  Territorial  Department  of  Health,  the 
Alaska  Native  Service,  the  Children’s  Bureau  in 
Washington,  D.  C.,  the  Bureau  of  Indian  Affairs, 
and  other  federal,  territorial  and  private  agencies, 
part  of  whose  energies  were,  or  should  have  been, 
devoted  to  the  eradication  of  this  preventable 
type  of  hearing  loss,  infection  and,  often,  death. 

an  early  attempt 

Dr.  Albrecht,  assailed  by  many  problems,  lent 
a sympathetic  ear  and  entered  into  contractual 
arrangements  with  several  Alaskan  physicians  in 
private  practice  for  holding  operative  clinics 
throughout  the  Territory,  sometimes  with  the 
cooperation  of  the  Alaska  Native  Service,  and 
sometimes  without  it,  sometimes  in  their  hospi- 
tals, sometimes  not.  The  physicians  who  partici- 
pated in  this  effort  in  those  days  in  the  late  forties 
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and  early  fifties  were  Fred  M.  Langsam  of  Nome, 
Hugh  B.  Fate  of  Fairbanks,  Joseph  H.  Shelton, 
now  of  Anchorage,  and  myself. 

With  Dr.  Albrecht’s  resignation,  the  EXT  pro- 
gram fell  upon  evil  days.  Those  following  Dr. 
Albrecht  in  his  important  post  had  little  imagin- 
ation, less  courage,  and  \ irtually  no  knowledge  of 
otolaryngology',  even  though  many  of  them  were 
physicians  and  all  of  them  had  access  to  the 
reports  submitted  by  others,  as  well  as  myself, 
regarding  what  has  briefly  been  described.  End- 
less, repeated  conferences  were  held  on  matters 
that  ha\  e been  well  understood  by  otolaryngolo- 
gists since  the  turn  of  the  century.  The  situation 
deteriorated  to  the  point  that  great  educational 
effort  was  required  whenever  representatives  of 
federal  or  territorial,  and  later  state,  agencies 
came  to  Anchorage.  In  order  to  acquaint  them 
with  the  problems  of  mastoiditis,  middle  ear 
disease,  deafness  and  the  importance  of  tonsil- 
lectomy and  adenoidectomy,  it  was  necessary  to 
give  them  something  like  a “quickie”  course  of 
four  years  in  medicine  plus  an  EXT  residency 
before  they  reached  the  point  of  comprehending 
the  problem. 

incompetence 

The  Parran  Report,'’  the  AMA  Report,®  the 
■\laska  Territorial  Department  of  Health  Report,* 
all  substantiated  what  has  been  outlined.  They 
made  clear  what  had  to  be  done,  and  yet  the 
officials  of  federal,  territorial,  and  later  state, 
agencies  who  should  have  been  vitally  interested 
in  this  program  seemed  to  use  every  means  at 
their  disposal  for  delaying  what  Dr.  Albrecht  in 
his  wisdom  and  imagination  had  allowed  us  to 
start.  Eventually,  incompetence  succeeded  in 
terminating  all  EXT  work  e.xcept  sporadic  and 
so-called  crash  efforts  on  the  part  of  imported 
EXT  men  who  occasionally  held  unscheduled  and 
\’ery  inefficient  mass  operative  clinics  here  and 
there  throughout  Alaska. 

change  in  administration 

Happily,  a few  years  ago,  the  Indian  Bureau 
was  taken  out  of  the  medical  business  in  Alaska 
and  ceded  its  medical  problems  to  the  United 
States  Public  Health  Serx’ice.  W’ith  this  change 
in  administrative  responsibilities  for  native 
health,  those  of  us  interested  in  the  problem  of 
mastoiditis,  middle  ear  disease,  deafness  and  a 
tonsil-adenoid  program  hoped  that  a better  day 
was  at  hand.  For  two  or  three  years  this  ap- 
peared not  to  be  the  case.  For  instance,  it  was 


necessary  for  me,  at  my  own  e.xpense,  to  go  to 
the  Mission  at  St.  Mar\’s  and  do  sevenh’-one 
operations  in  five  days,  administering  my  own 
anesthetics. 

In  1961,  my  wife,  Mr.  John  Spahn,  an  optician. 
Dr.  Xancy  Sydnam,  and  I undertook  a one 
month  EEXT  Clinic  at  eight  native  villages 
entirely  at  our  own  expense.  The  St.  Mary’s 
Clinic  and  the  Yukon  Clinic  resulted  in  the  pub- 
lication of  an  editorial®  and  an  original  article®  in 
NORTHWEST  MEDICINE  which  pointed  out  the  ap- 
palling preventable  EEXT  conditions  in  Alaska. 
They  were  wideb'  publicized  outside  the  field  of 
medicine.  In  fact,  the  editorial  from  northwest 
MEDICINE  entitled,  “A  Clinic  to  St.  Mary’s,”  ap- 
peared on  the  editorial  pages  of  600  civilian 
newspapers  throughout  the  countr\’.  It  was  also 
read  into  the  Congressional  Record.'  It  resulted 
in  the  Surgeon  General  of  the  United  States 
Public  Health  Service,  Luther  Tern.%  being 
forced  to  recognize  the  problem  in  a negative 
way  by  publicizing  the  amount  of  money  I had 
earned  as  a consultant  to  the  USPHS,  with  the 
implication  that  anyone  who  had  earned  this 
amount  of  money  really  had  no  right  to  complain 
about  the  h'pe  of  ser\  ice.  Happily,  this  in  no 
way  deceived  those  who  were  now  being  con- 
verted to  the  idea,  accepted  b)'  Albrecht  many 
years  ago,  that  to  eliminate  suppurative  middle 
ear  and  mastoid  disease  tonsillectomies  and  ade- 
noidectomies  would  have  to  be  done,  when  indi- 
cated, regardless  of  numbers. 

in  the  public  interest? 

Throughout  these  years,  until  the  Clinic  to  St. 
Mary’s  and  the  Yukon  Clinic  proved  otherwise, 
the  officials  in  charge  of  the  native  hospitals 
throughout  the  state  repeatedly  claimed  that 
doing  tonsillectomies  and  adenoidectomies  in 
their  small  hospitals  was  dangerous  and  not  in 
the  public  interest.  I did  this  demonstration 
at  St.  Mary’s  and  on  the  Yukon  to  show  that 
this  work  could  be  done  safely,  even  without  an 
anesthetist  and  outside  a hospital. 

I would  not  have  the  reader  belie\'e  I feel  that 
my  efforts  alone  have  resulted  in  the  unbelievable 
transformation  that  I witnessed  in  Tanana  during 
the  week  beginning  15  April  1963,  but  1 like  to 
think  that  the  work  undertaken  at  St.  Mary’s  and 
in  the  Yukon  Clinic  resulted  in  widespread  dis- 
semination of  the  problem  in  the  lay  press;  that 
it  was  a big  factor  in  gaining  acceptance  for  the 
idea  of  getting  the  work  done  safely  in  the  satel- 
lite hospitals. 
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I have  recommended,  in  reports  and  scientific 
articles,  that  each  satellite  hospital  and  medical 
officer-in-charge  be  given  the  medical  respon- 
sibility for  smaller  villages  surrounding  the  town 
in  which  the  hospital  is  located.  It  would  be  far 
cheaper  to  bring  individuals  needing  tonsillec- 
tomy-adenoidectomy  and  other  routine  types  of 
surgery  into  these  hospitals  at  scheduled  inter- 
vals than  to  bring  them  into  the  larger  medical 
centers  at  Anchorage  and  Fairbanks.  I also 
advocated  repeatedly  that  sending  out  Alaskan 
contract  physicians  in  private  practice  to  these 
hospitals  at  regular  intervals  would  be  far  more 
efficient  than  importing  people  from  the  South  48 
for  whom  the  transition  from  medical  center 
atmosphere  to  the  bush  of  Alaska  was  sometimes 
so  great  that  they  could  hardly  function  at  all 
when  they  got  here.  The  use  of  civilian  contract 
anesthesiologists  and  anesthetists  was  also 
strongly  recommended. 

The  great  satisfaction  to  me,  therefore,  is  in 
finding  that  virtually  every  one  of  these  recom- 
mendations has  been  accepted.  Through  the 
recognition  of  the  validity  of  these  claims  on  the 
part  of  its  officials,  the  United  States  Public 
Health  Service  has  started  a realistic  program 
that  tackles  the  problems  of  infected  tonsils  and 
adenoids,  suppurative  middle  ear  diseases  and 
mastoiditis  in  a manner  proportional  to  the  num- 
ber of  individuals  so  afflicted.  The  importance  of 
saving  lives  and  the  sense  of  hearing,  especially 
among  the  young  people  of  our  state  is  now 
recognized. 

Alaska  Native  Health  Service 

In  the  middle  of  January,  C.  E.  Chenoweth, 
J.  H.  Shelton,  M.  J.  Shoff  and  myself  were  invited 
to  attend  a conference  with  medical  officials  of 
the  Alaska  Native  Health  Service  (USPHS). 
Jack  Lesh  of  the  Division  of  Maternal  and  Child 
Health  and  Crippled  Children’s  Services  of  the 
Alaska  Department  of  Health  also  attended.  We 
discussed  establishment  of  arrangements  for 
doing  tonsillectomies  and  adenoidectomies  at  the 
satellite  hospitals  of  the  Alaska  Native  Health 
Service  at  Mt.  Edgecumbe,  Kanakanak,  Tanana, 
Kotzebue,  Barrow  and  Bethel.  Present  not  only 
were  the  four  civilian  physicians  but  also  K. 
Kasuga,  medical  officer  in  charge  of  the  entire 
United  States  Public  Health  Service  program  in 
Alaska,  his  medical  administrative  deputy,  H.  R. 
Wherritt,  and  Leslie  Thomasson,  recently  im- 
ported Chief  of  ENT  for  the  Alaska  Native 
Health  Service.  Dr.  Thomasson  recognized  that 
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the  problem  was  far  greater  than  he  alone  could 
cope  with.  The  upshot  of  this  conference  was 
that  Drs.  Shelton,  Shoff  and  I agreed  to  under- 
take periodic  tonsil-adenoid  clinics  in  the  smaller 
hospitals,  assignments  to  be  made  by  Dr. 
Thomasson  on  the  basis  of  the  needs  tis  he  saw 
them  with  the  additional  proviso  that  Dr.  Shoff 
and  I would  do  mastoidectomies  in  Anchorage 
and  possibly  at  Mt.  Edgecumbe  when  the  occa- 
sion arose  and  means  for  doing  this  safely  could 
be  worked  out.  Dr.  Lesh  agreed  to  recruit 
civilian  anesthesiologists  and  anesthetists  and,  if 
possible,  to  assist  the  contract  surgeons  in  the 
field. 

limited  funds 

Soon  after  this  conference,  each  of  us  received 
a copy  of  the  proceedings  from  Dr.  Lesh.  Ac- 
companying it  was  a letter  pointing  out  that  if 
each  of  the  consultants  were  paid  the  legally  es- 
tablished fee  of  $65  for  each  tonsillectomy-ade- 
noidectomy  performed,  very  few  could  be  done 
because  of  the  limitation  of  funds.  Dr.  Lesh 
asked  us  therefore,  if  we  could  think  of  any  way 
to  spread  this  money  further. 

At  our  weekly  meeting,  we  decided  to  reduce 
the  fee  to  $20  per  patient.  All  of  us  felt  that, 
for  the  first  time  since  Dr.  Albrecht  left,  both 
the  state  and  federal  agencies  recognized  that 
we  were  men  of  good  will,  motivated  by  the 
welfare  of  our  fellow  Alaskans  and  were  as 
dedicated  and  sincere  in  our  own  way  as  the 
medical  officers  of  the  federal  and  state  medi- 
cal departments  were  in  theirs.  For  the  first 
time  since  Albrecht’s  departure,  we  felt  that 
we  were  being  accepted  as  equals,  as  fellow 
workers  in  the  vineyard,  and  that  we  were  being 
accepted  as  members  of  a team  and  not  reluct- 
antly as  interlopers  or  creatures  of  convenience. 

brighter  outlook 

The  first  field  trip  to  be  made  under  this 
new  and  happy  arrangement  was  by  M.  J.  Shoff 
who  spent  a week  at  Kotzebue.  He  did  over  50 
cases  and  was  very  well  pleased  with  the  recep- 
tion accorded  him  and  the  quality  of  the  work 
that  he  was  able  to  turn  out. 

I went  to  Tanana  in  my  own  airplane  rather 
than  by  commercial  air  transportation  which 
was  allowed  through  the  recently  consummated 
contract. 

I had  been  at  Tanana  on  several  occasions 
before,  the  last  being  several  years  ago.  The 
change  in  the  physical  setup,  the  attitude  of 
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the  medical  officer-in-charge,  the  morale  of  the 
personnel,  the  interest  of  the  people  in  the  \ il- 
lage  in  this  effort,  and  the  cooperation  of  bush 
pilots,  commercial  airlines,  the  FAA,  the  chur- 
ches and  the  ordinary  citizens  of  this  small 
communit)'  were,  to  me,  \irtually  stunning  and 
almost  unbelievable. 

The  medical  officer-in-charge,  Rollin  Peder- 
son, was  ob\  iously  pleased  when  he  picked  me 
up  at  the  airsh'ip  in  a driving  snowstorm.  I had 
\\’ith  me  eight  sets  of  instruments  and  had  taken 
disposable  drapes  in  the  interest  of  sa\ing  time 
and  lessening  the  strain  on  laundr>"  facilities. 
Arriving  at  the  hospital,  I found  the  walks  swept, 
the  building  in  an  e.xcellent  state  of  repair, 
sparkling  in  the  fading  light  of  a dull  and  sno\\y 
dusk.  Inside,  the  floors  shone,  and  the  laboratory 
workers,  nurses,  nurses’  aids  and  other  personnel 
wore  proper  uniforms  or  civilian  clothes.  They 
were  pleasant,  obliging,  and  polite  to  one  an- 
other as  well  as  to  the  stranger  on  their  door- 
step. 

Conference  with  Dr.  Pederson  and  his  chief 
nurse.  Miss  Margaret  Clarke,  resulted  in  the 
decision  to  do  eight  operations  a day,  indicated 
as  being  desirable  from  the  logistics  aspect  by 
letter  previously.  Four  were  to  be  done  in  the 
morning  and  four  in  the  afternoon.  All  of  us 
recognized  that  the  unseasonably  bad,  sno\\y 
weather  might  interfere  with  our  plans.  I was 
given  the  opportunity  of  doing  the  ENT  e.xami- 
nations  of  fourteen  youngsters  ranging  from 
fifteen  months  to  eleven  years. 

cooperation 

The  city  of  Tanana,  on  the  north  bank  of  the 
Yukon  Ri\er  five  miles  below  its  junction  with 
the  Tanana  River,  has  a popidation  of  300.  The 
wood  frame  hospital  is  rated  at  a 30-bed  capac- 
ity. The  patients  were  to  be  admitted  the  day 
before  their  surgery  and  discharged  the  day 
following.  The  weather  could  not  be  counted 
upon  to  cooperate,  so  arrangements  were  made 
with  the  FAA  (Federal  Aviation  Agency)  colony 
and  the  people  of  Tanana  to  participate  by  pro- 
\’iding  foster  homes  for  twenty-four  hours  or 
until  the  children  could  be  flown  back  to  their 
home  villages.  These  were  Fort  Yukon,  Chalkyit- 
sik,  Hughes,  Iluslia,  Arctie  Village,  Allakaket, 
Tetlin,  Venetie,  Tanana  and  Ruby. 

The  hospital  census  was  always  greater  than 
thirty,  and,  owing  to  the  vagaries  of  the  weather, 
once  reached  forty-four!  It  was  necessary  in 
some  instances  to  put  two  children  in  a bed. 


This  was  recognized  by  ever\’one  as  hardly  be- 
ing ideal,  but  with  the  new  resiliency  and  will- 
ingness to  make  do  \%  ith  the  best  at  hand,  every- 
one was  taken  care  of.  Nobody  v'as  the  worse 
for  adjustments  made  necessaiA'  by  inadequate 
transportation,  limited  housing  and  crowded 
medical  facilities.  The  monolithic  rigidity  and 
strict  adherence  to  the  letter  of  regulations  com- 
piled in  W ashington,  D.C.  was  never  in  evidence. 
This  was  perhaps  the  most  remarkable  change 
I saw  at  the  Tanana  Hospital. 

It  became  increasingly  evident  how  things 
had  changed  since  the  last  time  I had  seen  Ta- 
nana. Supplies  and  modern  instruments  and 
means  of  treatment  w'ere  in  e\’idence  everyw'here. 
Dr.  Pederson,  in  spite  of  the  additional  load  put 
on  his  shoulders  by  this  clinic,  ran  a hea\y  out- 
patient clinic  ever}'  day,  successfully  looked  after 
an  active  obstetrical  ser\  ice  and,  in  the  manner 
of  a good  general,  kept  an  administrative  eye 
and  ear  on  the  transportation  and  logistic  prob- 
lems connected  with  foster  home  care  for  chil- 
dren already  operated  upon  and  the  time  of 
arrix  al  of  those  yet  to  be  done. 

weather  problems 

The  weather  worsened  and  Mr.  Marc  Stella 
of  Nenana  Air  Ta.xi  was  once  obliged  to  fly  800 
miles  before  he  was  able  to  complete  a 105  air- 
mile  trip  betxveen  two  of  the  communities  vdiere 
lie  was  to  pick  up  children.  In  one  place,  his 
Cessna  ISO  went  into  the  fresh,  deep  snow  up 
to  the  wings  and  required  many  hours  of  shovel- 
ing, snowshoe  work,  and  the  combined  efforts 
of  tw'ent}’  men  and  hx'o  dogteams  to  get  the 
plane  squared  awav  once  more  so  that  it  could 
fly. 

On  one  day,  it  became  necessary  to  do  thir- 
teen cases  instead  of  eight,  because  a freak  break 
in  the  weather  made  it  possible  for  two  bush  car- 
riers to  get  in  their  loads  of  kids  on  the  same  day 
instead  of  on  successive  days,  as  had  been  origi- 
nally planned.  Rut,  this  change  of  plan  was  ac- 
cepted by  all  in  good  spirit,  and  though  it  ta.xed 
the  hospital  facilities  to  the  limit,  the  crisis  pass- 
ed when  those  previously  operated  upon  were 
sent  out  to  their  surrounding  foster  homes  the 
following  morning. 

I could  not  help  but  be  impressed  again  by 
the  touching  and  beautiful  faith  e.xhibited  by  the 
parents  of  these  children,  who  entrusted  them 
to  the  sturdy  and  well-recognized  integrity  of  the 
bush  pilots  and  to  the  care  of  nurses,  physicians 
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and  nurses’  aids,  mostly  unknown  to  tliein  except 
hv  reputation. 

foster  homes 

I had  the  opportunity  of  visiting  the  foster 
homes  where  the  children  went  the  day  follow- 
ing their  surgery.  All  the  women  in  the  homes 
where  these  young  patients  stayed  were  pleased 
at  the  part  that  they  were  taking  in  this  com- 
munity effort.  They  expressed  surprise  at  the 
little  trouble  that  these  wonderful  children 
caused  at  this  rather  unhappy  time  in  their  con- 
valescence. 

The  mess  hall  of  the  hospital  had  also  been, 
along  with  everything  else,  completely  revamped. 
Both  cooks  were  native  men  and  wore  proper 
chefs’  uniforms,  complete  with  caps.  Dishwash- 
ing and  food  handling  arrangements  were  of  the 
very  highest  quality;  the  food  was  ample,  taste- 
fully prepared  and  nicely  served.  There  was  no 
segregation— everybody  sitting  where  he  liked, 
whether  he  was  an  engineer,  a carpenter,  a phy- 
sician, a visiting  bush  flyer,  a secretary  or  a 
nurse’s  aid.  In  forty-eight  hours,  everybody  knew 
everybody  else  and  it  is  hard  to  describe,  in  a 
document  such  as  this,  the  warm  feeling  of  be- 
ing part  of  a team  that  this  democracy  engend- 
ered. 

improved  dental  program 

W'hile  operating  upon  the  children,  a process 
which  went  along  with  a minimum  amount  of 
trouble,  I could  not  help  but  notice  the  result 
of  a continuous  and  reasonable  dental  program 
instituted  by  the  United  States  Public  Health 
Service.  Prior  to  this  clinic,  it  had  frequently 
been  necessary  to  pull  three  or  more  teeth  from 
each  patient.  In  all  of  the  forty-four  patients 
upon  whom  I operated,  Monday  through  Fri- 
day ( 15-19  April ) inclusive,  only  one  tooth  had 
to  be  extracted,  and  this  was  the  result  of  na- 
ture’s decision  to  cast  off  a deciduous  upper  cen- 
tral incisor,  not  the  result  of  neglect.  It  was  a 
pleasure  to  observe  the  presence  of  plentiful  and 
neat,  amalgam  fillings.  Only  one  case  of  gingivi- 
tis was  noted,  which  is  hardly  different  from 
what  would  be  observed  in  a comparable  group 
of  white  children  operated  upon  say  in  Anchor- 
age or  Fairbanks. 

pride 

In  Navy  terms,  the  Tanana  Hospital  could  be 
called  a taut  and  happy  ship.  It  was  run  in  a 
businesslike  and  efficient  fashion,  but  at  the 


same  time  the  staff  members  managed  to  pre- 
serve a feeling  of  friendliness,  interest  and  en- 
thusiasm.  No  longer  a besieged  fortress  in  an 
alien  sea,  it  was  part  of  the  community  of  Ta- 
nana; the  FA  A,  various  church  groups,  and  citi- 
zens of  Tanana  were  proud  of  the  hospital  and 
what  it  was  doing  for  the  children  of  Tanana 
and  its  satellite  villages. 

The  gasoline  problem  for  my  airplane  was 
solved  through  kindness  and  eourtesy  of  a mem- 
ber of  the  hospital  staff,  Mr.  Kenneth  Slifer,  a 
full  time  earpenter  working  in  the  hospital  area. 
Learning  that  I needed  a certain  type  of  aviation 
gas  to  suit  my  plane  and  realizing  that  it  was 
unavailable  in  Tanana,  he  sold  me  thirty  gallons. 
He  helped  me  transport  it  from  his  cache  on  his 
Snowtraveller  to  my  airplane,  a good  half-mile 
away,  and  then  helped  me  put  it  in  the  tanks. 

minor  crises 

The  only  difficulty  we  had  was  post-operative 
bleeding  on  tbe  part  of  the  fourth  patient  done 
on  the  first  morning.  I regretted  this,  because 
I felt  that  it  might  discourage  Dr.  Pederson  to 
have  the  first  morning  marred  by  a minor  crisis. 
However,  1 was  able  to  take  the  youngster  back 
to  the  surgery  and  without  further  anesthesia 
locate  and  tie  off  the  offending  vessel.  From 
that  time  on,  excepting  for  a manic  episode, 
possibly  due  to  pentobarbital,  on  the  part  of 
the  very  last  patient  I did  under  local  anesthesia 
—a  tonsillectomy  on  a sixteen  year  old  girl— there 
were  no  further  difficulties  with  the  surgery. 

jarring  notes 

In  the  Tanana  Hospital  at  this  time  there  was 
not  one  jarring  note.  The  presence  of  John  Dyer, 
who  was  to  undertake  the  itinerant  work  in  the 
region  served  by  the  Tanana  Hospital,  brought 
in  a refreshing  change  of  outlook.  Dr.  Pederson’s 
participation  in  the  recent  meeting  of  medical 
officers  in  charge  in  Anchorage,  I feel  kept  him 
from  becoming  a victim  of  cabin  fever,  as  some 
do  after  excessive  isolation  in  a small  community. 
He  was  about  to  go  to  New  Mexico  to  present 
a case  at  a meeting  of  United  States  Public 
Health  Service  surgeons.  This  privilege  of  get- 
ting away  from  local  problems  from  time  to  time, 
also  recommended  many  years  ago,  bears  fruit 
in  permitting  medical  officers  to  return  refreshed 
and  enthusiastic  to  their  exacting,  sometimes 
monotonous  and  isolated,  work. 

I have  no  way,  of  course,  at  this  stage  of  know- 
ing whether  this  dramatic  change  from  an  indif- 
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ferent  institution  to  a first  class  effort,  which  the 
Tanana  Hospital  now  certainly  is,  exists  through- 
out the  state.  1 hope  that  it  does  and  feel  that 
certainly  the  policies  at  the  higher  levels  must 
ha\'e  changed  to  allow  this  transformation.  Now 
that  doctors  are  relativeh'  more  scarce  than  ever 
before,  owing  to  the  a\  ailability  of  medical  care 
to  many  people  who  otherwise  would  not  have 
had  it  through  union,  health  and  welfare  plans 
and  insurance  plans  invohing  other  large  seg- 
ments of  the  population,  this  ver\’  happy  wel- 
coming once  more,  of  ci\  ilian  consultants  to  gov- 
ernment service  is  long  overdue  and  certainly  in 
the  public  interest.  There  will  be  jarring  notes, 
difficult  decisions  imd,  no  doubt,  unpleasant  in- 
cidents from  time  to  time.  However,  I feel  that 
with  the  new  attitude  on  the  part  of  the  gov- 
ernment ser\  ice  toward  its  consultants  and  con- 
tinued determination  on  the  part  of  the  consult- 
ants to  give  their  best  to  those  who  employ  them 
cannot  help  but  increase  the  stature  not  only  of 
the  government  medical  ser\ices  but  also  the 
consultants  themselves.  It  will  result  in  incalcul- 
able improvement  in  the  health  and  happiness 
of  the  patients  who  concern  both  groups. 

a great  privilege 

I consider  it  a great  privilege  to  have  seen  this 
program  e\’ol\’e  from  non-recognition  of  serious 
EXT  problems  in  1940  to  its  present  excellence.  I 
recognize  that  many  of  the  things  that  1 have 
said  and  much  that  I have  written  caused  un- 
derstandable anger  and  resentment  among  men 
of  many  federal  and  territorial,  and  later  state, 
medical  offices.  I would  not  have  been  surprised 
had  I been  left  out  of  this  new  program.  I am 
pleased  that  those  medical  officers  now  in  charge 
of  our  federal  and  state  programs  apparently 
chose  to  interpret  my  past  performance  as  an 
effort,  sometimes  perhaps  tactlessly  made,  to- 
ward impro\ing  the  situation  and,  therefore, 
gave  me  the  opportunity  of  partaking  of  the 
early  fruits-  of  victory  against  an  implacable 
series  of  ailments.  They  could  easily  have  left 
me  off  the  list  of  civilian  consultants.  Thus,  I 
would  have  been  a spectator  to  a program  in 
which  1 would  have  given  anything  to  be  a par- 
ticipant. This  understanding  attitude  1 most 
deeply  appreciated. 

not  all  solved 

I do  not  feel  by  any  means  that  all  the  prob- 


lems in  otolaryngology  and  ophthalmology  which 
beset  the  United  States  Public  Health  Service 
in  Alaska  are  soh  ed.  Just  two  weeks  ago,  a young 
man  in  his  etirly  twenties  died  of  meningitis 
and  brain  abscess  of  otitic  origin,  the  basic  di- 
sease having  existed  since  he  was  an  infant, 
fie  came  from  the  Dillingham  area:  whether  or 
not  he  had  been  seen  by  a physician  is  unknown 
to  me.  Nevertheless,  for  each  individual  who  dies 
of  a complication  of  mastoiditis  known  to  us, 
there  must  be  many  where  the  diagnosis  is  ob- 
scure and  does  not  appear  on  the  vital  statistics 
of  cause  of  death  in  our  state. 

conclusion 

The  problem  of  allocating  realistic  amounts 
of  money  for  the  purchase  of  acceptable  spec- 
tacles for  those  who  need  them  following  proper 
refractions  still  remains  to  be  solved.  Hownver, 
it  is  my  feeling  that  with  this  new'  attitude  of 
interdependence  betw'een  private  practitioners 
interested  in  this  problem  and  the  medical  of- 
ficers of  the  USPHS,  solutions  can  soon  be  reach- 
ed for  these  and  other  vexing  difficulties.  I also 
realize  that  the  Service  has  problems  outside  the 
fields  of  ophthalmology  and  otolarx’ngology  need- 
ing solution.  But,  w'ith  the  recent  control  of 
tuberculosis  in  all  its  manifestations,  the  eye  and 
ear,  nose  and  throat  problems,  closely  follow'ed 
by  the  dental  problem,  are  the  most  pressing 
ones  for  solution  in  .\laska  today. 

In  conclusion,  it  seems  now'  to  this  consultant 
at  least  that  in  the  foreseeable  future,  mastoiditis 
and  death  from  its  complications  will  soon  be  as 
rare  among  the  native  population  of  Alaska  as 
it  is  among  the  people  of  the  South  48.  ■ 

1027  Fourth  Avenue 
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Symposium  on  Trauma 

The  subject  of  trauma,  and  in  particular  automotive  trauma, 
progressively  assumes  a position  of  greater  importance  in  present- 
day  medical  practice.  In  recognition  of  this  problem,  a Postgraduate 
Symposium  on  Trauma  was  held  at  the  University  of  Washington 
School  of  Medicine  on  May  23-24,  1963,  under  the  sponsorship  of 
the  Department  of  Surgery. 

The  following  papers  represent  selected  portions  of  the  material 
presented  during  this  symposium.  Limitation  of  space  has  made 
it  impossible  to  include  all  of  the  papers,  seminars  and  discussions. 

In  order  to  reproduce  as  nearly  as  possible  the  informality  of 
this  program,  the  material  has  been  taken  from  transcriptions  of  the 
presentations.  These  transcriptions  have  necessarily  been  edited  to 
some  degree  and  it  has  been  impossible  to  include  more  than  a few 
of  the  many  illustrations  utilized  in  the  various  presentations. 

It  is  hoped  that  this  material  will  be  of  interest  to  the  physicians 
of  the  Northwest  and  that  the  publication  of  these  proceedings 
will  enhance  the  value  of  the  symposium. 

JAMES  R.  CANTRELL,  M.D. 


The  Physician  and  the  Motorcar 

HORACE  E.  CAMPBELL,  M.D.,  Denver,  Colorado 


Physicians  have  always  been  interested  in  the 
motorcar.  They  promptly  purchased  the  very 
first  models.  I vividly  remember  a physician 
being  stuck  in  the  snow  in  front  of  our  house 
in  January,  1904.  In  his  great  fur  coat,  high  fur 
cap,  goggles,  and  leather  gloves  with  gigantic 


gauntlets,  he  seemed  more  to  envelope  his  little, 
red,  one-cylinder  Cadillac,  with  neither  top  nor 
windshield,  than  to  be  contained  in  it.  His  utter- 
ly smooth  gray-rubber  tires  spun  hopelessly.  I 
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CAMPBELL,  HORACE  E.  (Automobile  Safety  Commit- 
tee, Colorado  Medical  Society,  Denver,  USA)  the 
Physician  and  the  Motorcar.  Northwest  Med  62: 
59.5-597  (Aug)  196.3. 

Data  reveal  that  more  than  60  per  cent  of 
fatahj  injured  drivers  had  been  drinking.  In 
Norway  it  is  illegal  to  drive  or  try  to  drive  if 
blood  alcohol  is  more  than  50  mg  per  100  ml. 
In  the  United  States  one  is  not  legally  drunk 
if  blood  alcohol  is  less  than  150  mg  per  100  nd. 
In,  a person  weighing  165  pounds,  this  is  the 
eqivalent  of  6 ounces  of  100  proof  whiskey  actu- 
ally circulating  in  the  bloodstream.  It  is  the 
moral  responsibility  of  the  medical  profession 
to  promote  and  support  legislation  aimed  at 
curbing  vehicle  accidents  due  to  consumption 
of  (dcohol  by  the  operator. 


CAMPBELL,  HOR.ACE  E.  ( f612  Tiemoiit  Pi.,  Denver, 
Colorado,  USA)  The  Physician  and  the  Motorcar. 
Northwest  Med.  62 : .595-597  (Aug.)  J963. 

Estat'isticas  revela n que  mas  del  60  por  ciento 
de  ehoferes  fatabnante  lesionados  en  accidentes 
de  automobil  hab'ian  estado  bebiendo.  En  Nor- 
uega  es  ilegal  manejar  {o  tratar  de)  si  el  con- 
tenido  de  alcohol  en  la  sangre  es  50  mg.  por 
ciento  o mas.  En  los  Estados  Unklos  la  ley  no 
considera  evidencia  de  intoxicacion  alcoholica 
a menos  que  sea  150  mg.  por  ciento  o )nds.  En 
un  individuo  pesando  75  kilos,  esto  equivale  a 
180  cc.  de  whiskey  de  “100  grades”  en  la  circida- 
cion. 

Es  una  responsabilidad  moral  de  la  profesion 
medica  el  fomentar  y apoyar  leyes  dirijidas  a 
disrninuir  accidentes  automobilisticos  debidos  a 
la  ingestion  de  alcohol. 
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lielpocl  him  wind  our  family  clothes  line  around 
these  tires,  between  each  wooden  spoke,  and 
on  he  went. 

Physicians  quickh’  became  aware  of  the  death- 
dealing  qualities  of  the  automobile  and  for  years 
ha\  e sought,  still  unsuccessfully,  to  modify  these 
lethal  aspects  of  the  motorcar.'-"  Traffic  deaths 
and  injuries,  along  with  cancer  and  cardio-vas- 
cular  diseases,  rank  as  our  most  serious  public- 
health  problems. 

Until  the  car-makers  are  willing  or  can  be 
forced  to  embody  those  design  features  in  the 
automobile  \\’hich  responsible  physicians  have 
been  advocating  for  the  last  thirty  years,  the 
numbers  of  traffic  deaths  will  not  diminish,  but 
will  increase. 

alcohol 

Increasing  data  re\-eal  that  something  over  60 
per  cent  of  fatally  injured  drivers  had  been 
drinking.  One  prominent  pathologist  says  that 
this  merely  indicates  that  almost  everyone 
drinks  and  drives.  Actually,  60  per  cent  is 
\ery  conser\ati\e,  for  in  a substantial  number 
of  fatal  accidents  the  drinking  driver  is  not 
killed,  and  in  a further  substantial  number  he 
does  not  die  until  after  the  alcohol  in  his  blood 
has  disappeared.  Further,  a substantial  number 
do  not  die  in  the  first  12  to  24  hours  after  the 
crash,  and  thus  do  not  enter  coroners’  statistics. 

The  little  nation  of  Norway  is  the  only  country 
in  the  world  to  face  the  problem  of  the  drinking 
driver  realistically.  In  1926,  this  little  nation  of 
rugged  indi\idualists  made  it  illegal  to  drive, 
or  to  try  to  dri\e,  any  motor  vehicle  when  the 
blood  alcohol  was  in  e.xcess  of  50  mg  per  100 
ml.  To  this  day  it  is  more  rigorously  enforced 
than  the  lesser  laws  in  the  United  States  or  any 
other  countr)’. 

drinkers  not  drunk? 

In  1938,  an  official  committee  of  the  American 
Medical  Association  promulgated  the  figure  of 
150  mg  per  100  ml  as  the  figure  at  which  every- 
one is  under  the  influence  of  alcohol.  Under  the 
benevolent  ministrations  of  the  legal  profession, 
this  figure  has  become  in  the  United  States  the 
level  below'  which  no  one  is  under  the  influence 
of  alcohol.  One  hundred  and  fifty  milligrams  of 
alcohol  per  one  hundred  cubic  centimeters  of 
blood  in  a 165  pound  person  represents  the 
equi\alent  of  6 ounces  of  lOO-proof  w-hisky  cir- 
culafinff  in  the  blood,  and  requires  that  about 


7 ounces  be  ingested  in  the  hour  preceding  the 
test.  It  is  thus  that  we  ha\e  sought  to  control 
the  drinking  driver  in  this  land  of  the  free  and 
home  of  the  bra\  e.  We  are  certainly  bra\  e. 

wrist  slapping 

I know  of  many  cases  in  which  drinking  driv- 
ers on  a second  or  third  offense  have  killed  peo- 
people  and  have  escaped  wdth  nothing  more  than 
another  revocation  and  a fine  of  fifty  dollars. 

Official  steps  are  being  taken  to  reduce  the 
figure  in  this  country  to  100  mg  per  100  ml. 
North  Dakota  is  the  only  state  to  do  so  thus 
far.  New'  York  is  the  most  advanced,  and  has 
recently  passed  a law'  making  it  a misdemeanor 
for  a person  under  the  age  of  21  years  to  drive 
a motor  vehicle  w'hile  his  blood  alcohol  is  over 
50  mg  per  100  ml. 

It  is  the  moral  responsibility  of  the  medical 
profession  to  advocate  and  actively  support  legis- 
lation which  makes  it  illegal  to  drive  any  motor 
vehicle  and  this  includes  boats  and  airplanes,  if 
the  blood  alcohol  level  of  the  operator  is  higher 
than  30  mg  per  100  ml.  Legal  and  statistical 
criteria  require  a variable  three  times  the  labor- 
atory error  of  5 mg  w'hich  allows  a level  of  45 
mg  per  100  ml  under  this  legislation. 

The  havoc  caused  by  the  drinking  driver  is 
the  largest  single  factor  in  this  traffic  problem. 
In  fact,  problem  of  the  drinking  driver  is  greater 
than  all  the  other  factors  combined,  bad  roads, 
bad  brakes,  bad  lighting,  and  all. 

Many  official  figures  do  not  seem  to  support 
this.  This  is  because  these  figures  are  not  based 
upon  chemical  tests  for  alcohol  on  every  driver 
invoh'ed  in  an  injury-producing  accident.  W hen 
this  is  done,  the  actual  facts  become  apparent. 
New  York  passed  an  implied  consent  law'  in 
1953.  The  law-  assumes  that  it  is  a privilege  to 
drive  and  that  the  state  may  grant  or  refuse 
the  privilege.  The  state,  therefore,  can  include 
preconsent  to  e.xamination  as  an  implied  condi- 
tion to  issuance  of  the  license.  This  permits 
blood  alcohol  tests  to  be  made  on  suspects  w'ith- 
out  further  consent. 

The  medical  profession  s first  duty  in  this  field 
is  to  advocate  and  actively  support  such  a law 
in  every  state. 

W’ith  the  e.xception  of  the  clergy,  the  medical 
profession  is  the  only  one  which  seeks  to  put 
itself  out  of  business.  At  the  turn  of  the  centur\', 
t\’phoid  fever  was  killing  almost  as  many  peo- 
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pie  as  the  motorcar  is  now,  and  was  the  back- 
bone of  the  medical  practice.  Doctors  were  tire- 
less in  the  eradication  of  this  scourge.  Almost 
all  physicians,  particularly  the  neurosurgeons 
and  orthopedists,  are  convinced  that  “there  must 
he  a better  way”,  as  far  as  the  motorcar  is  con- 
cerned. They  must  acquaint  themselves  with  the 
facts  in  this  field,  and  take  their  rightful  position 
of  leadership.  ■ 

1612  Tremont  Place  (2) 
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Anesthetic  Problems  in  Severely  Injured  Patients 


HENRY  D.  GREEN, 

We  cannot  administer  anesthesia  to  a patient 
without  a patent  upper  airway,  without  adequate 
respiration,  without  adequate  fluid  and  electro- 
lyte replacement  and,  often,  without  a needle 
in  a vein  for  drugs  and  fluids.  So,  with  your 
indulgence,  I shall  reiterate  many  points  made 
by  other  speakers. 
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GREEN,  HENRY  D.  (University  of  Washington  School 
of  Medicine,  Seattle,  USA)  Anesthetic  Problems  in 
Severely  Injured  Patients.  Northwest  Med  62:597- 
599  (Aug)  1963. 

An  open  oirwoij,  satisfactory  ventillation  and 
adequate  blood  volume  tnust  be  established  be- 
, for  the  anesthesiologist  can  make  proper  selection 
I of  anesthetic  agent  and  method  of  its  adminis- 
I tration.  In  some  cases,  therapy  must  begin  at 
the  scene  of  the  accident  if  the  patient  is  to 
I survive  until  seen  by  the  anesthesiologist  and 
the  surgeon.  An  endotracheal  tube  may  make 
tracheostomy  an  elective  procedure.  Drainage 
' of  flidd  or  air  from  the  chest  should  be  provided 
and  a respirator  used  if  necessary.  The  type  is 
' of  less  importance  than  skill  of  the  user.  Total 
I fluid  loss  is  usually  underestimated  and  inade- 
' quately  replaced.  Production  of  urine  indicates 
adequacy  of  circulation  and  perfusion.  A urethral 
catheter  is  essential  for  accurate  observation. 
Some  vital  signs  in  the  patients  with  nervous 
system  injury  may  be  blocked  by  anesthesia  but 
others  remain  and  can  be  used  if  there  is  a rec- 
ord of  preoperative  condition.  Choice  of  anesthe- 
tic must  be  made  according  to  conditions  but 
Halothane  should  probably  not  be  used  when 
there  is  damage  to  liver  or  pancreas. 


I.  D.,  Seattle,  Washington 

Neither  the  anesthesiologist  nor  the  surgeon, 
unfortunately,  sees  the  patient  first  at  the  time 
of  the  accident,  but  very  often  the  anesthesia 
and  surgery  begin  with  the  initial  respiratory 
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HENRY  D.  GREEN,  (University  of  Washington  School 
of  Medicine,  Seattle,  USA)  Anesthetic  Problems  in 
Severely  Injured  Patients.  Northwest  Med.  62:597- 
599  (Aug.)  1963. 

Pasaje  de  aire  abierto,  ventilacion  satisfactoria  y 
un  volume  sanguineo  adecuado,  deben  estab- 
lecerse  antes  que  el  anestesidlogo  seleccione  el 
indicado  agente  anestesico  y via  de  administra- 
cion.  En  algunos  casos,  la  terapia  debe  comen- 
zarse  en  el  lugar  del  accident e,  o el  paciente  no 
llega  a manos  del  anestesidlogo  y cirujano. 

El  tubo  endotraqueal  relega  la  traqueotomia  a 
ser  un  procedimiento  de  eleccion  y no  manda- 
torio.  El  drenaje  de  fluido  o aire  de  la  cavidad 
tordcica  debe  establecerse  y si  es  necesario,  el 
ptdmon  mecdnico  se  emplea.  El  tipo  de  aparato 
no  es  tan  importante  como  la  destreza  de  quicn 
lo  usa.  La  perdida  total  de  fluido  a menudo  se 
estima  demasiado  bajo  y no  se  replace  ade- 
cuadamente.  Produccidn  de  orina  indica  circula- 
cion  y perfusion  renal  adecuadas.  Una  sonda 
uretral  es  esencial  para  la  exacta  observacidn. 
Algunos  de  los  signos  vitales,  cn  un  paciente  con 
lesion  del  sistema  nervioso  pueden  ser  bloque- 
ados  por  la  anestesia  pero  otros  permanecen  y 
pueden  ser  analizados  si  hay  datos  pre-opera- 
torios.  La  seleccidn  del  anestesico  se  hard  de 
acuerdo  con  las  condiciones,  pero  no  se  deberd 
usar  Halothane  si  hay  lesiones  hepdticas  o pan- 
credticas. 
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resuscitation.  The  first  person  to  the  patient  after 
the  auto  accident,  after  a fall,  or  after  drowning, 
must  establish  an  upper  airway  and  institute 
adequate  respiration  as  needed.  These  require- 
ments may  be  met  by  such  simple  things  as 
positioning  the  patient,  or  by  pulling  the  tongue 
forward,  but  it  may  also  be  necessary  to  use 
mouth  to  mouth  resuscitation.  If  respiration  has 
been  compromised  by  the  accident,  these  things 
must  be  done  then  or  the  patient  will  never 
reach  professional  care  in  time  for  your  efforts 
to  be  effective.  As  physicians,  we  are  respon- 
sible to  see  that  members  of  rescue  squads,  fire- 
men, policemen  and  others  have  at  least  basic 
knowledge  in  these  fields.  During  the  Korean 
War  members  of  the  army  hospital  staff  respon- 
sibile  for  much  of  the  neurosurgical  care  cut  a 
hole  in  the  regular  canvas  littei's,  and  by  placing 
the  patient  prone  with  his  face  over  this  cut-out 
were  able  to  pre\’ent  much  of  the  aspiration  sec- 
ondary- to  vomiting.  It  was  a simple  solution  that 
worked.  A life  saving  idea  such  as  this  may 
come  as  an  inspiration  at  times  but  inspiration 
works  best  when  there  is  knowledge  of  basic 
principles. 

tracheotomy 

In  considering  professional  care  of  the  trau- 
matized patient  from  the  point  of  view  of  the 
anesthesiologist,  it  is  easiest  to  think  in  terms 
of  phy-.siologic  systems.  Our  first  concern  is 
for  the  airway  and  ventilation  problem.  Once  the 
patient  reaches  professional  care,  the  possibility 
of  tracheostomy  always  comes  up  for  discussion. 
Very,  very  rarely  at  this  point  should  the  tracheo- 
stomy be  an  acute  emergency  procedure.  The 
anesthesiologist  can  insert  an  endotracheal  tube 
which  will  serve  the  same  purpose  and  allow 
performance  of  a more  or  less  elective  tracheo- 
stomy, done  under  better  surgical  conditions, 
or  in  conjunction  with  any  other  surgery^  neces- 
sary. The  endotracheal  tube  may^  even  be  left 
in  place  five  to  seven  day's,  if  it  is  changed  regu- 
larly^ as  with  a tracheostomy  tube.  While  work- 
ing on  the  upper  airway',  we  also  can  e.xamine 
and  evaluate  the  chest  wall  and  the  lower  res- 
piratory system,  \\dth  a tube  in  place  the  un- 
conscious patient,  or  the  patient  with  injury'  to 
the  upper  airw'ay'  can  be  e.xamined  and  treated 
as  necessary  for  aspiration  of  blood,  vomitus  or 
foreign  material.  Dr.  Spencer  discussed  treat- 
ment of  this,  so  I shall  not  go  farther.  At  this 
time  we  also  can  examine  for  pneumothorax. 


hemothorax,  flail  chest,  and  other  respiratory 
sy'stem  injuries.  Drainage  for  air  or  fluid  in  the 
thoracic  cavity-  can  be  established.  The  patient 
with  multiple  rib  injuries,  a flail  chest,  can  be 
started  on  respirator  therapy'  and  it  has  been 
shown  by'  Morch  et  al.  that  this  frequently  is 
all  the  treatment  needed,  ^^dlich  respirator  used 
is  of  less  importance  than  knowledge  of  its  char- 
acteristics by'  the  people  using  it.  Any'one  who 
is  to  use  one  of  the  machines  should  get  to  know 
it  well  before  it  is  placed  in  service  on  a severely' 
injured  patient.  The  person  who  is  to  operate 
the  machine  should  stay'  with  it  until  the  patient’s 
condition  is  controlled.  Lea^'ing  orders  to  be 
followed  by  someone  less  well  trained  may  lead 
to  disaster. 

blood  volume 

The  second  major  system  to  which  the  anes- 
thesiologist may  contribute  is  that  of  blood  vol- 
ume. First  and  foremost,  y’ou  must  stop  major 
bleeders.  There  is  no  way  to  stop  massive  hem- 
orrhage other  than  by  pressure  or  application  of 
clamps.  But  that  is  only  the  start.  If  the  patient 
has  lost  blood  we  must  replace  it  with  some 
form  of  fluid  to  keep  the  vascular  system  func- 
tioning. Groups  in  Galveston,  Gleveland,  and  St. 
Louis  have  shown  that  many'  different  solutions 
can  be  used.  \\’hole  blood  replacement  may  be 
essential,  but  don’t  forget  that  massive  trauma 
is  comparable  to  a burn  w-ith  loss  of  large  quan- 
tities of  fluid  and  electroh'tes  into  the  injured 
area  as  edema.  Day's  later  this  fluid  will  be  re- 
absorbed, but  the  patient  needs  replacement 
early  for  this  loss. 

How  can  we  estimate  this  loss?  There  are 
many'  laboratory'  procedures  available,  but  there 
are  many  simple  procedures  that  give  infor- 
mation more  quickly'  and  often  continuously'.  I 
feel  that  any'  severely  traumatized  patient  should 
have  a urethral  catheter  placed  for  bladder 
drainage.  Urine  flow  is  one  of  the  best  indicators 
of  adequate  circulation  and  perfusion.  Venous 
pressure,  measured  through  a venous  catheter 
placed  as  near  the  right  heart  as  possible,  gives 
an  e.xcellent  indication  of  the  adequacy  of  vas- 
cular v'olume.  It  may  give  erroneous  evidence  in 
the  presence  of  mediastinal  injury'  or  cardiac 
tamponade  but  otherwise  it  is  very  good.  Golor 
of  the  patient,  the  extent  of  venous  filling,  and 
character  of  the  pulse  are  important  clues.  Blood 
pressure  should  be  taken  at  frequent  intervals  or 
monitored  continously.  This  latter  may  be  influ- 
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enced  by  many  factors,  hut  it  is  an  important 
guide  to  therapy.  Once  the  patient  is  stabilized 
lie  should  be  weighed  at  least  daily.  This  will 
help  determine  when  the  edema  fluid  is  begin- 
ning to  return  to  the  circulating  volume.  If  there 
is  a general  statement  applicable  to  this  system, 
it  probably  is  that  total  fluid  loss  is  usually 
underestimated  and  inadequately  replaced. 

brain  damage 

The  anesthesiologist  will  be  concerned,  as  will 
the  surgeon,  with  any  nervous  system  injury. 
The  patient  with  a head  injury  poses  a problem 
still  not  solved.  In  general,  we  would  prefer  not 
to  give  any  anesthesia  to  this  patient,  but  fre- 
quently he  has  other  injuries  that  require  surgi- 
cal intervention.  Anesthesia  is  going  to  mask 
many  of  the  classical  signs  used  to  follow  the 
progress  of  a head  injury,  but  there  are  others 
available.  Eye  signs  frequently  remain  for  ob- 
servation, changes  in  blood  pressure,  pulse  and 
respiration  can  sometimes  be  used,  responsive- 
ness under  light  levels  of  anesthesia  can  be 
followed.  They  all  require  observation  and,  more 
important,  they  require  pre-operative  obser- 
vations for  comparison.  Anesthesia  is  not  an  in- 
nocuous thing,  but  with  adequate  respiration 
and  replacement  of  blood  volume,  adequate 
oxygenation  during  and  after  the  surgery,  the 
patient  with  head  injury  can  be  safely  treated 
for  his  other  injuries. 

choice  of  agent 

The  question  of  which  agent  and  which  tech- 
nique may  be  best  for  the  traumatized  patient 
now  comes  up  for  discussion.  I think,  with  our 
present  knowledge,  it  is  best  to  leave  the  an- 
swer vague  and  make  generalizations  only.  Al- 
most any  agent  and  any  technique  can  be  satis- 
factory providing  they  are  used  well  and  care- 
fully. The  agent  and  technique  will  have  to  be 
selected  according  to  the  patient’s  injuries  and 
the  need  for  the  surgery  planned. 


.Surgery  should  be  well  planned  and  prefer- 
ably directed  by  one  individual,  probably  the 
most  experienced  individual  present.  The  fact 
that  the  patient  is  to  receive  an  anesthetic  does 
not  open  the  way  for  every  injury  to  be  surgically 
corrected.  Each  additional  repair  means  more 
time,  more  blood  loss,  and  more  trauma  to  the 
patient.  Judgment  and  experience  must  deter- 
mine just  what  will  be  done. 

If  the  injury  is  limited  to  one  or  two  extre- 
mities and  the  \dtal  signs  are  stabilized,  re- 
gional anesthesia  is  often  most  satisfactory.  With 
massive  and  multiple  trauma,  a general  anes- 
thetic is  usually  preferred.  This  gives  us  better 
control  over  airway  and  o.xygenation.  Based  on 
the  current  feeling  regarding  lialothane  and 
toxic  hepatitis,  it  probably  should  not  be  chosen 
for  the  patient  with  injury  to  the  liver,  biliary 
system,  or  pancreas.  All  this  must  be  based  on 
the  patient’s  condition  and  what  you,  as  the  sur- 
geon, intend  to  do. 

conclusion 

To  conclude,  there  are  three  things  the  anes- 
thesiologist will  concern  himself  with  in  the 
severely  injured  individual.  One  is  to  insure  an 
adequate  airway.  With  the  airway  assured,  we 
then  want  to  assure  adequate  ventilation,  ade- 
quate oxygenation  and  removal  of  CO2.  And 
then  we  must  have  adequate  blood  volume.  We 
need  adequate  blood  and  fluid  replacement. 

I have  intentionally  mentioned  only  simple 
rrionitoring  techniques.  They  are  always  avail- 
able. Properly  used,  and  properly  interpreted, 
they  are  reliable. 

With  adequate  ventilation  and  a functioning 
cardio-vascular  system  established  we  can  deter- 
mine what  anesthetic  to  use  on  your  patient  for 
your  planned  surgery,  and  the  manner  in  which 
it  is  to  be  given.* 

RR205  Samuels  Wing 
University  Hospital  (.5) 
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Traumatic  Cardiac  and  Peripheral  Vascular  Injuries 

FRANK  C.  SPENCER,  M.D.,  Lexington,  Kentucky 


There  are  two  rather  rare  types  of  cardiac  injury 
which  are  not  of  great  practical  importance.  The 
first  is  myocardial  contusion  which  produces 
damage  similar  to  that  in  myocardial  infarction. 
Although  this  t>^pe  of  injurv^  is  well  described 
in  the  te.xtbooks,  I have  yet  to  see  one  in  spite 
of  hax’ing  been  around  university  hospitals  with 
busy  trauma  services,  for  a long  time.  I am  be- 
ginning to  decide  that  it  must  be  a fairly  rare 
lesion.  Another  quite  dramatic  lesion  which 
would  not  appear  to  be  of  much  practical  signifi- 
cance in  the  immediate  management  of  trauma 
is  the  acute  production  of  an  intracardiac  shunt 
such  as  an  aortic-right  ventricular  fistula.  Al- 
though these  are  rare,  they  do  occur  in  closed 
chest  trauma  and  produce  a dramatic  picture 
with  widening  of  the  pulse  pressure  and  a loud 
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Myocardial  contusion  and  traumatic  produc- 
tion of  introcardioc  shunt  do  occur  hut  not  fre- 
quently. Due  to  fixation  of  the  aortic  arch,  its 
rate  of  deceleration,  in  an  accident,  may  differ 
from  that  of  the  lower  aorta.  Result  is  a tear 
through  intima  and  media,  sometimes  extensive 
enough  to  constitute  transection  of  the  aorta. 
Soreness  in  the  chest  and  some  widening  of  the 
mediastinal  shadow,  on  x-ray,  are  the  only  con- 
stant findings.  Remaining  adventitia  may  hold 
for  a variable  period  or  permit  slow  development 
of  an  aneurism.  Fifteen  to  twenty-five  per  cent 
will  live  hours  or  days  and  may  be  saved  by 
surgery.  Repair  of  peripheral  arterial  injuries  is 
highly  successful  and  need  not  he  rtded  out  in 
badly  contaminated  wounds  or  those  seen  very 
late.  A numb,  motionless  foot  means  gangrene 
unless  circulation  is  restored  but  if  there  is  sensa- 
tion and  movement,  gangrene  is  not  likely. 
Tourniquets  of  the  Spanish  windlass  variety  can 
do  much  damage.  Rackfloic  does  not  always 
indicate  adequate  peripheral  anastamosis  and 
should  not  be  used  as  an  indication  for  ligation. 
Secondary  closure  of  soft  tissues  is  successful  if 
the  arterkd  repair  is  covered  and  the  wound 
well  debrided. 


murmur  over  the  chest.  Such  lesions  are  amen- 
able to  repair  with  cardio-pulmonar\'  bypass. 

A subject  of  more  practical  importance,  how- 
ever, is  that  of  traumatic  injury  to  the  aorta. 
Until  only  recently,  this  diagnosis  has  usually 
been  made  by  the  pathologist.  Our  first  experi- 
ence with  this  lesion  occurred  several  years  ago. 
The  patient  was  seen  in  our  emergency  depart- 
ment after  an  automobile  accident,  complaining 
of  a sore  chest.  The  physical  examination  was 
quite  negative.  He  had  no  fractured  ribs.  A chest 
x-ray  was  negative  except  for  slight  widening 
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La  contusion  del  miocardio  y la  produccion 
traumatica  de  un  shunt  intracardiaco  son  ocur- 
riencias  posibles  pero  no  probables.  Debido  a 
la  fijacion  del  arco  aortico  y su  modo  de  dece- 
leracidn,  la  fisiopatologia  del  trauma  varia  de  la, 
de  la  aorta  abdominal.  El  resultado  es  la  rup- 
tura  de  la  intima  y media,  a veces  de  tal  magni- 
tud,  para  constituir  transeccion  de  la  aorta. 
Dolor  de  pecho  y agrandamiento  de  la  sombra 
mediastinal  son  los  iinicos,  sintoma  y signo  re- 
spectivamente,  constantes.  La  adventicia  puede 
mantener  la  integridad  del  vaso  por  periodos 
variables  o permitir  la  gradual  formacion  de  un 
aneurisma.  Un  quince  a veinticinco  porciento  de 
los  pacientes  sobreviven  horas  o dias  y pueden 
ser  salvados  con  cirujia.  La  reparacion  de  heri- 
das  de  arterias  perifericas  es  altamente  eficaz  y 
no  se  ha  desechar  en  heridas  contaminadas  o 
aquellas  que  se  atienden  tarde. 

Un  pie  inmobil  y entumecido  significa  gan- 
grene a menos  que  la  circulacion  se  restore,  mas 
si  hay  sensibilidad  y movimiento,  gangrene  no 
es  probable. 

Torniquetes  del  tipo  de  malacate  pueden 
causar  rnticho  daho.  Le  circulacion  de  retorno  no 
es  signo  seguro  de  anastomoses  perifericas  ade- 
cuades  y no  se  debe  tomar  como  indice  para 
ligadura.  El  cierre  secundario  de  los  tejidos, 
tiene  exito,  si  la  reconstruccion  arterial  se  cubre 
y la  herida  se  debrida  adecuadamente 
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Table  1 


CLINICAL  FINDINGS  IN  SEVEN  PATIENTS 
WITH  RUPTURE  OF  AORTA 


Age  range: 
Symptoms: 
Rib  fractures: 
Hypotension: 
Chest  X-ray: 

Diagnosis: 


23-61  years 
chest  pain,  weakness 
6 patients 
4 patients 

mediastinal  widening:  7 patients 
hemothorax:  3 patients 
early  (1  patient);  late  (3  patients) 
post-mortem  (3  patients) 


of  the  mediastinum  which  was  interpreted  as  a 
minimal  mediastinal  hematoma.  The  patient  was 
allowed  to  return  to  his  home.  Twenty-four  hours 
later  we  received  a call  from  the  medical  exam- 
iner. The  patient  had  been  found  dead  in  his 
bed  without  any  warning  symptoms. 

At  autopsy,  he  had  a chest  full  of  blood  and 
complete  transection  of  the  aorta.  During  the 
next  two  years  we  encountered  seven  of  these 
injuries  and  made  a number  of  clinical  obser- 
vations, none  of  which  were  very  specific  (Table 
1 ) . The  age  range  didn’t  mean  anything.  Each 
had  a sore  chest,  practically  all  had  been  in 
automobile  accidents.  Most  had  fracture  of  one 
or  more  ribs  and  some  had  change  in  blood 
pressure.  None  of  this  was  of  any  diagnostic 
significance  or  significantly  different  from  the 


others,  studied  a large  group  of  such  patients 
collected  from  the  literature  and  found  that 
about  15  to  25  per  cent  will  live  from  several 
hours  to  several  days,  certainly  long  enough  for 
the  diagnosis  to  be  made  and  operative  therapy 
undertaken. 

It  has  been  discovered  that  this  injury  is  the 
result  of  differential  deceleration  in  which  the 
arch  of  the  aorta,  with  its  vessels,  decelerates  at 
a rate  different  from  that  of  the  lower  thoracic 
aorta  which  does  not  have  the  arch  vessels  to  fix 
it.  The  result  is  a traverse  tear  within  the  aorta 
which  begins  on  the  internal  surface.  The  extent 
of  the  injury  may  vary  from  a partial  transverse 
tear  to  total  transection,  with  retraction  of  - the 
two  ends.  The  remarkable  fact  is  that  even 
though  the  intima  and  media  are  completely 


Table  2 

COURSE  FOLLOWING  INJURY  OF  SEVEN  PATIENTS 
WITH  RUPTURE  OF  AORTA 


Death  within  24  hours: 
Length  of  survival: 
Operative  death,  4 days 
Sudden  death,  21  days: 
Aortic  injury  repaired, 
35  days: 


4 patients 

4-12-14-24  hours 
1 patient 
1 patient 

1 patient 


I 

I 

I 

I myriad  of  people  one  sees  who  have  suffered 
a blow  to  the  chest  and  have  some  sore  ribs  at 
the  time. 

The  only  common  feature  in  these  patients  is 
i widening  of  the  mediastinum  on  x-ray.  It  was 
interesting  that  only  half  of  them  had  blood  in 
the  pleural  cavity.  We  made  the  diagnosis  at 
I an  early  stage  in  one  patient  and  just  before 

i death  in  three.  In  three  others,  the  diagnosis  was 

I not  made  until  after  death.  This  study  reveals 

' one  important  fact,  however.  There  is  plenty 

I of  time  to  diagnose  and  operate  on  this  con- 

dition in  certain  patients  (Table  2).  The  group 
at  Walter  Reed,  under  General  Mattingly  and 


divided,  the  adventitia  is  strong  enough  to  pre- 
vent exsanguination  in  a certain  percentage  of 
patients. 

The  degree  of  mediastinal  widening  varies  re- 
markably. In  some  instances  one  may  see  very 
massive  widening  of  the  mediastinum;  other 
patients  show  only  a minimal  degree.  One  cannot 
conclude  from  this,  however,  that  everyone  with 
a wide  mediastinum  shoidd  be  promptly  oper- 
ated upon.  Other  types  of  injuries,  such  as  hema- 
toma, can  cause  a similar  widening.  Solution 
to  the  diagnostic  problem  is  provided  by  an 
emergency  aortogram.  Col.  Jonkey,  at  Walter 
Reed,  has  told  me  that  in  the  past  six  months 
they  have  had  three  such  patients,  all  of  whom 


ij 

i I 


ij 


' i 


I. 
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Table  3 


CLINICAL  FINDINGS  IN  EIGHT  PATIENTS 
WITH  TRAUMATIC  ANEURYSM 

Aortic  injury  not  suspected  in  any  following  trauma 


■Mode  of  injury' : 

auto  accident: 

7 patients 

Time  since  injury: 

1 yr.  or  less: 

2 patients 

2-5  yrs: 

3 

10-37  yrs: 

3 

Symptoms: 

asymptomatic: 

4 

slight  chest  pain: 

3 

severe  dyspnea: 

1 

Diagnosis: 

mass  visible  on  x-ray 

Treatment: 

excision,  graft: 

6 

tangential  excision: 

1 

operative  death: 

1 

they  diagnosed  by  aortogram  and  all  of  whom 
they  operated  upon.  The  lesion  was  repaired 
in  each  case. 

The  only  patient  that  we  have  seen  early  and 
operated  upon  T\  as  a boy  whom  we  saw  initially 
just  two  weeks  after  injury.  He  was  not  inter- 
ested in  being  operated  on  at  the  time  and  we 
lost  track  of  him  for  about  a month.  W’e  did 
operate  on  him  at  about  si.x  weeks.  He  had  the 
most  advanced  lesion  we  had  seen,  ^^"e  found 
a fibrous  channel  carrying  blood  and  on  opening 
this  channel,  under  cardiopulmonary  bypass,  we 
found  one  end  of  the  aorta  retracted  upward  and 
widely  separated  from  the  similarly  retracted 
distal  segment  with  a fibrous  sheath  between 
the  two  ends,  ^^'e  inserted  a Teflon  graft. 

Eighty  to  ninety  per  cent  of  these  tears  occur 
in  one  location.  One  rarely  sees  a tear  in  the 
ascending  aorta  and  rarely  in  the  distal  portions. 
The  great  majority  are  at  the  point  where  the 
ligamentum  arteriosum  attaches  the  aorta  to 
the  pulmonary  artery. 

One  further  aspect  of  this  problem  must  be 
considered.  In  reviewing  the  literature,  we  find 
that  many  of  these  patients  die  as  late  as  si.\ 
or  eight  weeks  following  injury.  During  that 
time  they  are  usually  asymptomatic.  Then,  during 
some  minor  episode  such  as  elevation  of  intra- 
thoracic  pressure  while  coughing  or  straining  at 
stool  or  lifting,  they  suddenly  collapse  and  suc- 
cumb with  a chest  full  of  blood.  The  latest  death 
that  we  could  find  on  e.xtensive  review  of  the 
literature  occurred  at  about  si.\  or  seven  weeks. 
It  would  appear  that  after  this  period  the  fib- 
rous tissue  is  strong  enough  to  prevent  rupture 
and  the  patient  remains  with  a traumatic  aneu- 
rysm. Unlike  a syphilitic  or  arteriosclerotic  an- 
eurism, it  develops  very  slowly.  We  have  ac- 
cumulated data  on  eight  such  patients  (Table 


3).  Seven  were  in  automobile  accidents.  The 
only  histor\’  of  trauma  that  could  be  obtained 
from  the  eighth  patient,  was  that  he  had  been 
kicked  by  a calf  20  or  30  years  before,  breaking 
several  ribs.  Data  have  been  published  indicating 
that  15  or  20  ycius  may  elapse  between  the  time 
of  injury  and  the  development  of  an  aneurysm. 
Most  of  these  patients  had  very  few  symptoms 
and  the  lesion  is  usually  brought  to  attention  by 
a mass  seen  on  x-ray.  Dyspnea  may  be  observed, 
however,  as  the  result  of  pressure  on  the  left 
main  bronchus. 

ty"e  routinely  recommend  operation  for  these 
people  unless  they  have  systemic  disease.  It 
does  not  appear,  however,  that  one  need  ha\’e 
a sense  of  urgency  in  dealing  with  such  an- 
eurv'sms,  since  we  could  not  find  any  which 
ruptured.  I am  sure  it  must  occur,  however, 
because  they  tend  to  grow. 

peripheral  arterial  injuries 

The  data  I will  present  are  not  new  but  are 
derived  from  data  that  we  collected  about  ten 
years  ago  during  the  Korean  M’ar.  This  sub- 
ject should  be  as  well  settled  as  the  role  of  ap- 
pendectomy in  appendicitis.  Unfortunately  this 
knowledge  still  is  not  widely  applied,  and  I think 
should  be  emphasized  quite  strongly.  The  princi- 
ples of  acute  repair  of  arterial  injury  are  so  solid- 
ly backed  by  data  from  a number  of  sources  that 
one  should  demand  a high  degree  of  success 
with  repair  of  acute  arterial  injuries.  If  one  does 
not  achieve  a success  rate  well  over  90  per  cent, 
the  fault  is  in  the  technique,  not  the  injury.  This 
is  emphasized  by  injuries  seen  in  the  Korean  W'ar 
where,  despite  sev'eral  hours  time  lag,  massive 
soft  tissue  destruction  from  mortar  and  grenade 
fragments  and  severe  wound  contamination,  re- 
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pairs  were  accomplished  with  a high  percentage 
of  success.  Not  all  of  these  extremities  survived, 
because  of  the  long  interval  between  injury  and 
surgery,  but  the  cause  of  amputation  was  almost 
never  failure  of  ability  to  repair  the  artery. 

The  fundamental  points  with  respect  to  such 
injuries  are  that  with  any  acute  arterial  occlusion, 
the  basic  observations  are  of  absent  pulse  and  a 
pale  extremity.  Confusion  may  exist,  however, 
in  the  presence  of  shock  where  the  peripheral 
pulse  is  hard  to  feel.  The  critical  observation, 
however,  is  that  if  the  patient  has  sensation  in 
his  extremity  imd  can  move  it,  he  is  not  going  to 
lose  it  from  ischemia  in  the  immediate  future. 
He  may  have  had  arterial  injury,  but  he  is  not 
going  to  develop  gangrene.  Conversely,  if  the 
man  has  a numb,  motionless  foot,  it  is  probably 
going  to  become  gangrenous  unless  something 
is  done  to  improve  the  circulation. 

The  types  of  arterial  injuries  that  may  be  seen 
are  four  in  number.  The  artery  may  be  com- 
pletely divided  and  retracted.  There  may  be  a 
lateral  tear  in  the  wall,  there  may  be  a fistula 
or  occasionally  one  may  see  arterial  spasm.  I 
think  there  has  been  a lot  of  loose  talk  about 
arterial  spasm  that  should  have  been  discarded 
long  ago.  The  lesion  is  almost  always  thrombosis 
from  intimal  rupture,  much  like  the  lesions  we 
saw  in  the  aorta.  I have  seen  two  or  three  cases 
that  were  genuine  spasm  similar  to  that  produc- 
able  in  the  laboratory.  The  majority,  however, 
are  associated  with  rupture  of  the  intima  which 
is  curled  up  inside  the  lumen  with  thrombosis 
superiimposed.  They  should  be  treated  by  re- 
section. 

In  the  emergency  situation,  tourniquets  are 
virtually  never  required.  The  only  satisfactory 
tourniquet  is  the  pneumatic  type  with  adequate 
padding.  Certainly,  the  old  Spanish  windlass  of 
your  shirt,  a rope,  or  the  like  wrapped  around  an 
extremity  and  twisted  with  a stick,  should  be 
completely  discarded.  You  may  save  the  ex- 
tremity in  terms  of  arterial  function  but  the 
sciatic  nerve  that  you  press  against  the  femur, 
or  the  median  nerve  that  you  squeeze  against  the 
humerus,  will  be  seriously  damaged  as  this  sharp 
tourniquet  bites  into  it.  The  correct  method  of 
control  of  hemorrhage  is  to  pack  the  wound, 
whether  it  takes  three  feet  of  gauze  or  thirty  feet. 
The  only  thing  is  to  use  enough  gauze  and  to  tie 
these  pieces  together  before  you  put  them  in. 
No  matter  how  large  the  hole  is,  you  can  control 
it  by  packing  with  gauze  and  applying  pressure 
over  the  surface.  This  is  obvious  with  a wound 


in  the  neck,  the  axilla  or  the  buttocks,  where 
you  have  no  choice  but  to  pack  it,  and  one  can 
certainly  use  the  same  method  in  an  extremity 
to  obviate  the  necessity  for  a tourniquet.  Time 
is  of  the  utmost  importance  in  such  circum- 
stances. I would  not  recommend  sympathetic 
blocks  or  anticoagulants  under  any  circumstances 
unless  the  patient  is  moribund  or  operation  is 
out  of  the  question.  In  such  instances  you  might 
consider  one  of  these  only  because  you  could 
not  treat  the  definitive  lesion. 

The  time  lag  doesn’t  mean  a lot  in  deciding 
whether  you  can  fix  the  injury  or  not.  Certainly, 
the  longer  the  interval  before  repair  the  less 
likelihood  that  it  will  be  successful  but  one  can- 
not establish  a finite  time  after  which  the  artery 
cannot  he  repaired.  If  the  extremity  is  not  ob- 
viously gangrenous,  we  should  forget  the  clock 
and  go  ahead  and  repair  the  artery. 

Back  bleeding  is  not  a reliable  sign  as  to 
whether  or  not  an  artery  may  be  ligated,  since  it 
depends  on  several  anatomic  variations.  If  a 
small  collateral  enters  the  main  vessel  just  out 
of  sight  downstream,  it  will  bleed  back  until 
you  tie  it  off.  Yet,  there  is  not  enough  blood 
going  through  that  collateral  to  force  blood 
through  the  distal  tree.  If  the  collateral  is  at 
greater  distance,  good  back  bleeding  will  not 
occur.  We  collected  20  patients  whose  legs  were 
amputated  after  such  ligation.  In  nine  of  them 
the  surgeon  recorded  that  he  had  good  back 
bleeding  and  therefore  ligated  the  artery. 

When  you  cut  an  artery,  it  snaps  back  like  a 
rubber  band.  Should  you  operate  upon  someone 
who  has  had  a severance  of  his  artery,  the  ends 
will  be  an  inch  or  so  apart.  If  you  are  deluded 
into  thinking  that  some  of  this  vessel  has  been 
torn  away  and  lost,  you  will  needlessly  utilize 
a graft  with  less  satisfactory  results.  The  in- 
herent arterial  elasticity  requires  application  of 
a moderate  amount  of  traction  to  reapproximate 
the  ends  and  obtain  the  preferred  primary  suture. 

If  a graft  is  required,  a venous  graft  is  prob- 
ably the  best,  but  is  harder  to  work  with.  If 
one  prefers  not  to  use  a venous  autograft,  one 
of  the  plastic  materials  can  be  inserted.  The 
long-term  results  with  such  plastics  are  not  good 
but  seldom  will  a patient  with  an  arterial  injury 
lose  his  leg  from  subsequent  thrombosis  of  the 
graft  since  time  will  be  allowed  for  the  develop- 
ment of  collaterals,  so  that  you  have  gained  the 
necessary  time  and  saved  the  extremity  and  the 
graft  can  be  revised  at  a later  date. 

The  problem  of  infection  was  one  of  the  most 
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interesting  aspects  of  arterial  injuries  in  the 
Korean  \\'ar.  It  was  difficult  to  believe  that  with 
a badly  contaminated  wound,  several  hours  old, 
dragged  through  the  Korean  equivalent  of  cow 
manure,  one  might  put  in  an  arterial  homograft 
and  not  expect  disaster  to  supervene.  \\"ell,  like 
so  mamj  things  in  medicine  you  hove  to  decide 
from  the  facts  whether  your  theory  is  or  is  not 
valid. 

If  you  debride  it  well,  irrigate  it  well,  give 
antibiotics,  cover  the  arterial  repair,  and  leave 
the  remainder  open  for  secondary  suture  fi\e 
days  to  a week  later,  infection  is  not  a problem. 
A wound  develops  an  astonishing,  yet  unex- 
plained, ability  to  resist  infection  after  two  or 
three  days  of  exposure.  This  point  is  applicable 
not  only  to  arterial  injuries  but  any  type  of  trau- 
matic wound  that  is  seen  several  hours  after 
injury.  If  any  uncertaintx"  exists,  merely  wash 


and  debride  it  and  about  three  days  later  sew  it 
up.  At  that  time,  the  wound  looks  like  it  has 
been  in  the  ice-box.  It  hasn’t  changed  much.  It 
is  the  lag  phase  of  wound  healing.  The  fats  stay 
yellow,  the  muscle  is  red,  it  is  not  granulation 
tissue  and  if  you  sew  it  at  that  time,  it  will  heal 
just  about  as  well  as  if  you  had  done  it  the  first 
day  you  saw  it. 

In  summary',  when  you  see  someone  with  an 
arterial  injury,  ignore  the  time  limit,  do  not  be 
deterred  because  of  the  possibility  of  infection 
but  rely  upon  secondary  closure.  Do  not  be  un- 
duly influenced  by  back  bleeding  and  expect  a 
good  result  in  almost  all  the  cases.  If  you  don’t 
get  a good  result,  it  is  due  to  the  surgical  tech- 
nique. n 
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Managenwit  of  Hand  Injuries 

ROBERT  AA.  MacCORMACK,  M.D.,  Rochester,  New  York 


Since  forty  per  cent  of  industrial  accidents  in- 
volve hands,  any  physician  working  in  an  agri- 
cultural or  industrial  area  is  aware  of  the  im- 
portance of  this  subject.  Proper  care  of  hand 
injuries  is  an  immediate  problem  for  many  phy- 
sicians because  care  must  be  provided  at  the 
site  of  the  accident.  One  does  not  have  time  for 
evacuation  if  the  injuries  are  to  be  treated  in  the 
first  eight  hours.  The  problem  of  infection  in 
such  injuries  is  definitely  so  serious  that  one 
cannot  wait  fifteen  to  twenty-four  hours  before 
instituting  management.  Therefore,  it  behooves 
all  of  us  who  care  for  injured  people  to  know 
some  of  the  basic  points  about  hand  evaluation 
and  accurate  diagnosis,  and  to  have  some  con- 
cept of  treatment  plans. 

The  treatment  plan  should  include  some  un- 
derstanding of  the  operative  techniques  avail- 
able and  in  many  instances  should  include  actual 
performance  of  operations.  One  cannot  do  any 
type  of  hand  surgery  without  realizing  that,  un- 
like many  other  areas  of  the  body,  the  post- 
operative program  in  the  injured  hand  does  not 
stop  with  healing  of  the  wound.  One  must  carry 
on  with  his  patient  a number  of  months  after- 
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Regardless  of  other  injuries,  the  final  disability 
of  the  injured  workmen  is  apt  to  reside  primarily 
in  hand  deformities.  Deformity  seen  at  first  exam- 
ination offers  a clue  to  tendon  or  nerve  injury 
because  loss  of  control  permits  opposing  motor 
units  to  pull  hand  elements  out  of  the  normal 
position  of  balance.  Injury  to  skin,  bone,  nerve 
and  tendon  must  also  be  appraised.  If  three  or 
more  of  these  tissues  are  injured  hopelessly,  am- 
putation of  the  part  mu.st  be  con.sidered.  Delayed 
tendon  repair  may  offer  better  final  result  than 
primary  repair  and  can  be  far  superior  to  inade- 
quate surgery  at  the  time  of  injury.  Edema  of 
the  injtired  hand  acts  like  glue  in  creating  post- 
injury stiffness.  It  should  be  prevented  by  dress- 
ing the  entire  hand  in  position  of  relaxation.  A 
sfdint  .should  be  used. 


wards  if  the  result  is  going  to  be  a properly 
functioning  part. 

Obviously,  the  importance  of  a hand  injury 
from  a functional  standpoint  cannot  be  gauged 
solely  upon  the  size  of  the  part  involved,  or  on 
the  size  of  the  surface  defect.  Frequently,  a 
simple  fracture  of  the  metatarsal  head  and  the 
resultant  interference  with  the  intrinsic  motor 
mechanisms  can  cause  more  final  functional  dis- 
ability, as  far  as  a patient’s  livelihood  is  con- 
cerned, than  would  much  more  dramatic  frac- 
tures of  larger  bones  such  as  the  femur.  In  the 
severely  burned  patient,  many  areas  of  the  body 
may  be  involved,  but  all  too  commonly,  after 
the  bum  is  grafted  and  healed  and  the  major 
joints  mobilized,  the  final  disability  resides  pri- 
marily in  hand  deformities. 

There  are  three  common  mechanisms  of  injury 
to  the  hand:  lacerations,  crushing  wounds,  and 
burns.  The  lacerated  wound  has  a much  better 
prognosis  than  the  crush  wound.  A crushing 
injury  involves  multiple  tissues  simultaneously 
and  usually  involves  each  of  the  tissues  or  struc- 
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Independientemente  de  otras  lesiones,  la  in- 
capacidad  del  trabajador  industrial  reside  pri- 
mordiabnente  en  deforntidades  de  las  manos. 
Cuando  estas  se  ven  por  primera  vez,  cl  exdmen 
medico  proporciona  datos  relativos  al  grado  de 
lesiones  de  nervios  o tendones,  puesto  que  la 
perdida  de  de  control,  ])ermite  a musculos  opo- 
nentes,  mover  a elementos  de  la  mano  fuera  de  .su 
posicion  normal.  Hernias  de  la  piel,  huesos, 
nervios  y tendones  deben  ser  examinadas  cui- 
dadosamente  y si  tres  o tnas  de  estos  tejidos  son 
Icsionados  .sin  posibilidades  de  recuperacion,  am- 
putacion  estd  indicada.  La  sutura  de  tendones  si 
se  pospone  electivamente  a veces  da  mejor  re- 
sultado  que  cirujia  inadecuada  al  momento  del 
accidente.  Edema  de  la  mano  lesionada  actua 
como  goma  y da  lugar  a contracturas.  Se  debe 
prevenir  bendando  la  mano  en  posicion  de 
relajacidn  muscidar.  Ferulas  tambicn  se  deben 
emplear. 
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tures  more  sexerely  than  does  a clean,  sharp 
wound.  Burns  are  almost  a special  subject  in 
themselves,  but  certain  features  in  the  care  of 
hand  burns  should  be  discussed. 

early  evaluation 

In  general,  when  one  looks  at  an  injured  hand, 
a glance  can  give  a great  deal  of  information. 
,\ny  hand  injurx'  is  physically  painful,  but  in 
addition,  trauma  to  the  hand  carries  with  it  a 
great  deal  of  emotional  significance  so  that  the 
patients  tend  to  be  unduly  apprehensive  and 
frightened.  It  is  important,  therefore,  to  do  a 
\ery  gentle  and  considerate,  although  thorough, 
e.xamination  of  the  injured  part. 

.\n  initial,  tentatix  e diagnosis  of  the  structures 
injured  can  be  gained  simply  from  looking  at 
the  site  and  character  of  the  surface  injury,  if 
one  remembers  the  basic  rule  in  hand  trauma 
of  presuming  that  the  structure  or  structures 
lying  in  the  vicinity  of  the  laceration  are  con- 
sidered damaged  or  divided  until  proven  other- 
xvise.  Significant  injuries  to  hand  structures  xvill 
alxx  ays  be  missed  if  one  does  not  purposely  try 
to  rule  out  probable  damage. 

Another  aid  to  diagnosis  at  a glance  is  the 
axxareness  that  all  the  structures  subserx'ing 
motor  actix’itx'  in  the  hand  normally  maintain 
the  hand  at  rest  in  a position  of  delicately  bal- 
anced toire.  Simply  looking  at  one’s  rela.xed 
hand,  or  observing  the  hand  of  an  anesthetized 
or  sleeping  patient  serves  readilx’  to  refresh  one’s 
memory  as  to  this  position  of  balance.  It  can 
be  described  very  simply  as  the  hand  being 
held  in  graded  fle.xion  xvith  the  e.xception  of  the 
xx  rist  xvhich  is  in  moderate  extension  and  all  the 
digits  from  the  thumb  to  the  little  finger  are 
in  progressix’ely  increasing  flexion. 

If  one  of  the  tendon  structures,  or  the  inner- 
vation of  its  poxver  source,  is  interrupted,  the 
motor  units  normally  acting  to  oppose  the  dam- 
aged unit  xvill  distort  the  balance.  The  defici- 
ency is  obx’ious  at  a glance.  For  example,  dix  ision 
of  the  flexor  tendons  to  the  index  finger,  or  of 
the  median  nerx’e,  xvill  produce  in  the  relaxed 
hand  extension  of  the  index  finger.  This  loss 
of  normal  balance  is  made  more  apparent  xvhen 
the  patient  attempts  to  flex  or  extend  his  fingers. 
If  the  patient  is  unable  or  unxx  illing  to  cooperate, 
the  deformitx’  can  be  accentuated  bx'  passix’ely 
extending  or  flexing  the  xxrist.  Xormallx',  flexion 
of  the  xxrist  tends  to  extend  the  fingers  and  ex- 
tension of  the  xxrist  tends  to  increase  fle.xion 
of  the  digits. 


anatomy 

Those  xx'ho  do  not  see  very  many  hand  injuries 
may  not  be  xvell  versed  in  the  complex  anatomy 
of  the  hand.  This  lack  may  interfere  xvith  appli- 
cation of  the  maxim  about  underlying  injury 
being  suspected  until  proven  otherxvise.  Actually, 
xvhile  the  hand  is  anatomically  a rather  complex 
structure,  a fexv  simple  and  basic  features  can 
suffice,  in  most  instances,  to  permit  a very  ade- 
quate evaluation  of  any  hand  injury. 

One  simplx'  recalls  that  the  radial  nerve 
serves  the  dorsum  of  the  forearm  and  hand  (in- 
nervating the  extensors  of  the  xvrist  and  fingers 
and  supplx'ing  sensation  to  the  back  of  the  hand 
and  digits),  the  median  nerx^e  provides  the 
sensation  and  long  flexor  activity  to  the  radial 
half  of  the  hand  (the  sensation  to  the  palmar 
side  of  the  thumb,  index  and  long  finger  and 
motor  poxver  to  the  long  flexors  of  the  same 
fingers  plus  motor  poxver  to  the  opponens  of 
the  thumb ) and  the  ulnar  nerx-e,  in  turn,  supplies 
the  ulnar  half  of  the  hand  so  far  as  sensation 
is  concerned  and  also  xx  ith  respect  to  long  flexor 
poxver.  The  ulnar  nerx’e  also  innervates  the  ad- 
ductor of  the  thumb.  To  many  people  this  is 
a confusing  feature  because  the  thumb  is  not  on 
the  ulnar  side  of  the  hand;  actually,  one  simply 
has  to  recall  that  the  adductor  arises  from  the 
ulnar  side  of  the  hand  in  order  to  clarify  this 
otherxvise  confusing  point  in  anatomy. 

In  addition  to  determination  of  the  anatomic 
structures  inxolved  or  dix'ided  by  the  hand  in- 
jury, the  examination  should  include  an  evalu- 
ation of  injury  to  the  major  tissues,  skin,  bone, 
nerve,  and  tendon.  \\’ith  bone  the  joint  spaces 
must  also  be  considered.  \\’hile  the  only  absolute 
indication  for  amputation  of  the  hand,  or  any 
of  its  parts,  is  irrefutable  and  irrex^ersible  absence 
of  blood  supply  to  the  injured  part,  there  are 
occasions  xvhen  a hand  part  is  better  amputated 
at  the  primary  operation  rather  than  retaining 
a viable  but  useless  or  painful  digit.  If  three  or 
more  of  the  tissues  mentioned  abox'e  are  irre- 
versibly damaged,  one  should  consider  amputa- 
tion. A finger  xvithout  sensation  but  xvith  good 
motion  can  in  many  circumstances  be  functional, 
and  conxersely,  a finger  xx'hich  is  stiff  and  moxes 
onlx'  at  one  joint  but  xvhich  has  good  sensation 
and  skin  coverage  can  also  function  adequately. 
Iloxvever,  a finger  in  xxhich  joint  activity  is 
destroyed,  skin  coverage  is  absent  or  deficient, 
and  in  xvhich  sensation  is  impaired  is  obxiously 
as  much  of  a hindrance  to  the  patient  as  it  may 
be  a source  of  amazement  to  others  if  it  surxdves. 
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procedure 

Wlien  one  is  comfortable  with  his  evaluation 
of  the  structures  involved  in  the  hand  injury, 
the  next  question,  of  course,  is  what  should  be 
done  about  it.  It  is  probably  a good,  safe,  general 
rule  to  avoid  doing  more  than  need  be  done 
at  the  first  operation,  to  obtain  a healed  and 
clean  wound.  There  are  exceptions  to  this.  They 
are  decided  by  consideration  of  the  circum- 
stances of  the  patient,  the  availability  of  ade- 
quate operating  facilities,  and  the  ability  of  the 
surgeon  adequately  to  care  not  only  for  the  tech- 
nical aspects  of  the  initial  operation,  but  for  the 
patient  in  the  prolonged  postoperative  period. 
Primary  repair  of  nerves  or  tendons,  for  example, 
requires  a more  prolonged  period  of  immobiliz- 
ation than  simple  suture  of  the  wound  and  de- 
layed repair.  Even  if  the  tendon  or  nerve  suture 
is  technically  superb,  one  must  be  prepared  to 
manage  the  hand  properly  for  weeks  after  the 
injury  or  else  the  result  will  be  a hand  which  is 
less  functional  than  if  the  structures  had  not 
been  repaired.  Similarly,  before  one  undertakes 
a cross  finger  flap  or  some  such  reconstructive 
procedure,  he  must  be  prepared  to  care  for  the 
donor  finger  as  well  as  the  injured  finger  lest 
he  end  up  with  two  damaged  digits  rather  than 
one. 

It  should  also  be  pointed  out  that  an  unsuc- 
cessful, primary  tendon  repair,  particularly  if 
the  repair  is  attempted  in  that  area  called  no- 
man’s land  (lying  between  the  distal  palmar 
crease  and  the  distal  inter-phalangeal  crease) 
will  result  in  scarring  about  the  tendon,  and 
within  the  sheath.  It  usually  also  results  in  rela- 
tively stiff  joints.  A secondary  reconstructive 
procedure  is,  therefore,  greatly  handicapped  and 
the  results  from  tendon  grafts  done  after  an 
attempted  primary  repair  are  in  no  way  com- 
parable to  the  excellent  results  than  can  be 
obtained  by  a purposely  planned  secondary  pro- 
cedure. 

The  concept  that  primary  nerve  and  tendon 
repair  should  never  be  done  has  developed  be- 
cause of  the  problems  involved  in  attempting 
such  repairs  under  adverse  circumstances  ( inade- 
quate help,  middle-of-the-night  hours,  possible 
lack  of  a qualified  surgeon ) . This  does  not  mean 
that  there  are  not  occasions  when  primary  re- 
pair is  the  best  way  to  treat  a given  injury,  but 
such  an  undertaking  should  be  embarked  upon 
only  with  a full  understanding  of  the  problems 
inv'olved.  Whenever  any  question  arises  as  to 
the  wisdom  of  performing  extensive  reconstruc- 


tive operations  as  a primary  step,  one  shoidd 
never  hesitate  to  keep  his  operation  simple  and 
to  aim  only  for  a clean  healed  wound.  This 
means  suture  of  lacerations  over  structures 
known  to  be  divided,  and  use  of  split-thickness 
skin  grafts  to  cover  denuded  areas.  The  hand 
can  then  be  kept  limber  and  the  joints  mobile 
while  sterile  healing  is  accomplished.  Secondary 
reconstruction  may  then  be  accomplished  with 
greater  efficacy. 

Repair  of  hand  injuries,  whether  done  as  a 
primary  or  secondary  procedure,  almost  always 
requires  use  of  a well-applied  and  properly  func- 
tioning tourniquet.  The  anesthesia  that  is  used 
depends  upon  a number  of  factors.  Routes  of  ad- 
ministration available  include  local  infiltration, 
regional  block,  axillary  or  brachial  block,  and  in- 
halation. The  anesthetic  technique  selected  will 
depend,  not  only  upon  the  nature  of  the  injury, 
but  often  upon  the  circumstances  surrounding 
a specific  patient  in  a specific  hospital  environ- 
ment. 

nerve  injuries 

Repair  of  nerve  injuries,  either  as  a primary 
or  a secondary  procedure,  requires  that  the  sur- 
geon be  able  to  carry  on  a specific  sequence  of 
steps  in  evaluation  and  technical  management. 
First,  the  nerve  injury  must  be  suspected,  and 
demonstrated  by  proper  examination.  Accurate 
determination  of  the  injury  and  its  subsequent 
exposure  at  operation  requires  a certain  know- 
ledge of  anatomy  of  the  part  involved.  Careful 
and  delicate  operative  technique  should  reunite 
the  nerve  with  fine  suture  material  and  with 
minimal  trauma.  Mixed  nerves  must  be  approxi- 
mated in  strict  anatomic  position  so  that  regen- 
erating fibers  will  have  an  opportunity  to  find 
their  proper  distal  course.  Careful  and  proper 
dressing  technique  and  immobilization,  and  pro- 
longed, knowledgeable  postoperative  manage- 
ment are  as  essential  as  or  more  essential  than 
a nice  neat  sewing  job.  Inasmucb  as  a nerve 
which  is  regenerating  well  will  grow  only  at 
the  rate  of  approximately  one  millimeter  a day, 
or  a little  more  than  an  inch  a month,  it  is 
obvious  that  nerve  injury  in  the  arm  or  forearm 
will  be  accompanied  by  many  months  of  peri- 
pheral denervation.  It  is  crucial  that  in  this  long 
period  of  time  the  fingers  and  wrist  be  care- 
fully managed  to  prevent  not  only  stiffness  and 
contractures  but  even  such  a simple  thing  as 
a burn  because  the  patient  is  not  aware  of  tem- 
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perature  differences.  W ith  simple  tendon  lacer- 
ations, a similar  sequence  of  knowledgeable  ac- 
tix  ity  is  necessary  in  order  to  provide  the  patient 
with  his  optimum  residt.  In  addition,  the  surgeon 
shoidd  be  capable  of  using  the  different  types 
of  tendon  suture  in  the  proper  situation.  These 
include  Bunnell  criss-cross  sutures  with  or  with- 
out pull-out  technique,  Pulvertaft  weaving  anas- 
tomosis, and  tendon-to-bone  techniques. 

postoperative  care 

Many  hand  injuries  that  are  handled  ade- 
quately in  the  operating  room  itself,  suffer  in 
their  long-term  results  from  inadequate  atten- 
tion to  dressing  technique.  As  a working  ride, 
no  matter  what  the  injur)’  is,  whether  it  is  on  the 
e.xtensor  or  valor  surface,  whether  it  is  a fracture 
or  a tendon  or  nerve  injury,  the  hand  should 
he  dressed  in  the  position  of  rest  or  balance 
described  previously  in  the  discussion  on  e.xami- 
nation  of  the  hand.  A similar  position,  which  in 
some  respects  is  better  for  dressing  immobiliz- 
ation because  the  thumb  is  more  abducted  than 
in  the  rest  position  is  that  posture  assumed  by 
the  hand  if  a fiftx'  cent  coin  were  held  at  its 
edge  by  all  five  digits.  That  is  a generalized 
flexion  of  the  hand  in  a cup-like  position.  If 
relaxation  on  tendon  or  nerve  sutures  is  required, 
one  can  extend  or  flex  the  wrist  a little  in  order 
to  obtain  it.  Rarely  is  it  necessary  to  flex  the 
wrist  much  below  the  straight,  or  180  degree, 
position. 

If  the  dressing  does  flex  the  wrist  severely, 
it  will  invariabh’  lead  to  stiffness  in  the  wrist 
and  the  patient  will  require  a long  period  of 
time  before  he  can  bring  the  wrist  up  into  the 
position  of  extension  which  is  so  essential  to 
forceful  flexion  of  the  digits.  In  addition,  passive 
wrist  flexion  tends  to  cause  metacarpophalan- 
geal extension,  probably  the  most  incapacitating 
position  the  hand  can  be  in,  if  it  persists.  Basic- 
ally, the  hand  is  always  dressed  in  the  same 
position,  no  matter  what  the  injury  has  been, 
and  no  matter  what  operation.  Tension  on  the 
larger  muscules  and  the  main  neiwe  trunks  is 
controlled  by  only  slight  changes  in  the  position 
of  the  wrist. 

position  of  nonfunction 

The  so-called  position  of  nonfunction  which 
results  from  the  lack  of  attention  to  these  details, 
consists  of  hyperextension  of  the  metacarpo- 
phalangeal joints,  hyperflexion  of  the  proximal 
interphalangeal  joints,  and  adduction  of  the 
thumb.  This  is  the  same  deformity  of  posture 


which  is  found  in  an  established  ulnar  paralysis. 
Also,  unfortunately,  this  is  the  position  the 
burned  hand  tends  to  go  into  because  practically 
all  burns  of  the  hand  occur  on  the  dorsum.  With 
secondary  healing  and  contracture,  the  typical 
deformity  is  produced. 

After  any  injury,  the  hand  quickly  becomes 
edematous  and,  in  the  hand,  edema  acts  just 
like  liquid  glue.  It  leads  to  stiffness,  even  of 
non-injured  parts,  and  these  may  be  as  trouble- 
some in  final  analysis  as  the  injured  parts.  There- 
fore, for  the  first  week  or  ten  days  after  any 
injury  of  any  extent  other  than  the  simplest  of 
lacerations,  we  usually  dress  the  entire  hand  for 
comfort,  for  maintenance  of  functional  position, 
and  for  limitation  of  edema.  After  this  period, 
one  can  go  to  a much  smaller  dressing  and 
mobilize  non-edematous,  non-stiffened  parts. 

Circular  dressings  should  not  be  placed 
around  digits  for  any  kind  of  hand  wound. 
Rather,  padding  should  be  placed  between  the 
fingers  to  prevent  maceration  and  the  entire 
part  should  then  be  placed  in  a loose  fluff  dress- 
ing. We  like  to  leave  just  the  tip  of  the  fingers 
out  so  that  we  can  check  circulation  and  sen- 
sation, and  also  check  the  position  of  the  hand 
within  the  dressing.  Having  the  fingertips  out 
also  helps  the  victim’s  morale  after  a serious 
injury.  It  is  reassuring  to  a patient  who  has  had 
any  significant  hand  injury  to  find  his  fingers 
intact  and  present  the  day  following  his  oper- 
ation. 

splinting 

The  dressing  must  always  incorporate  a plas- 
ter splint  because  one  cannot  maintain  proper 
extension  of  the  wrist  without  plaster.  We  splint 
all  but  the  most  minor  soft  tissue  injuries  as 
well  as  bone  injuries  of  the  hand  during  the  first 
two  weeks  of  dressing.  If  one  doesn’t  use  splints, 
the  patient  will  invariably  come  in  for  follow-up 
with  the  wrist  flexed  and  metacarpophalangeal 
joints  and  proximal  interphalangeal  joints  will 
assume  the  position  of  non-function.  The  me- 
chanics of  mobilizing  the  hand  and  its  joints 
following  this  preliminary  two-week  period  of 
dressing,  rest,  and  feeling  are  quite  variable.  For 
certain  injuries,  progressive  activity  to  full  range 
of  motion  can  be  initiated  when  the  pressure 
dressing  is  discontinued.  For  others,  selective 
mobilization  must  be  carefully  used  if  a nerve 
or  tendon  anastomosis  is  to  be  protected  for  the 
three  to  six  weeks  sometimes  required.  ■ 
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Death  and  Injury  by  Design 

HORACE  E.  CAMPBELL,  M.D.  Denver,  Colorado 


We  are  to  discuss  the  traffic  accident,  a daily 
item  in  every  newspaper.  We  live  in  the  midst 
of  them;  most  of  us  have  had  at  least  one.  Many 
of  us,  I think,  fail  to  grasp  its  real  significance. 
It  is  a phenomenon  of  civilization,  one  of  the 
most  important  in  human  history.  Let  us  attempt 
to  place  it  in  realistic  perspective. 

The  Readers  Digest  for  September  1956  point- 
ed out  that  from  1775  to  1955,  the  dead  in  all 
this  nation’s  wars  numbered  1,130,393.  In  the 
period  from  1900  through  1955,  our  traffic  dead 
numbered  1,149,414,  or  at  that  time,  almost  20,- 
000  more  than  all  the  dead  in  all  our  wars.  The 
Digest  went  on  to  say  that,  in  1955  alone,  more 
persons  were  injured  on  U.S.  highways  than  were 
wounded  on  all  the  battlefields  of  the  nation’s 
history.  This  ought  to  give  us  some  perspective, 
but  let’s  go  further. 

The  American  forces  suffered  142,091  casual- 
ties in  the  three-year  Korean  war,  with  33,629 
dead.  A large  proportion  of  these  were  not  due 
to  enemy  action,  but  were  transportation  acci- 
dents. The  three-year  deaths  were  less  than  any 
one  year  on  the  highways  at  home,  and  the  three- 
year  injuries  were  less  than  a tenth  of  any  one 
year’s  traffic  injuries  at  home. 

The  world  picture  is  just  as  disturbing.  Ac- 
cording to  figures  supplied  by  47  member  states 
of  the  World  Health  Organization,  102,532 
people  (78  per  cent  of  them  males)  were  killed 
in  road  accidents  in  1957.^ 

Is  there  a solution  to  this  colossal  problem? 
Yes,  I think  there  is,  but  first,  we  must  analyze 
the  single,  individual  traffic  death  or  injury. 

Here,  we  run  into  a tangled  web  of  a thousand 
possible  causes  of  the  traffic  accident.  Hundreds 
of  e.xperts  are  tangled  in  this  web,  getting  no- 
where, and  not  likely  ever  to  get  anywhere  but 
deeper. 

deceleration 

But  what  is  the  cause  of  the  death  or  the 
injury  itself?  One  of  the  earlier  efforts  to  solve 
this  problem  was  the  study  by  De  Haven  pub- 
lished in  1942  of  survivors  in  nine  cases  of  falls 
from  high  buildings.-  His  conclusion  was: 

“The  human  body  can  tolerate  and  expend  a 
force  of  two  hundred  times  the  force  of  gravity 


for  brief  intervals  during  which  the  force  acts 
in  transverse  relation  to  the  long  axis  of  the 
body. 

It  is  reasonable  to  assume  that  structural  pro- 
visions to  reduce  impact  and  distribute  pressures 
can  enhance  survival  and  modify  injury  within 
wide  limits  in  aircraft  and  automobile  acci- 
dents.” (Table  1). 

Table  1 

Force  per  unit  area  on  restrained  body  mass:  150  lb  at  8 g 

Area  of  Application  Load  in 


square  inches  psi 

2”  lap  belt  40  30 

3”  lap  belt  60  20 

2”  lap  belt  and  single  80  15 

2”  shoulder  strap 

3”  lap  belt  and  double  140  8.57 

2”  shoulder  straps 

Rear  facing  seat  208  (Ruff)  5.77 


2.52-262  (Stapp)  4.76-4..58 

Note  that  adding  a single.  Sam  Browne  type  of  shoulder 
strap  to  the  2 inch  lap  belt  doubles  the  area  of  application 
and  reduces  the  psi  by  one-half.  It  would,  therefore,  double 
the  maximum  tolerable  force  of  impact.  The  data  may 
be  expressed  in  different  fashion.  Force  of  2.7  g,  in  the 
above  case,  will  create  10  psi  on  a 2 inch  belt  but  it 
would  require  13.8  g to  produce  the  same  pressure  if  the 
individual  were  seated  facing  backward,  (16.6  - 17.6  g 
using  Stapp’s  figures  for  contact  area).  A 3 inch  belt,  in 
forward  facing  arrangement,  would  require  4 g and  a 
2 inch  belt  with  2 inch  shoulder  strap,  5.3  g.  (After  Fryer, 
D.I.,  Air  Ministry  Flying  Personnel  Research  Committee 
Report,  FPRC  1055,  1958) 

Note  that  this  was  published  in  1942.  The 
design  and  construction  of  automobiles  in  1963 
would  give  very  little  evidence  that  this  study 
was  ever  made  or  these  conclusions  reached.  The 
military  transport  services  of  both  Great  Britain 
and  the  United  States  have  used  rear-facing 
seats  for  years.  (Table  2). 

Table  2.  Deaths  and  Serious  Injuries 

Crew  Members  Passengers 
% % 

In  planes  with 
forward-facing 

seats  for  passengers  47.1  44.9 

Rearward-facing  41.4  10.4 

These  figures  emanate  from  an  eight  year  experience  (the 
number  of  crashes  is  classified  information)  in  the  Royal 
Air  Force  Transport  Command.  The  aircraft,  of  the  four- 
engine  type,  were  listed  as  “aircraft  destroyed”.  The  mor- 
tality among  the  crew  members  (all  forward-facing)  indi- 
cates that  the  severity  of  the  crashes  was  comparable  in 
the  two  groups. 
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Some  ma\’  remember,  from  high  school  days, 
the  formula  for  the  \elocit\-  of  falling  bodies, 
(in  vacinim), 

V— V2AD 

where  \'  is  velocity,  A the  acceleration  of  gravity 
and  D the  distance  in  feet. 

A practical  derivation  from  this  formula  is 
the  following: 

(miles  per  hour)- 

30  X stopping  distance  in  feet 

where  g is  the  force  of  gravitv'. 

\Mien  a car  occupant  crashes  into  the  struc- 
tures in  front  of  him,  his  stopping  distance  can 
he  estimated  generously  as  about  two  inches. 
At  the  eminently  legal  speed  of  30  mph,  the  for- 
mula yields  the  following  answer: 


This  force  is  well  under  the  figure  of  200  g 
postulated  by  Mr.  De  Haven,  but  the  joker  is 
that  the  force  is  concentrated  on  the  head,  face 
and  chest,  and  also  is  imposed  by  hard,  irregular, 
unyielding  surfaces  and  structures.  A wooden 
roof,  a collapsible  metal  \entilator  box,  or  a 
well-spaded  garden  plot  would  be  a godsend  to 
the  motorist  in  this  situation. 

Consider  his  plight  at  60  mph: 


Many  thousand  such  cases  have  been  recorded 
in  the  newspapers. 

The  occupant  of  the  motorcar,  having  ac- 
quired kinetic  energy  from  the  sun’s  rays  of  a 
million  years  ago,  finds  himself  unable  to  lose 
this  energy  in  a slow  and  controlled  fashion,  but 
must  suddenly  divest  himself  of  it  in  an  explosive 
manner.  The  explosion  kills  him. 

This  is  the  basic  problem  for  which  we  must 
find  a solution. 

Speaking  in  epidemiological  terms,  M’illiam 
Iladdon,  Jr.,  has  pointed  out  that  man  is  the 
host;  the  agent  is  kinetic  energy;  and  the  auto- 
mobile is  the  vector,  as,  in  certain  circumstances, 
is  man  himself. 

The  answer,  of  course,  is  that  the  automobile 
is  well  designed  for  unimpeded  forward  motion, 
is  de\'eloping  more  efficient  brakes  as  a corollary 
to  its  increasing  speed  and  power,  but  is  in  a 
most  rudimentary  stage  of  development  as  far 
as  sudden  deceleration  is  concerned.  It  has 
taken  us  ten  years  to  get  two  seat  belts  in  our 
cars,  and  this  is  but  the  tiniest  beginning.  The 
automobile  can  and  must  be  designed  and  built 


to  be  a safe  place  in  which  to  have  an  accident. 
^^’e  have  the  know-how  today  to  make  the  auto- 
mobile an  efficient  mechanism  in  which  the  hu- 
man being  can  decelerate  rapidly  without  injun,'. 

How  do  we  get  this  car  on  the  road? 

three  ways  to  get  safe  cars;  industry  responsibility 

There  are  at  least  three  ways  in  which  this 
can  come  to  pass. 

First,  the  motorcar  industry,  suddenly  imbued 
with  a sense  of  social  responsibility,  can  agree 
among  its  units  that  they  will  remove  this  matter 
of  crash  safet\'  from  the  savage  competition 
which  characterizes  the  routine  operations,  and 
will  decide  upon  the  safest  kind  of  instrument 
panel,  the  most  protective  bumper,  the  most 
efficient  arrangement  of  controls,  and  will  offer 
these  as  standard  equipment  and  a standard  de- 
sign on  all  American  automobiles.  As  knowledge 
and  the  art  progress,  changes  for  the  better 
will  be  made  from  time  to  time,  but  the  indus- 
try' as  a whole  will  see  to  it  that  details  of  design 
and  construction  that  are  related  to  crash  sur- 
vival will  be  the  best  that  engineering  science 
can  produce  and  will  cease  to  be  playthings  in 
the  field  of  glamour  and  sales  psychology. 

There  is  not  the  slightest  shred  of  evidence 
that  anything  like  this  can  come  to  pass. 

The  motorcar  industry  has  had  nearly  thirty 
years  in  which  to  provide  us  with  a safe  instru- 
ment panel.  The  late  Claire  Straith,  of  Detroit, 
wrote  me  in  1954  that  he  had  been  trying  since 
1934  to  get  the  car-makers  to  provide  a flattened, 
well  padded,  non-lethal  instrument  panel  and  to 
eliminate  many  of  the  other  injury  producing 
items  of  the  car  interior.  He  wrote,  “It  has  been 
a very  uphill  business.  Although  the  designers 
themselves  know  of  these  hazards,  the  sales 
department  is  the  one  that  throws  up  hands  if 
any  mention  is  made  of  a possibility  of  their 
beautiful  car  being  involved  in  an  accident,  and 
therefore  they  have  been  very  hesitant  to  remove 
some  of  the  shiny  gadgets  from  the  panel  and 
to  crashpad  the  same.” 

design  for  damage 

As  late  as  the  summer  of  1961,  W’illiam  Had- 
don,  Jr.  addressed  the  Society  of  Automotiv’e 
Engineers  as  follows: 

“A  friend  of  mine,  a prominent  physician  who 
has  long  served  on  one  of  the  committees  con- 
cerned with  this  area,  saw  not  many  months  ago 
a case  of  a young  child  who  lost  one  eye  because 
the  vehicle  in  which  he  was  riding  decelerated 
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unexpectedly,  with  the  result  that  the  child  was 
thrown  forward,  as  one  knows  happens  with 
children  riding  in  cars  when  cars,  as  is  common, 
decelerate.  The  reason  why  this  child  lost  an  eye 
was  that  there  was  placed  in  the  target  area— 
an  anticipated  target  area  well  known  to  all 
of  us— a knob.  Now  the  eye,  through  evolution, 
or  nature,  or  creation,  as  each  of  you  will  have 
it,  has  been  very  nicely  recessed,  so  that  in  hit- 
ting flat  surfaces  no  damage,  unless  the  impact 
is  overwhelming,  results.  It  has  little  chance, 
however,  in  landing  on  a protrusion.  There  was 
a protrusion,  placed,  by  design,  literally,  at  the 
impact  point  at  which  children  often  hit.  That 
physician,  understandably,  has  been  telling  many 
other  physicians  and  anybody  who  will  listen, 
that  the  child  lost  an  eye  because  someone,  by 
design,  placed  a knob  where  it  would  be  hit 
sooner  or  later  by,  if  not  that  child’s  eye,  by 
some  other  child’s  eye,  or  nose,  or  mouth,  or  what 
have  you.  “I  will  leave  it  to  you,”  said  Dr.  Had- 
don  to  the  carmakers  in  the  summer  of  1961, 
“to  argue  the  merits  pro  and  con  in  this  particular 
issue.”'* 

I am  sure  that  almost  everyone  knows  of 
similar  instances.  I know  of  five  doctors’  children 
who  lost  permanent  front  teeth  by  striking  the 
instrument  panels  in  five  different  panic  brake 
stops. 

That  Dr.  Haddon  would  need  to  recount  this 
incident  to  a motorcar  manufacturing  audience 
thirty  years  after  Dr.  Straith’s  notable  efforts, 
or  thirteen  years  after  the  classic  paper  by 
Fletcher  Woodward  in  1948‘  indicates  to  me 
that  we  cannot  expect  the  fabulously  wealthy 
motorcar  industry  independently  to  accomplish 
what  needs  to  be  done. 

the  insurance  approach 

The  second  way  is  for  the  insurance  companies 
to  take  over,  as  they  have  in  the  electric  appli- 
ance and  gas  appliance  industries. 

In  February,  1957,  a most  perceptive  article 
How  Safe  Are  The  New  Cars,  by  Paul  W. 
Kearney,  appeared  in  Harpers  Magazine.  He 
wrote : 

“The  whole  problem  could  be  solved  by  the 
industry  itself,  with  proper  policing,  and  the 
example  is  not  far  to  seek.  No  industry  has  done 
a finer  job  in  promoting  safety  and  reliability 
in  its  field  than  the  American  Gas  Association, 
whose  members  produce  products  with  a lethal 
potential  at  least  as  great  as  the  automobile.  But, 
by  establishing  rigorous  safety  standards,  and 


granting  the  coveted  AGA  label  only  to  gas 
appliances  which  meet  those  standards,  this  in- 
dustry has  commendably  compelled  its  designers 
to  think  of  safety  first  and  styling  second. 

“In  the  realm  of  electrical  appliances  and  fire 
protection  devices,  the  pioneer  UL  symbol  of  the 
Underwriter’s  Laboratories  has  stood  in  the  same 
enviable  position  for  an  even  longer  time.  Here 
many  different  industries  participate  in  paying 
the  costs  of  brutal,  impartial  testing  by  an  organi- 
zation of  hard-boiled  experts,  sponsored  by  the 
one  group  with  the  most  to  gain  from  safety:  the 
insurance  companies. 

“Isn’t  this  the  real  answer  for  the  automobile 
industry?  Why  shouldn’t  they  and  the  automo- 
bile insurance  companies  finance  an  impartial 
testing  laboratory  of  their  own— logically  under 
the  auspices  of  the  Society  of  Automobile  Engi- 
neers—and  make  an  SAE  seal  of  approval  as 
valuable  as  the  AGA  or  UL  labels,  and  just  as 
impervious  to  outside  influences?”” 

Yes,  why  shouldn’t  it? 

Another  writer  has  given  the  answer. 

It  is  because  the  members  of  the  SAE  are 
first  of  all  representatives  of  active  financial 
institutions,  and  secondly,  professional  engineers. 

Elsewhere,"  I have  described  how  the  Society 
of  Automotive  Engineers  backed  the  American 
Standards  Association  down  when  the  latter 
sought  to  establish  a seat  belt  standard.  An  in- 
dustry vice  president,  speaking  as  a member  of 
the  SAE,  threatened  that  the  industry  might 
make  three  moves:  “first,  it  might  resign  as  a 
member  of  the  ASA;  second,  it  might  reduce  its 
financial  support  to  ASA;  or  third,  it  might  refuse 
to  participate  in  standardization  projects  in  its 
area  which  might  be  undertaken  over  its  objec- 
tion.” 

No,  it  will  take  more  than  41,000  dead  bodies 
every  year  to  get  crash  safety  from  the  Society 
of  Automotive  Engineers. 

Incidentally,  the  SAE  seat  belt  standard  at  the 
outset  was  a poor  copy  of  the  Givil  Aeronautics 
Administration  standard,  and  only  very  recently 
has  been  revised  to  the  General  Services  Admin- 
istration standard. 

The  historic  way  in  which  the  insurance  in- 
dustry has  brought  safe  boilers  and  safe  eleva- 
tors into  existence  in  this  country  has  been  by 
direct  inspection  and  rating.  Obviously,  it  can- 
not spend  its  valuable  time  in  inspection  of  in- 
dividual cars  in  use;  but  every  year,  two  or  three 
months  before  the  new  models  appear,  and  long 
after  style  lines  have  hardened  and  become  final- 
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ized,  the  automobile  insuranee  industry  ean 
inspeet  and  rate  tlie  erash-safet>’  features.  Does 
tliis  bumper  prox  ide  proteetion,  or  does  it  assure 
losses  to  the  insuror?  The  bumpers  on  1963  cars 
assure  ma.ximum  damage,  in  the  mildest  con- 
tacts, to  expensive  fender,  lights,  and  grilles. 
Does  this  frame  allow  extensive  damage  to  the 
ear  interior  ( and  the  occupants ) ? Rate  it  up, 
and  we  can  all  be  sure  that  next  year,  this  frame 
will  be  different.  W’ith  rigorous  up-rating  of 
those  features  that  cause  increasing  losses  to  the 
insurors,  the  next  year’s  models  will  likely  be 
better,  for  the  howl  that  the  purchasers  of  cer- 
tain makes  emit  w'ill  definitely  be  heard  in  De- 
troit. 

In  a series  of  \ ery  perceptive  papers,  Mr.  W.  P. 
Henderson  in  The  National  Underwriter  has 
pleaded  with  the  insurance  industry  to  recover 
its  legitimate  role  in  the  prevention  of  traffic 
deaths  and  injuries. 

“In  the  early  days  of  the  automobile,  an  insur- 
ance credit  or  discount  was  gi\en  to  the  owner 
who  equipped  his  car  with  a bumper.  The  dis- 
count for  a front  bumper  was  increased  if  one 
w'as  also  installed  in  the  rear.  These  bumpers 
were  sturdy,  functional  and  protective  units  that 
eliminated  or  lowered  repairs  and  hence  re- 
duced claim  costs.  The  plan  proved  to  be  sound 
underwriting.  This  is  a classic  example  of  the 
product  improvement  influenced  by  sound  un- 
derwriting, as  bumpers  soon  became  standard 
equipment. 

“In  the  post-war  years  bumpers  have  lost  their 
protective  and  functional  aspect  and  the  beauti- 
ful baubles  that  took  their  place  are  adding  to, 
rather  than,  reducing  insurance  costs  . . . ”" 

The  basic  principle  on  which  the  insurance 
business  is  founded  is  to  charge  a rate  com- 
mensurate with  the  risk. 

-Medical  examinations  for  life  insurance  are 
based  solidly  on  this  principle.  Automobile 
casualty  companies  at  long  last  are  doing  this 
for  car  drivers.  The  time  is  hm^  overdue  for 
them  to  do  the  same  for  the  car  itself. 

.\  prex'iew  of  what  may  be  done  was  shown  in 
the  case  of  tlie  tw'in-wrap  windshield.  This  ex- 
pensive, fragile,  and  optically  dangerous  wind- 
shield soon  disappeared  when  the  insurance 
companies  added  a three  dollar  surcharge  to  the 
comprehensive  premium  for  cars  with  this  wind- 
shield." 

W’hy  haven’t  the  insurance  companies  met 
their  obligation  long  ago?  It  has  been  suggested 
to  me  that  automobile  money  already  controls 


some  insurance  companies,  and  that  there 
has  been  a major  threat  by  automobile  money 
to  enter  the  insurance  angle  just  as  it  has  the 
finance  angle. 

Perhaps  this  is  a case  of  our  expecting  the  tail 
to  wag  the  dog.  I know  that  the  insurance  in- 
dustry is  doing  an  excellent  job  in  the  realm  of 
steam  boilers,  building  construction,  etc.  We 
await  with  interest  a demonstration  that  it  can 
bring  into  being  a motorcar  in  which  it  is  safe 
to  have  an  accident. 

the  legislative  approach 

The  motorcar  industry  has  shown  its  unwilling- 
ness to  move  ahead  in  the  crash-safety  field 
unless  foreed  to  do  so  by  legislation.  Threatened 
legislation  by  the  State  of  New  York  forced  the 
car  makers  to  put  built-in  seat  belt  attachment 
points  in  1962  cars.  For  years,  the  states  have 
passed  laws  requiring  higher  and  higher  stand- 
ards in  lights,  window  glass,  and  turning  signals. 
Safety  glass  was  not  the  gift  of  the  industry,  as 
they  so  often  tell  us.  It  was  the  result  of  a very 
expensive  law-suit. 

A law  by  the  State  of  California  forced  the 
carmakers  to  develop  a fume  control  device,  and 
laws  by  the  States  of  Mdsconsin,  Kentucky,  Mis- 
sissippi, Virginia  and  New  York  made  the  ear- 
makers  decide  to  put  two  belts  in  all  1964  cars. 
Studebaker,  again  a leader  in  the  field  of  safety, 
puts  them  in  1963  cars. 

This  piece-meal  approach  by  the  various  50 
states  has  resulted  in  pure  chaos.  A practice  in 
one  state  is  criminal  in  a bordering  state,  as 
fuming  tourists  know  all  too  well.  This  confusing 
and  costly  situation  has  led  to  the  formation  of 
the  National  Committee  on  Uniform  Traffic 
Laws  and  Ordinances,  ( 1604  K Street,  N.M’., 
W ashington  6,  D.C.)  This  work  was  started  as 
long  ago  as  1926,  at  which  time  it  was  clearly 
evident  that  some  degree  of  uniformity  of  traffic 
regulation  in  the  United  States  was  sorely  need- 
ed. Despite  formulation  of  the  Uniform  Vehicle 
Code,  the  disparity  in  local  traffic  regulations 
is  still  a national  disgrace,  and  the  cause  of  an 
untold  number  of  traffic  accidents. 

In  matters  relating  to  the  ubiquitous  motor- 
car, it  seems  reasonable  to  me  that  Federal  legis- 
lation is  the  logical  answer. 

Railway  safety  legislation  beginning  in  1893 
took  the  form  of  Federal  laws  with  detailed 
technical  specifications,  for  example,  the  size  of 
bolts,  and  strength  of  hand  holds.’'  In  today’s  fast- 
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moving  technology  this  approach  is  not  recom- 
mended for  the  motorcar.  Aviation  history  pre- 
sents a far  better  precedent. 

In  1911  it  became  obvious  that  aviation  was 
progressing  much  more  rapidly  in  other  coun- 
tries. When  World  War  I erupted  in  1914,  it 
was  reported  that  France  had  1,400  airplanes, 
Germany  1,000,  Russia  800,  Great  Britain  400, 
and  the  Unted  States  23." 

On  March  3,  1915,  the  National  Advisory  Com- 
mittee for  Aeronautics  was  established  with  a 
budget  of  $5,000.  It  was  effective  preparation 
for  World  War  II,  but  too  late  for  the  war  in 
progress.  No  American  airplane  fired  a shot  or 
dropped  a bomb  in  anger  in  World  War  I.  The 
American  aces  flew  French  or  British  planes. 

The  Committee  consisted  of  twelve  of  the  out- 
standing scientists  in  the  United  States,  six  of 
the  twelve  being  members  of  the  National  Acad- 
emy of  Sciences.  Under  the  committee’s  guid- 
ance and  the  rational  co-ordination  of  research 
which  it  sponsored,  aviation  made  excellent  prog- 
ress. Under  its  successor,  the  National  Aeronau- 


tics and  Space  Administration,  our  rocket  pro- 
gram is  competitive. 

It  is  my  opinion  that  our  continuing  deaths 
and  injuries  on  streets  and  highways  warrant  an 
all-out  Federal  effort. 

I have  pointed  out  that  our  motorcar  dead, 
of  the  last  sixty  years,  far  exceed  all  of  the  war 
dead  of  180  years.'"  This  is  a national  emergency 
comparable  to  our  aviation  posture  preceding 
World  War  I.  In  terms  of  loss  of  life  and  prop- 
erty destruction,  it  is  a far  greater  emergency. 

I suggest  the  formation  of  a national  advisory 
committee  for  motorcar  development.  This 
would  be  a technical  committee,  employing  the 
best  scientific  brains  available.  Its  recommen- 
dations would  be  given  over-powering  weight. 

The  following  proposed  legislation,  based 
solidly  in  the  American  tradition,  as  is  the  Pure 
Food  and  Drug,  the  Meat  Inspection,  the  Civil 
Aeronautics,  the  Clayton,  the  various  Railway 
Safety  Acts,  and  others,  is  offered  as  a definitive 
solution  to  this  increasingly  serious  national  dis- 
grace. 


Proposed  Legislation  to  Help  Solve  the  Motor  Death  and  Injury  Problem 

A BILL 

To  reduce  loss  of  life,  personal  injuries,  and  property  damage  resulting  from  automobile 
accidents  by  establishing  a Bureau  of  Motor  Vehicle  Affairs  in  the  Department  of  Com- 
merce. This  bureau,  under  an  Assistant  Secretary  of  Commerce  for  Motor  Vehicle  Affairs, 
shall  have  charge  of  Federal  inspections  of  motor  vehicles,  and  motor  vehicle  factories 
and  the  establishment  and  enforcement  of  minimum  safety  specifications  of  designs  and 
construction  to  which  all  vehicles  manufactured  in  and  imported  into  the  confines  of  the 
United  States  and  its  possessions  must  conform. 

Sec.l.  Be  it  enacted  by  the  Senate  and  House  of  Representatives  of  the  United  States 
of  America  in  Congress  assembled.  That  it  is  hereby  declared  to  be  the  policy  of  the 
Government  of  the  United  States  to  ploy  a more  vigorous  role  in  reducing  the  tragic 
loss  of  life,  personal  injury,  and  property  damage  which  occur  annually  as  a result  of 
automobile  accidents  on  our  Nation's  highways. 

Sec.  2.  In  arder  to  carry  out  the  policy  established  in  the  first  section  of  this  Act  there 
is  established  within  the  Department  of  Commerce  a Bureau  for  Motor  Vehicle  Affairs, 
under  an  Assistant  Secretary  of  Commerce  for  Motor  Vehicle  Affairs  (hereinafter  re- 
ferred to  as  the  "Bureau"  and  "Secretary",  respectively).  The  Secretary  shall  be  ap- 
pointed by  the  President,  by  and  with  the  advice  and  consent  of  the  Senate. 

Sec.  3.  The  President  shall  also  appoint,  by  and  with  the  advice  and  consent  of  the  Sen- 
ate, a National  Advisory  Committee  for  Motorcar  Development  (hereinafter  referred  to  as 
the  "Advisory  Committee")  to  consist  of  seventeen  members,  of  whom  no  more  than  seven 
shall  be  members  of  the  National  Academy  of  Sciences.  The  Advisory  Committee  shall 
at  all  times  have  within  its  membership  a physicist,  a sociologist,  a representative  of  the 
General  Services  Administration,  not  more  than  one  representative  of  the  motorcar 
industry,  at  least  one  representative  of  the  aircraft  manufacturing  industry,  four  Doctors 
of  Medicine  (of  whom  one  is  a neurosurgeon),  four  engineers  (apart  from  the  repre- 
sentative of  the  motorcar  industry)  and  such  others  as  the  President  may  feel  may  be 
contributory. 

Sec.  4 The  functions  of  the  Bureau  shall  be  ta;  (1)  provide  safe  motor  vehicle  transpor- 
tation for  the  citizens  of  this  Commonwealth;  (2)  provide  economical  motor  vehicle  trans- 
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portation  for  the  citizens,  because  motor  vehicle  transportation  for  individuals  has  long 
since  ceased  to  be  a luxury  item,  and  basic  individual  transportation  of  an  efficient, 
economical  nature  is  a fundamental  need  and  right  of  the  citizens  of  the  modern  Com- 
monv^^ealth;  (3)  integrate  the  development  of  the  motorcar  with  the  development  of  that 
factor  without  which  it  cannot  operate  efficiently,  our  public  roads. 

Sec.  5.  It  shall  be  the  duty  of  the  Secretary,  pursuant  to  Sec.  4,  (1)  above  to  require  the 
motorcar  manufactures  to  incorporate  in  their  products  those  designs  and  devices  which 
the  Advisory  Committee  by  a majority  vote  of  its  entire  membership  shall  recommend. 
These  designs  and  devices  shall  appear  and  be  maintained  in  all  motorcars  produced 
after  not  longer  than  twenty  (20)  months  of  the  vote  of  the  Advisory  Committee.  The 
Bureau  shall  maintain  in  every  factory  Federal  inspectors  to  the  number  deemed  neces- 
sary to  enforce  the  provisions  of  this  Act.  Every  motor  vehicle  shall  bear  the  Bureau 
mark  of  approval,  a non-corrodible  metal  plate,  bearing  the  manufacturer's  serial 
number,  durably  attached,  under  the  supervision  of  the  Federal  inspector,  to  the  motor- 
car in  a conspicuous  place.  If  the  Secretary  at  any  time  believes  that  a manufacturer 
is  willfully  or  negligently  not  conforming  to  the  provisions  of  this  Act,  he  may  halt,  by 
Federal  injunction,  the  manufacturing  processes  of  this  manufacturer.  A levy  for  the 
costs  of  the  inspectors'  salaries  and  inspection  processes  in  each  factory  is  to  be  made 
against  the  factory,  and  paid  into  the  Treasury  of  United  States  quarter-annually.  It 
is  provided  that  the  members  of  the  Advisory  Committee,  as  such,  shall  serve  without 
compensation,  except  that  travel  and  accommodations  of  the  first  class  shall  be  provided 
for  all  those  members  who  are  not  Federal  employees,  in  which  case  travel  and  accom- 
modations shall  be  provided  by  the  Service  of  which  the  committee  member  is  an 
employee.  The  Advisory  Committee  shall  meet  regularly  twice  a year,  with  such  special 
or  emergency  meetings  as  shall  be  deemed  necessary  by  either  the  Chairman  of  the 
Advisory  Committee  (who  is  to  be  elected  by  the  members  annually)  or  the  Secretary.  An 
Executive  Committee  of  the  Advisory  Committee  shall  be  formed  consisting  of  seven 
members  charged  with  administration  of  the  affairs  of  the  Advisory  Committee,  and 
general  supervision  of  all  arrangements  for  research. 

Sec.  6.  The  Congress  recognizes  (from  the  experience  of  the  National  Advisory  Com- 
mittee for  Aeronautics,  the  Civil  Aeronautics  Administration,  and  the  Civil  Aeronautics 
Board)  that  independent  research  may  be  demanded  by  the  necessities  of  the  problem, 
not,  perhaps,  to  the  extent  that  has  been  required  by  the  NACA,  and  CAA,  but  to  the 
extent  needed  to  carry  out  the  purposes  of  this  Act. 

Sec.  7.  Such  appropriations  as  are  necessary  to  carry  out  the  provisions  of  this  Act  are 
hereby  authorized. 


REFERE.NCES 


I am  sure  that  some  of  you  are  thinking,  “but 
we  already  have  the  President’s  Committee  for 
Traffic  Safety-.  Surely,  it  is  the  best,  and  why 
ha\  e another?” 

The  President’s  Committee  is  a “public  sup- 
port” medium,  by  charter.  It  is  privately  financed 
and  is  beholden  to  the  donors,  just  as  is  the 
American  Standards  Association.  In  its  present 
constitution  it  cannot  and  will  not  in\  ol\  e itself 
in  an\’  wa\-  in  the  matter  of  vehicle  design  and 
construction,  the  definitive  factor  in  our  traffic 
death  and  injury  problem. 

It  is  my  opinion,  belonging  to  the  Patrick 
Henry  school,  that  we  must  solve  the  traffic 
death  and  injury  problem  just  the  wa\'  that  we 
soh  ed  our  pre\  ious  serious  health  problems.  The 
recent  thalidomide  affair  should  have  some  les- 
sons for  us  in  traffic  safety.  ■ 

1612  Tremont  Place  (2) 


1 Norman,  L.  G..  100,000  deaths  on  the  roads  of  the 
world  every  year,  World  Health  15:24-29  ( January-Febru- 
ary)  1962. 

2 DeHaven.  Hugh.  Mechanical  analysis  of  survival  in 
falls  from  heights  of  fifty  to  one  hundred  and  fifty  feet. 
War  Medicine  2:586-595  (July)  1942. 

3 Haddon,  Wm.,  Jr.,  Research  with  respect  to  fatal 
accident  causes:  Implications  for  vehicle  design.  Society 
of  Automotive  Engineers,  485  Lexington  Ave.,  New  York 
17,  N.Y. 

4 Woodward,  F.  D..  Medical  criticism  of  modern  auto- 
mobile engineering,  J.A.M.A.  138:627-631  (October  30)  1948. 

5 Kearney.  P.  W.,  How  safe  are  the  new  cars?  Harper’s, 
February,  1957. 

6 Campbell,  H.  E..  How  can  be  get  safe  cars?  Rocky 
Mountain  Med  J 56:41-47  (January)  1959. 

7 Henderson,  W.  P„  The  National  Underwriter,  August 
28,  1961;  May.  1962;  June  18,  December  14,  1962;  March  22, 
1963. 

8 United  States  Safety  Appliances,  Association  of 
American  Railroads.  59  East  Van  Buren  St.,  Chicago,  111., 
16th  Edition.  1950. 

9 Hunsaker,  J.  C.,  Forty  years  of  aeronautical  research, 
Smithsonian  Report,  241-271,  1955. 

10  World  Almanac.  1963.  p.  735. 

11  Regulations  governing  meat  inspection  of  the  United 
States  Department  of  Agriculture,  1960,  U.S.  Government 
Printing  Office. 

12  Aeronautical  statutes  and  related  material.  Civil 
Aeronautics  Board.  1954,  U.S.  Government  Printing  Office. 


614 

Xorthwest  Medicine,  August  1963 


Automotive  Safety  Research  at  General  Motors 

Proving  Ground 

LOUIS  C.  LUNDSTROM,  M.S.  Milford,  Michigan 


Doctors  and  engineers  may  not  speak  the  same 
language,  but  they  do  have  a lot  in  common— 
particularly,  a natural  interest  in  providing  for 
the  welfare  of  their  fellow  men.  This  presentation 
will,  I hope,  show  you  some  applications  of  this 
common  humanistic  interest  that  are  not  well 
known  outside  the  automobile  industry. 

Doctors  are  interested  in  research  which  can 
save  human  lives.  So  are  automotive  engineers. 
I would  like  to  describe  to  you  some  of  our 
safety  research  at  General  Motors  Proving 
Ground.  This  is  a large  subject— so  large  that  I 
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LUNDSTROM,  LOUIS,  M.S.  (General  Motors  Proving 
Ground,  Michigan,  USA)  Automotive  Safety  Re- 
search at  General  Motors  Proving  Ground.  Northwest 
Med.  62:615-624  (Aug)  1963. 

Test  cars  are  driven  an  aggregate  of  50,000  test 
miles  daily  on  the  General  Motors  Proving 
Ground.  Tests  are  for  durability,  reliability,  ma- 
neuverability and  safety.  Dummies  are  equipped 
with  recording  devices  for  testing  protection  of 
passengers  in  a car  subjected  to  impact  of  various 
types  and  various  degrees  of  severity.  Snubbing 
devices  and  impact  sleds  are  used  for  non- 
destructive testing.  At  least  40  cars  are  destroyed 
each  year  in  destructive  tests  including  impact 
with  harriers  and  roll  over  experiments.  Photo- 
graphic analysis  utilizes  all  types  of  pictures  in- 
cluding motion  pictures  at  3,000  frames  per 
second.  A 15  g impact  represents  collision  with 
stationary  object  at  21  miles  per  hour.  The  un- 
restrained dummy  shoots  forward,  crushes  the 
dash  tvith  his  knees,  pivots,  with  his  head  smash- 
ing a hole  through  the  windshield.  Use  of  seat 
belts  is  strongly  recommended.  Drivers  at  the 
proving  grounds  are  average  individuals  but 
their  safety  record  is  impres.sive.  One  group  of 
90  men  drove  1,750,000  miles  without  accident 
of  any  kind.  Majority  of  accidents  at  the  Proving 
Ground  occur  between  3:00  and  7:00  in  the 
morning,  in  spite  of  the  fact  that  drivers  must 
sign  in  every  hour  during  the  night  shift.  The 
concept  of  highway  hypnosis  has  not  been  sub- 
stantiated by  experience  at  the  Proving  Ground. 


can  allocate  only  a few  minutes  for  each  test 
or  phase  of  the  work.  During  the  available  time, 
I hope  I can  also  show  you  how  the  results  of 
Proving  Ground  e.xperience  and  safety  studies 
can  be  applied  on  our  public  highways  to  reduce 
the  number  and  severity  of  accidents.  I want  to 
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Los  carros  de  prueba  son  corridos  tin  promedio 
de  50,000  millas  diariamente  en  las  pistas  de  la 
General  Motors.  Las  pruebas  cubren  que  tan 
durable,  confiable,  maniobrable  y seguro  es  el 
automobil. 

Muhecos  equipados  con  aparatos  de  grabacion, 
se  usan  para  deterrninar  la  mdnerabilidad  de  los 
ocupantes  en  un  carro  sujeto  a impactos  de  varies 
tipos  y grades  de  severidad.  “Snubbing  devices” 
y “Trineos  de  impacto”  se  emplean.  en  ))ruebas 
no  destructivas.  Por  lo  menos  40  carros  se  dcs- 
truyen  anualmente  en  pruebas  que  incluyen 
choque  contra  vallas  y volteaduras.  Se  usa  and- 
lisis  fotogrdfico  con  diversos  tipos  de  peVwula 
hasta  de  3,000  tornas  por  segundo. 

Un  impacto  de  15  “g  (g=una  fuerza  de 
gravedad)  significa  el  choque  de  un  carro  cor- 
riendo  a 21  millas  por  hora  contra  un  objeto 
estacionario.  El  muheco  sin  cinturon  de  seguri- 
dad,  salta  hacia  delante,  pega  con  las  rodillas  en 
el  panel,  el  cuerpo  gira  hacia  delante  y la  cabeza 
se  estrella  contra  el  parabrisas.  El  uso  de  cin- 
turones  de  seguridad  se  recomienda  enfdtica- 
mentc.  Los  choferes  empleados  en  esta  clase  de 
pruebas  son  individuos  de  tipo  comiin,  sin  em- 
bargo tienen  un  record  de  precaucidn  excelente. 
Un  grupo  de  90  manejo  1,750,000  millas  sin 
tener  accidente  de  ninguna  clase. 

La  mayoria  de  los  accidentes  en  las  pistas  de 
prueba  ocurren  entre  las  tres  y siete  de  la 
mahana  a pesar  de  que  los  choferes  deben  re- 
portarse  cada  hora  durante  el  turno  de  noche. 
El  concepto  de  “hipnotismo  de  la  carretera”  no 
se  ha  podido  comprobar  en  las  pistas  de  })rueba. 
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show  you  examples  of  the  action  we  have  taken 
to  provide  maximum  safetx'  on  our  Pro\ing 
Ground  road  system,  and  the  results  of  this 
action;  The  Proving  Ground  is  the  safest  place 
in  the  world  to  drive. 

Accident  pre\ention  is  my  favorite  subject. 
Prevention  is  the  real  key  to  the  reduction  of 
accidents  and  fatalities,  and  it  can  be  accom- 
plished by  known  methods— at  a reasonable  cost. 

.\utomotive  safetx’  research  shown  is  an  im- 
portant part  of  the  day-to-day  activity  at  the 
General  Motors  Pro\ing  Ground.  0\er  .50,000 
test  miles  are  nm  daily  on  the  65  miles  of  test 
roads. 

Safetx'  testing  involves,  first  of  all,  the  vehicle. 
Most  important  to  your  safetx’  as  a motorist  is 
the  excellent  durabilitx’  or  reliability  built  into 
the  modern  motor  vehicle.  This  is  our  first  step 
to  accident  prev'ention.  The  durability  driver  is 
given  exacting  instructions  so  the  results  will 
be  conclusi^•e.  Final  durability'  evaluations  are 
conducted  over  test  roads.  Some  are  of  ordinary 
blacktop  with  nvists  and  turns.  There  is  a section 
of  dusty'  gravel.  In  one  area  there  are  rough 
Belgian  blocks,  of  granite,  set  in  concrete  at 
random  heights.  There  is  a test  track,  for  turn- 
pike speeds.  There  are  long,  steep,  paved  hills 
and  even  steeper,  short  grades. 

.\fter  .36,000  miles  of  round-the-clock  oper- 
ation, the  durability  cars  undergo  a complete 
teardoM'n  and  inspection.  Good  durability'  pay's 
off  on  highway'  operation,  and  vehicle  failures 
cause  only  a small  percentage  of  accidents.  Most 
of  these  are  the  result  of  poor  maintenance  by’ 
the  owner  and  could  be  prevented  by'  regular 
inspection  and  service. 

While  durability’  and  reliability'  tests  are  run 
on  one  fleet  of  cars,  precision  safety'  tests  are 
run  on  others.  A few  ty  pical  safety  tests  of  the 
vehicles’  performance  capability  include:  brake 
tests  under  panic  conditions;  wheel,  tire,  and 
suspension  tests  on  severe  cornering,  or  J-tums; 
stability'  tests  during  deliberate  front  tire  blow- 
outs; safe  stopping  distance  tests  at  night,  using 
low  reflectance  dummy;  and  handling  stability’ 
tests  in  cross-winds. 

Good  vehicle  operating  characteristics  de- 
\’eloped  on  tests  like  these,  pay'  off  in  accident 
prevention  by’  gi\ing  the  driver  maximum  con- 
trollability' under  all  conditions. 

Still  other  vehicles  are  taken  to  the  laboratory 
for  measurements  of:  door  lock  durability;  spring 
rates,  roll  stability,  steering  geometry’;  and  dy- 
namic loading  of  the  wheels  and  suspension. 


Unfortunately  our  accident  prevention  doesn’t 
work  100  percent  of  the  time,  so  it  is  necessary 
also  to  test  for  impact  conditions:  seat  belt 

strength  in  static  test  machine;  seat  belt  test 
under  dy'namic  conditions;  and  dummy  drop  on 
steering  wheel.  See  figures  1-3. 

Also  in  the  laboratory,  the  test  dummies  are 
checked  and  made  ready  by  installing  instru- 
mentation in  chest  and  head  cavities.  Dummies 
are  then  installed  in  lab  test  fi.xtures  and  in  cars 
for  road  tests. 

Then  complete  vehicle  impact  and  roll-over 
safety'  tests  are  run.  These  include  car-to-car 
impact  test;  barrier  impact  test;  and  roll-over 
test.  See  figures  4-6. 

\'^ehicle  safety'  tests  are  not  new.  Result  of 
a 19.30  roll-over  test  is  shown  in  figure  7,  just  in 
case  y'ou’re  one  of  the  old-timers  who  say  “they 
don’t  build  them  like  they'  used  to.”  Be  glad  we 
don’t!  The  car  of  modem  vintage  is  not  only- 
more  difficult  to  roll,  but  survives  the  roll  with 
nothing  more  than  sheet  metal  dents,  (Fig.  8). 

These  are  representative  safety'  tests  run  at 
the  Proving  Ground.  Each  year  we  smash  ap- 
proximately 40  cars  in  the  Pro\'ing  Ground 
safety'  test  program.  Yes,  safety  testing  is  ex- 
pensive, but  the  car  is  the  least  expensive  part 
of  the  test.  Each  test  costs  several  thousand 
dollars  for  engineering,  instrumentation,  high 
speed  photography',  and  data  reduction  on  the 
computer,  beside  the  cost  of  the  car  itself. 

seat  belts 

There  has  been  a great  amount  of  publicity 
and  talk  about  belts,  but  not  too  many  people 
really'  know’  how'  or  why'  they  work.  Some  may 
expect  too  much  protection  from  a belt.  They 
are  not  the  complete  solution  to  occupant  safety. 
They'  may  offer  protection  in  many  kinds  of 
accidents— and  I hope  y’ou  w’ear  y'ours  as  regu- 
larly’ as  I wear  mine. 

Figures  9 and  10  w’ill  help  illustrate  conditions 
inside  a car  during  a front  impact.  M’ithout  a 
belt,  the  passenger  slides  forw’ard,  knees  hit  the 
dash,  the  upper  body'  folds  forw'ard,  and  the 
head  contacts  the  w’indshield.  Very  tall  people 
will  actually  contact  the  area  of  the  sun  visor; 
short  people  will  strike  the  dash.  In  contrast  to 
this,  the  person  w'ith  a belt  slides  forw’ard  until 
the  belt  is  very’  tight,  and  then  decelerates  along 
with  the  seat  and  car  interior.  The  upper  body 
does  hinge  forward,  but  in  most  impacts  w'ill 
not  be  injured.  It  is  difficult  to  predict  accurately 
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with  test  dummies  what  \\  ill  liappen  to  a human 
under  similar  conditions,  but  the  seat  belt  does 
transfer  the  kinetic  energy  from  the  body  to 
the  car  structure.  Without  a belt,  this  energy 
must  be  absorbed  in  the  contact  between  the 
body  and  the  forward  portion  of  the  passenger 
compartment.  I think  you  can  \isualize  more 
e.xactly  than  I \\hat  this  means  to  the  passenger. 

impact  tests 

The  barrier  test  is  very  severe,  because  the 
test  \ehicle  hits  squarely  on  the  face  of  the 
barrier,  and  the  tons  of  concrete  and  earth 
behind  the  wood  face  are  immovable.  The  test 
car  is  drix'en  by  remote  control  and  approaches 
the  barrier  at  a predetermined  speed,  usually 
a standard  30  mph.  High  speed  motion  pictures 
of  the  dummy  restrained  with  seat  belt  show 
that  even  under  this  very  severe  condition,  the 
belt  effectively  keeps  the  dummy  from  con- 
tacting the  forward  dash  and  windshield,  (Fig. 
11 ). 

These  barrier  tests  are  run  on  vehicles  of  all 
sizes.  Figure  12  is  a picture  of  the  largest  and 
most  complete  barrier  test  ever  performed.  This 
is  a 41-passenger,  rear  engine,  suburban  coach. 
Four  types  of  seats  were  tested  on  this  one  im- 
pact, and  28  dummies  were  used,  ranging  in 
size  from  a 200-lb,  6-ft  man  to  a 45-lb,  5-year-old 
child.  Ten  motion  picture  cameras  were  used  to 
record  the  results.  W’eeks  of  work  were  required 
to  study  and  analyze  and  report  the  results  of 
this  test,  that  took  just  one-half  second  to  run. 

Barrier  impacts  are  so  e.xpensive  that  the  num- 
ber of  tests  that  can  be  scheduled  is  definitely 
limited.  Snubber  equipment  was  therefore  de- 
x’eloped  at  the  Pro\  ing  Ground  to  jerk  a car  to 
a stop,  simulating  an  impact  without  destroying 
the  test  car.  This  first  test  at  15  g’s  simulates  the 
barrier  test,  and  the  seat  belt  protects  the  dum- 
my passenger  from  injury. 

In  a repeat  test  at  the  same  15-g  deceleration, 
but  without  the  seat  belt,  the  dummy  passenger 
smashed  against  the  dash  and  windshield. 

In  still  another  test  the  dummy  was  restrained 
by  shoulder  harness.  The  body  was  held  away 
from  all  possible  contact  with  the  car  interior. 

The  desire  to  reproduce  a simplified  accident 
has  led  most  recently  to  the  dev^elopment  of  the 
impact  sled.  This  device,  operated  by  com- 
pressed air,  duplicates  the  longitudinal  deceler- 
ation conditions  of  an  impact  indoors.  In  an 
actual  crash,  the  test  vehicle  moves  at  a constant 
velocity  and  is  stopped  v'ery  rapidly,  \\4th  the 


impact  sled,  a test  v'ehicle  at  rest  is  accelerated 
v'ery  rapidly,  (Fig.  13). 

This  equipment  is  being  used  to  evaluate  vir- 
tually every  component  that  affects  occupant 
safetv'.  Test  samples  such  as  door  locks  and  body 
sub-assemblies  can  be  mounted  on  the  impact 
sled  at  any  angle  or  position  to  simulate  a v’arietv' 
of  impact  conditions.  Engine  and  transmission 
mounts  can  also  be  tested  to  determine  their 
behavior  during  shock  loading.  One  of  the  first 
test  series  conducted  on  the  new  facility  was 
an  ev'aluation  of  front  seat  passenger  kinematics 
with  and  without  seat  belts. 

^^’e  were  especially  interested  in  comparing 
the  motions  of  the  dummies  on  the  impact  sled 
with  those  recorded  in  prev  ious  barrier  and  car- 
to-car  impacts.  A partial  v^ehicle  body  was 
mounted  on  the  sled.  The  targets  on  the  head, 
shoulder,  waist  and  knee  of  the  dummy,  and  on 
the  vehicle,  were  used  for  calibration  and  analy- 
sis of  the  high  speed  motion  pictures.  The  analy- 
sis, by  the  way,  showed  a good  correlation  be- 
tween impact  sled  testing  and  actual  full-scale 
V'ehicle  tests,  (Fig.  14). 

The  dummies  used  for  the  front  seat  passen- 
gers represent  average  males  5 ft.  7V3  in.  tall 
vv'eighing  165  lbs.  This  first  test  at  5 g with  seat 
belts  was  slovv'ed  dovvm  through  the  use  of  high 
speed  photography  so  that  the  motions  of  the 
dummies  could  be  carefully  analv  zed.  The  same 
test  can  be  studied  by  many  cameras  at  differ- 
ent locations. 

In  the  past,  our  outdoor  crash  tests  were  lim- 
ited by  av'ailable  light  and  vv'eather  conditions. 
On  this  new  indoor  test  facility,  banks  of  incan- 
descent floodlights  give  us  enough  illumination 
to  take  high  speed  motion  pictures  at  film  rates 
as  high  as  3,000  pictures  per  second. 

The  difference  between  the  restrained  and  un- 
restrained passenger  at  the  5 g level  is  clearly 
noticeable.  This  5 g simulated  impact  represents 
a 10-mph  collision  with  an  immovable  object. 
High  speed  photographic  coverage  is  supple- 
mented with  other  instrumentation  to  record 
v'arious  forces,  accelerations,  and  contacts  that 
occur  during  the  test. 

By  studv’ing  the  action  of  the  dummies  and 
the  forces  involv'ed  during  these  tests,  the  design 
engineer  can  obtain  data  to  provide  better  pro- 
tection for  both  the  restrained  and  unrestrained 
passengers.  At  these  low  levels,  a lap  belt  pre- 
v'ents  one  passenger  from  contacting  the  wind- 
shield, but  the  head  of  the  unrestricted  passen- 
ger dummy  breaks  the  windshield.  The  action 


618 

Xorthwest  Medicine,  August  1963 


r 

/ / 


\ 


UNBELTED 


v<:; 

IV-^ 


BELTED 


\ \, 

\ \ 

' NV., 


619 

Northwest  Medicine,  August  19S3 


is  reviewed  again  with  the  o\  erhead  high  speed 
camera.  Analysis  of  the  damage  after  these  low- 
g-le\'el  impacts  is  beneficial  in  indicating  the 
t\pe  and  e.xtent  of  injuries  the  passengers  might 
have  recei\ed. 

.\s  the  g le\  el  is  increased,  the  action  of  the 
dummies  becomes  more  \ iolent.  The  10-g  impact 
is  comparable  to  a 15-mph  collision  with  an  im- 
mo\able  object.  .\t  the  completion  of  each  test, 
a thorough  analysis  is  made  of  the  injuries  to 
the  dummies  and  the  contact  areas.  At  this  im- 
pact le\el,  the  deflections  of  the  restraining  sys- 
tem increase  and  the  head  contact  of  the  passen- 
ger dummy  becomes  important.  \\’ith  increasing 
speed  the  path  of  the  unrestrained  passenger 
becomes  more  directly  forward  and  his  pene- 
tration into  the  windshield  increases. 

The  areas  of  contact  made  by  the  passenger 
dummy  can  be  determined  by  chalking  the  vari- 
ous parts  of  the  dummy  before  the  test.  The 
chalk  then  marks  the  impact  areas  on  the  interior 
of  the  vehicle.  The  forees  of  the  blows  can  be 
measured  by  instruments  on  the  dummy  legs. 

safety  glass 

The  characteristics  of  windshield  glass  break- 
age \ary  as  the  \elocit\'  of  the  head  impact 
changes.  A 15-g  impact  with  lap  belt  restraint 
is  comparable  to  impact  with  an  immovable 
object  at  normal  residential  dri\ing  speed  of 
about  21  mph.  \\’ithout  the  use  of  a restraining 
de\  ice,  at  the  15-g  le\’el,  the  passenger  dummy 
mo\  es  forward,  crushing  the  dash  with  his  knees, 
then  pivoting  and  pushing  a hole  into  the  glass 
with  his  head.  The  positioning  of  the  high  speed 
cameras  can  aid  in  the  careful  analysis  of  tests 
of  this  nature. 

To  evaluate  head  laceration  effects  of  wind- 
shields, a special  fixture  was  built  to  mount  on 
the  impact  sled.  The  high  speed  motion  picture 
camera  was  mounted  upon  this  fixture  to  record 
at  close  range  the  contact  between  the  special 
dummy  head  and  the  glass.  The  dummy  heads 
are  made  of  a foamed  plastic,  covered  with  goat- 
skin, which  gives  a realistic  evaluation  of  the 
lacerating  properties  of  the  windshield.  The  net 
on  the  front  of  the  vehicle  catches  the  flying 
fragments  of  glass  and  protects  the  mechanism. 
(Fig.  15) 

High  speed  pictures  from  the  side  of  the 
vehicle  slow  down  the  action  so  characteristics 
of  the  test  can  be  studied.  The  camera  mounted 
on  the  \'ehicle  gives  a clear  view  of  the  nature 
of  the  windshield  fracture  and  the  motion  of 


the  head  as  it  penetrates  the  glass.  The  vertical 
black  lines  on  the  plexiglass  behind  the  dummy 
are  used  to  compute  head  velocity  just  prior 
to  contact  with  the  windshield.  The  goatskin,  of 
course,  does  not  have  exactly  the  same  properties 
as  human  skin,  but  the  cuts  or  lacerations  are 
quite  realistic. 

Ver)'  violent  accidents  can  occur,  and  this 
test  is  a demonstration  of  what  can  happen  to 
five  people  riding  in  a vehicle  when  it  rams  an 
immovable  object  at  approximately  45  mph.  The 
unrestrained  passengers  in  the  rear  travel  freely 
forward,  compressing  the  front  seat  passengers 
into  the  dash  and  then  contacting  the  wind- 
shield. 

W’e  are  already  making  extensive  use  of  this 
new  device  in  e\’aluating  and  developing  safety 
aspects  of  motor  vehicles.  It  should  be  empha- 
sized, however,  that  the  impact  sled  is  intended 
to  supplement  our  overall  crash  testing  program. 
It  will  not  replace  many  forms  of  full-scale  vehi- 
cle impact  or  roll-over  tests,  but  it  has  already 
become  an  extremely  valuable  laboratory  tool 
for  precise  and  repeatable  safet)'  testing  of  vehi- 
cles and  vehicle  components. 

I hope  that  after  seeing  these  pictures  you  w ill 
wear  your  seat  belt  home  tonight  and  ev'ery  time 
)’ou  drive  or  ride  in  a car.  If  you  have  a family, 
rear  belts  may  be  used,  too.  My  ovm  car  is  one 
of  the  few  equipped  with  six  seat  belts,  and 
our  family  of  six  uses  them  constantly. 

glass  tests 

The  pictures  of  the  impact  sled  tests  show  dra- 
matically the  seriousness  of  the  windshield  prob- 
lem. More  than  200  tests  were  run  at  the  Proving 
Ground  in  1962  to  evaluate  the  strength,  and 
injury  potential,  of  laminated  windshields  of 
different  thicknesses. 

Accelerometers  in  the  dummy  head  cavitx-  in- 
dicate the  severity  of  the  impact  against  the 
windshield.  Thicker  glass  would  not  break  as 
easily,  and  thus  the  lacerations  would  be  re- 
duced. Ilowev'er,  the  thicker  glass  would  ob- 
\'iously  increase  the  degree  of  concussion  and 
brain  damage.  The  auto  industry,  through  the 
Society  of  Automotive  Engineers,  is  pooling  its 
knowledge  and  research  to  determine  the  best 
compromise. 

The  adv'antages  of  other  types  of  glass  are 
being  evaluated  again.  In  this  country,  laminated 
safety  glass  is  required  by  law.  In  Europe, 
tempered  glass  is  required  by  law.  Unfortunately, 
accident  records  have  not  been  kept  well  enough 
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to  prove  whicli  type  is  safer  in  aetiial  aceidents. 

Side  glass  is  even  more  eontroversial.  Yonr 
Washington  legislature  has  a bill  before  it  now 
which  would  require  the  use  of  laminated  glass 
in  side  windows.  The  legislature  of  the  State  of 
Connecticut,  however,  is  considering  a bill  re- 
quiring the  use  of  tempered  glass.  Tempered 
glass  is  harder,  and  breaks  into  many  small  frag- 
ments that  are  not  too  sharp.  Laminated  glass 
of  the  same  thickness  is  not  as  tough,  and  breaks 
into  fragments  that  are  bonded  to  the  inner 
layer. 

Windshield  and  side  glass  present  one  of  the 
industry’s  most  difficult  safety  problems.  If  you 
are  inventive,  you  might  help  to  develop  a 
rubber  windshield,  strong  enough  to  keep  a 
person  in  the  car  in  an  accident,  yet  as  clear 
as  glass. 

door  locks 

Another  important  area  of  safety  research  is 
door  locks.  Here  again,  people  do  not  generally 
understand  how  they  work  and  what  they  are 
required  to  do. 

The  modern  door  lock  has  the  following  ele- 
ments: body  of  lock;  latch  mechanism  to  hold 
door  closed;  lock  mechanism  to  prevent  theft; 
release  button  - inside;  release  button  - outside; 
and  interlock  - to  hold  door  closed  in  case  of 
accident. 

Door  locks  are  required  to  pass  a series  of 
controlled,  rugged  tests.  The  first  is  a laboratory 
door  slam  test  to  be  certain  that  the  lock  will 
operate  for  the  e.xpected  life  of  the  vehicle. 
50,000  cycles  are  normally  required  without  fail- 
ure or  need  for  adjustment  on  current  production 
designs.  E.xperimental  designs  must  operate 
twice  that  long  - 100,000  cycles  - without  failure 
before  they  are  accepted  for  use. 

The  second  in  the  series  is  1600  miles  over 
rugged  Belgian  block  and  other  severe  road 
operation.  During  this  run,  the  door  is  subjected 
to  repeated  extreme  loadings  by  the  push  bar. 

The  third  test  is  the  complete  vehicle  roll- 
over. The  test  car  is  towed  up  to  speed,  released, 
and  turned  abruptly  off  the  roadside.  This  ap- 
pears to  be  simple,  but  with  today’s  low-slung 
cars,  the  roadside  must  be  in  the  proper  con- 
dition or  the  vehicle  will  skid  rather  than  roll. 
Extreme  deformation  of  the  body  puts  a very 
heavy  load  requirement  on  locks. 

The  final  and  most  severe  test  of  door  lock 
performance  is  the  car-to-car  side  impact.  W'hen 


the  point  of  impact  is  just  behind  the  door  open- 
ing, the  tearing  and  pulling  of  the  sheet  metal 
tends  to  separate  the  lock.  This  test,  and  others 
like  it,  show  that  modern  door  locks  do  have 
the  strength  to  withstand  this  tvpe  of  impact, 
(Fig.  161 

These  examples  of  automotive  safety  research 
and  testing  describe  some  of  the  work  involved 
in  the  development  of  a modern  motor  vehicle. 
While  this  work  is  in  process  at  the  Proving 
Ground,  other  groups  in  General  Motors  Re- 
search Laboratories,  Engineering  Staff,  Styling, 
and  the  Gar  Divisions  are  conducting  other  stud- 
ies and  considering  new  design  concepts  for 
vehicles  of  the  future.  This  continuing  effort 
plus  the  opportunity  and  challenge  for  new  de- 
signs made  possible  by  the  annual  model  change 
will  provide  continuous  product  improvement 
year  by  year. 

vehicle  inspection 

Our  interest  in  the  vehicle  does  not  stop  at 
the  time  it  is  sold.  Auto  companies  encourage  the 
owner  to  bring  his  car  in  for  normal  service  and 
safety  inspection  by  the  dealer.  They  support 
the  voluntary  safety  check  lanes  that  have  been 
set  up  in  many  communities.  The  auto  industry 
also  encourages  periodic  inspection,  as  required 
now  by  law  in  20  states. 

Studies  indicate  that  one  out  of  five  cars 
has  some  defective  safety  equipment  due  to  poor 
maintenance.  Some  of  these  conditions  will  re- 
sult in  accidents.  These  are  preventable.  We  are 
so  aware  of  the  importance  of  safe  vehicles  that 
we  inspect  Proving  Ground  durability  test  cars 
every  1500  miles.  As  you  might  expect,  we  have 
eliminated  practically  all  accidents  due  to  vehi- 
cle neglect  and  failure. 

drivers 

Solving  the  driver  caused  accident  problem  is 
not  so  easy,  but  significant  gains  have  been  made 
at  the  Proving  Ground.  I think  you  will  be  in- 
terested in  a brief  description  of  our  experience 
and  success. 

Most  test  drivers  are  men  in  the  21-40  year 
age  group,  hired  from  the  cities,  villages,  and 
farms  near  the  Proving  Ground.  Less  than  1 per 
cent  are  professional  race  drivers.  The  training 
these  men  receive  is  largely  informal,  but  their 
first  instruction  is  provided  in  the  office  of  the 
safety  supervisor.  This  session  is  devoted  to  a 
general  discussion  of  safety  principles  and  em- 
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pliasizes  the  reliance  placed  on  each  driver  to 
learn  and  follow  Pro\  ing  Ground  safety  rules  and 
traffic  regulations,  both  for  his  own  safet}'  and 
the  safety  of  others.  Following  a routine  physical 
e.xamination,  and  a discussion  with  the  driver 
foreman,  the  new  driver  is  ready  for  his  training 
on  the  road.  The  first  day  he  rides  with  an  ex- 
perienced driver,  obser\ing  the  traffic  pattern, 
learning  the  scheduled  speeds  and  stops.  After 
a day  or  two,  the  new  man  drives  the  test  car, 
with  the  experienced  man  obser\  ing  and  coach- 
ing as  necessary.  After  three  to  five  days,  the 
ne\\-  man  is  given  his  driving  schedule  and  is  on 
his  own.  There  is  nothing  particularly  enlighten- 
ing about  this  training  problem.  I have  taken 
your  time  to  describe  it,  because  these  ordinary 
people,  from  all  walks  of  life— farmers,  teachers, 
tugboat  captains,  golf  pros— can  and  do  establish 
remarkably  safe  drix’ing  records. 

In  1960  we  developed  a trophy  for  the  first 
group  of  drivers  who  could  accumulate  one  mil- 
lion miles  without  an  accident  — not  ev'en  a 
scratch  on  a fender.  One  group  of  90  men 
promptly  posted  1,750,000  miles  before  one  of 
their  group  misjudged  a gravel  curve  and 
knocked  ov'er  a roadside  delineator  post.  Another 
group  of  30  men  drove  over  3,500,000  accident- 
free  miles,  establishing  our  best  record  to  date. 
Altogether,  four  different  groups  have  earned 
the  trophy  at  least  once.  Such  records  are  30 
times  better  than  any  public  highway  experience, 
and  they  indicate  that,  with  proper  selection  or 
licensing,  routine  physical  checkups,  basic  train- 
ing and  regard  for  common  safeU'  rules,  the 
average  American  can  drive  safely. 

1 do  admire  and  credit  the  test  driver  for  an 
exceptional  job,  but  he  does  require  a safe  base 
of  operations.  Before  departing  from  the  driver, 
however,  1 would  like  to  state  that  one  of  his 
greatest  problems  is  drowsiness.  Test  driving 
goes  on  24  hours  a day,  but  each  man’s  shift  is 
limited  to  8 hours.  He  does  not,  therefore,  have 
a difficult  assignment,  but  it  is  definitely  mo- 
notonous. A study  of  Pro\ing  Ground  accidents 
caused  by  drowsiness  shows  an  alarming  number 
concentrated  in  the  hours  near  daybreak. 

About  73  per  cent  occurred  between  3:00  and 
7:00  o’clock  in  the  morning.  We  do  have  a pro- 
ject under  way  to  obser\'e  and  study  drowsiness, 
but  do  not  have  a solution  to  the  problem.  In 
an  attempt  to  overcome  the  problem,  drivers 
are  urged  to  return  to  the  garage  when  sleepy; 
in  fact,  they  must  sign  in  every  hour  during  the 
night  shift.  I have  great  interest  in  this  par- 


ticidar  problem,  and  would  like  to  comment,  in 
this  regard,  on  “highway  hypnosis.”  Our  own 
experiences  woidd  indicate  that  more  drivers 
doze  when  in  a curve  than  on  straight  sections. 
W hy,  then,  are  we  so  concerned  about  the  rela- 
tively straight  interstate  highways?  I hav'e  not 
seen  the  “highway  hypnosis”  claims  documented, 
and  am  concerned  that  the  public  is  being  in- 
fluenced out  of  proportion  to  the  facts.  I am 
also  concerned  because  the  introduction  of 
curves  will  reduce  the  ultimate  speed  capacity 
of  our  Interstate  Highway  System,  reducing  its 
capacity  and  safeU'  in  years  ahead. 

There  are  other  driver  problems  that  could  be 
related  if  time  permitted,  but  I should  limit  my 
remarks  to  observation  of  ordinary  drivers  dur- 
ing blowouts.  For  this  experiment,  clerks,  sec- 
retaries, bookkeepers,  and  laborers  were  asked 
to  drive  and  comment  on  the  operation  of  an 
e.xperimental  car.  During  this  drive,  a front  tire 
was  blown  out  using  a dynamite  cap  and  remote 
switch.  In  most  cases,  the  element  of  surprise 
overcame  the  driver’s  normal  reaction,  and  the 
car  drifted  out  of  lane  before  the  driver  added 
the  proper  amount  of  corrective  steering.  Ad- 
ditional experiments  confirmed  our  earlier  know- 
ledge that  the  car  itself  is  completely  manage- 
able during  such  conditions.  Wdien  the  driver 
knows  a tire  is  to  be  blowm,  he  can  always  keep 
within  a 12-foot  lane.  Therefore,  we  must,  by 
educational  programs,  inform  the  public  to  be 
alert  for  any  emergency,  and  let  them  know  that 
the  car  can  be  driven  safely  even  with  a flat  tire. 
Too  many  advertisements  imply  that  a blowout 
is  an  accident.  This  can  cause  the  driver  to  panic 
unnecessarily  and  lose  control.  Proper  instruction 
can  build  confidence  and  prevent  unfortunate 
circumstances. 

roadside  hazards 

We  have  discussed  the  dri\'er,  the  vehicle,  and 
the  roads,  and  have  emphasized  that  good  safety 
records  can  be  established.  To  be  realistic,  how- 
ever, we  know  that  some  vehicles,  for  some 
reason,  will  deviate  from  the  path  and  leave  the 
prepared  roadway.  This  can  happen  to  a sleepy 
driver.  It  might  happen  as  the  result  of  vehicle 
failure.  Une.xpected  traffic  pile-ups  will  at  times 
f(irce  a car  off  the  road.  Slippery  road  surfaces 
or  errors  in  driver  judgment  will  put  other  cars 
off  the  road.  Knowing  that  these  conditions  will 
occur,  we  have  developed  the  concept  that  we 
must  provide  a safe  escape  path.  This  is  equiva- 
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lent  to  putting  a guard  on  a machine— just  in 
case  something  unusual  happens. 

One-car  off-the-road  accidents  account  for  ap- 
proximately one-third  of  the  highway  fatalities  in 
the  country.  Elimination  of  hazards  on  the  pub- 
lic roads  would  make  an  important  reduction  in 
the  number  of  accidents  and  fatalities. 

First,  it  is  all  too  obvious  that  trees  are  a 
major  hazard  along  our  roadways.  Even  low 
speed  impacts  such  as  this  35-mph  remotely  con- 
trolled crash  produce  fatalities  and  injuries,  ( Fig. 
17).  Roadways  can  and  must  be  landscaped  with 


shrubs  and  bushes  instead  of  trees.  We  are 
actually  planting  more  trees  and  bushes  on  the 
Proving  Ground  than  have  been  removed,  but 
they  are  a safe  distance  from  the  roadway. 

Man-made  ditches  are  the  second  major  prob- 
lem. Cars  and  occupants  simply  do  not  have  a 
chance  on  standard  roadsides.  A car  moving  at 
highway  speeds  is  demolished  when  it  plunges 
down  a standard  sideslope.  Cars  running  into  a 
standard  cut  section  are  also  damaged  and  the 
occupants  injured. 

Flatter  slopes  with  rounded  contours  can  be 
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(lri\en  without  difficulty  and  with  less  chance 
of  roll-over.  We  do  not  use  slopes  steeper  than 
6-1  on  the  Proving  Ground. 

Signs  are  a hazard  along  all  of  our  new  system 
of  Interstate  Highways,  and  the  short  sections  of 
guardrail  are  not  adequate.  Figure  18  is  of  a 
test  section  at  the  Proving  Ground  with  orange 
ho.xes  in  place  of  the  sign  post.  The  impact  was 
at  20  degrees,  65  mph.  This  is  far  from  adequate 
protection.  Additional  length  of  guardrail  is 
definitely  required. 

Light  and  utility  poles  are  another  major  haz- 
ard, particularly  along  city  streets.  Tripod  poles 
have  been  designed  and  tested  at  the  Proving 
Ground  to  show  that  there  is  a safe  way.  Here 
the  legs  of  the  pole  shear  off  at  ground  level, 
with  only  a scratch  on  the  car,  (Fig.  19). 

Ordinary  highway  marker  signs  are  a hazard 
when  mounted  at  the  standard  42-inch  height. 
Tests  show  how  the  sign  shears  off,  hitting  the 
windshield.  Higher  mountings  recommended  by 
the  Proving  Ground  permit  the  car  to  pass  harm- 
lessly beneath  the  sign. 

Guardrails  are  a poor  substitute  for  a good 
roadside,  but  they  need  to  be  used  at  bridge 
approaches,  sharp  cuts,  bridge  piers  and  signs. 
We  started  testing  guardrails  several  years  ago 
simply  to  find  what  we  needed  for  our  own 
use  at  the  Proving  Ground.  Full  scale  tests  of  the 
new  materials  had  not  been  run.  Much  to  our 
surprise,  we  soon  found  ourselves  guardrail  ex- 
perts. The  first  tests  confirmed  our  opinion  that 
old  installations  were  of  little  value. 

Later  tests  were  with  the  newest  standard 
highway  guardrail.  This  rail  holds  and  turns  the 
car  properly,  but  the  occupants  e.xperience  a 
severe  jolt.  A repeat  test  showed  the  marginal 
character  of  the  rail.  The  rail  pocketed  slightly, 
throwing  the  car  back  on  the  road.  A third  test 
showed  that  impacts  near  the  end  of  a section 
pull  the  rail  loose,  snubbing  the  car  to  an  abrupt 
stop. 

Short  sections  are  not  adequate.  The  car  is 
often  trapped,  with  very  high  decelerations.  Or, 
if  the  rail  yields,  the  car  jumps  over.  End  anchors 
are  never  used  on  the  public  highways. 

End  hits  mean  either  high  decelerations  or 
piercing  of  the  passenger  compartment.  An  im- 


provement can  be  made  here  by  bending  the 
end  sections  down,  providing  a ramp. 

One  of  the  most  interesting  new  guardrails  is 
a combination  wire  fence  and  cable  designed 
and  used  in  Galifornia  on  their  narrow  medians. 
A car  hitting  this  rail  is  snared  and  usually  de- 
celerated at  a nominal  rate.  A repeat  test,  though, 
showed  that  the  fence  can  tangle  on  turnbuckles, 
stopping  the  car  very  abruptly. 

We  firmly  believe  that  highway  accidents  and 
fatalities  could  be  reduced  significantly  by  elim- 
ination of  roadside  hazards.  Most  of  the  Proving 
Ground  roads  have  already  been  improved  and 
our  accident  record  indicates  this  is  the  safest 
place  in  the  world  to  drive. 

I would  suggest  that  you  carefully  observe 
the  roads  you  drive  each  day  to  identify  the 
roadside  hazards  and  to  decide  in  your  own 
mind  the  improvements  in  safety  that  can  be 
realized  by  this  new  concept  of  safe  roadsides. 
In  our  travels  from  coast  to  coast,  we  have  never 
found  a continuous  mile  of  any  public  road  that 
was  free  from  all  roadside  hazards.  ■ 

General  Motors  Proving  Ground 
Milford,  Michigan 
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A hdominal  Injuries 

VICTOR  RICHARDS,M.D.  San  Francisco,  California 


There  are  in  general  two  types  of  abdominal 
injury.  One  is  the  result  of  blunt,  non-penetrat- 
ing trauma  in  which  it  is  possible  to  get  rupture 
of  intra-abdominal  viscera,  perforation  of  stom- 
ach, colon,  esophagus,  rupture  of  spleen,  or  in- 
jury to  some  of  the  blood  vessels  inside  the  body 
even  though  the  skin  has  not  been  broken.  The 
second  type  of  injury  is  the  one  in  which  there 
is  actual  penetration  by  a foreign  body  so  that 
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Signs  of  peritoneal  irritation,  regardless  of 
substanee  causing  them,  are  warning  of  intra- 
abdominal  injury.  Early  blood  count,  urinalysis, 
hematocrit,  and  x-rays  are  necessary.  Films 
should  be  taken  with  the  patient  supine,  in  later- 
al decubitus,  and  erect.  Needle  aspiration  gives 
valuable  information.  Transfusion  and  vaso- 
constrictors combat  shock  but  residting  eleva- 
tion of  blood  pressure  can  prolong  bleeding. 
Failure  of  blood  pressure  to  rise  indicates  bleed- 
ing. Tracheotomy  and  as.sisted  respiration  may 
be  necessary.  Knife  wounds  should  be  explored 
and  the  abdomen  opened  if  the  peritoneum  has 
been  penetrated.  Bleeding  from  the  liver  can 
usually  be  controlled  by  packing.  Wounds  of 
the  posterior  wall  of  the  stomach  are  easily 
missed  and  closure  should  not  be  completed 
until  inspection  has  been  carried  out  through 
opening  into  the  lesser  sac.  Wounds  of  the  du- 
odenum shotdd  be  closed  with  two  layer  suture 
but  are  stdjject  to  leakage  if  there  is  also  injury 
to  the  pancreas.  Drainage  is  used  for  the  latter. 
Injured  spleens  shoidd  be  removed,  not  sutured, 
and  delayed  rupture  shotdd  be  anticipated  .since 
it  is  frequently  fatal.  Many  colon  wounds  should 
be  exteriorized;  others  should  be  protected  by 
proximal  colostomy.  Ureteral  wounds  should  be 
sutured  over  a splint;  bladder  wounds  should 
he  protected  by  cystostomy  after  suture.  Neo- 
mycin may  be  used  to  combat  intra-abdominal 
infection  but  may  require  respiratory  support 
for  a short  time. 


we  have  much  more  likelihood  that  something 
has  actually  happened  to  a viscus.  You  have  to 
think  of  both  kinds  of  injury  and  be  alert  to  the 
possibility  that  either  type  can  result  in  a con- 


abstracto 

RICHARDS,  VICTOR,  (Stanford  University  School  of 
Medicine,  Palo  Alto,  Calif.,  USA)  Abdominal  In- 
juries, Northwest  Med.  62:62.5-630  (Aug)  1963. 

Signos  de  irritacion  peritoneal,  independien- 
temente  de  su  etiologla  son  indicativos  de  lesion 
intra-abdominal.  Cuenta  de  globulos  blancos, 
urinalisis,  hematocrito,  y rayos  X son  exdmenes 
necesarios.  Las  radiografias  se  deben  tomar  con  cl 
pacinte  en  posiciones  supina,  de  decubito  lateral 
y erect  a. 

Aspiracion  con.  trocar  rindc  informacidn  valu- 
able. Transfusiones  y vasoconstrictores  combat  en 
el  shock,  per  la  resultante  elevacidn  de  la  presion 
sangmnea  puede  prolongar  la  hemorragia.  For 
otro  lado,  si  la  presion  no  sube,  a niveles  nor- 
males,  significa  hemorragia.  Traqueotomia  y 
respiracion  artificial  pueden  hacerse  necesarias. 

Las  heridas  punzantes  deben  ser  exploradas, 
con  laparotomia  si  el  peritoneo  ha  sido  lesionado. 
Hemorragia  de  heridas  de  Ingado,  a rnenudo  se 
controla  con  taponamiento.  Las  heridas  de  la 
pared  gdstrica  posterior  pueden  no  ser  muy  apa- 
rentes  y el  cierre  del  abdomen  no  se  debe  cfec- 
tuar  hasta  que  se  haya  inspeccionado  la  cavidad 
epiploica  menor.  Las  heridas  del  duodeno  .se 
cierran  con  sutura  doble,  y aim  asi  estan  sujetas 
a derrame  .si  hay  lesion  pancredtica  concomitante. 
En  esos  casos,  se  deja  una  sonda  de  drenaje. 
Bazos  lesionados  se  extirpan,  no  se  suturan  y la 
ruptura  tardia  se  debe  anticipar,  pue.sto  que 
usualmente  es  fatal.  Unas  heridas  del  colon  se 
exteriorizan,  otras  se  protejen.  con  colost omia 
proximal.  Heridas  ureterales  .se  suturan  “sobre 
una  sonda”,  heridas  de  la  vejiga  se  protejen  con 
cistostomia  despues  de  suturarse.  Neomicina 
puede  emplcarse  para  combatir  infeccion  intra- 
abdominal aunque  raramente  pardlisis  respira- 
toria  puede  sobrevenir  si  la  cavidad  peritonea  sc 
irriga  con  este  antibidlico  y el  anestesiologo  ha 
de  estar  prevenido  contra  esta  complicacidn. 
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dition  that  ma\’  require  emergency  surgical  re- 
pair. 

warning  signs 

Regardless  of  the  type  of  injury  with  which 
we  are  dealing,  there  are  certain  clinical  signs 
to  which  w'e  are  alert  in  any  patient  w'ho  has 
abdominal  injuries.  These  are  signs  of  peritoneal 
irritation.  Regardless  of  w'hether  the  irritation  is 
the  result  of  blood  being  spilled  into  the  abdomi- 
nal ca\’it\',  of  bile  being  spilled  from  injury  to 
the  liver  or  the  gall  bladder,  or  of  feces  from  a 
laceration  of  the  large  bcnvel,  the  clinical  picture 
we  are  confronted  with  is  the  result  of  peritoneal 
irritation. 

These  signs  I w'ant  to  emphasize  at  the  mo- 
ment. I am  sure  you  are  aw'are  of  most  of  them. 
1 want  to  emphasize  the  fact  that  regardless  of 
what  is  producing  peritoneal  irritation,  wiiat  you 
see  clinically  is  essentially  the  same.  The  indi- 
vidual will  have  muscle  guarding,  tenderness  on 
palpation  or  percussion,  and  dimished  peri- 
stalsis. He  may  have  some  fever  as  the  only 
sign  of  peritoneal  infection.  If  any  of  these 
clinical  findings  are  present  or  all  of  them  are 
present,  we  must  alert  to  the  fact  that  w^e  may 
well  be  dealing  w'ith  an  intra-abdominal  injury. 
This  requires  an  emergency  operation. 

In  the  evaluation  of  these  signs  there  are 
certain  laboratory  data  w’hich  w'ill  be  very  help- 
ful. Laboratory  data  are  most  helpful  if  you 
can  get  an  early  routine  blood  count,  urinalysis 
and  hematocrit.  Then  add  a repeat  hematocrit. 
This  in  general  will  give  the  information  needed 
w'hen  trying  to  assess  the  question  of  intra-ab- 
dominal bleeding. 

If  the  urine  is  completeb'  clear  the  patient  in 
all  probability  does  not  have  any  serious  injury 
to  the  urinary  tract.  Catheterization  should  be 
done  if  the  patient  can’t  void.  If  there  is  any 
blood  in  the  urine,  a separate  evaluation  of  the 
urinary  tract  will  be  necessary. 

x-ray 

The  ne.\t  helpful  laboratory  information  comes 
from  the  x-ray  department.  Films  should  be 
taken  with  the  patient  supine,  in  lateral  decubi- 
tus, and  upright.  After  the  first  tw'O  are  taken 
the  table  may  be  tilted  for  the  upright  position. 
This  is  a chest  film  rather  than  one  of  the  abdo- 
men. In  addition  to  showing  gas  under  the  dia- 
phragm, it  can  indicate  damage  to  esophagus  or 
aorta  if  the  mediastinum  contains  gas  or  appears 
to  be  w idened. 


These  tw'o  things  are  basic.  Once  you  get 
beyond  this,  there  are  a few^  additional  tests 
which  are  very  valuable  if  you  are  suspecting 
certain  common  types  of  injury.  One  is  to  get 
an  amylase  test  immediately.  This  particular 
procedure  is  now'  available  on  emergency  basis 
in  almost  every  hospital.  It  w'ill  probably  give 
you  the  best  clue  you  can  get  as  to  w'hether  or 
not  there  is  injuiw'  to  the  pancreas  w-hich  might 
be  of  a serious  nature  and  require  surgical  treat- 
ment. 

aspiration 

If  you  are  w'orried  at  all  about  a lesion  of  any 
type  in  the  abdominal  cavih',  needle  aspiration 
is  a very  w'orthwhile  procedure.  It  can  be  done 
in  all  four  quadrants  of  the  abdomen.  An  eight- 
een gauge  spinal  needle  may  be  used.  One  of 
the  disadvantages  of  the  eighteen  gauge  spinal 
needle  is  that  you  don’t  get  very  far  in  the 
abdominal  cavity  with  safet\'.  Many  people 
favor  a fourteen  or  sixteen  gauge  needle.  They 
insert  it  into  the  abdominal  cavity'  and  then 
thread  through  this  a polyethylene  tube  which 
can  move  freely'  around  the  abdominal  cavity. 
Aspiration  may  yield  information  about  fluid, 
pus,  or  blood,  that  may  be  free  in  the  abdominal 
cavity'.  It  is  an  extremely  simple  and  desirable 
technique  which  you  can  use  to  advantage  in 
management  of  abdominal  trauma. 

An  item  that  w'ould  ser\'e  this  purpose  is  the 
Deseret  Intracath  needle.  It  is  being  used  fre- 
quently now'  for  administration  of  fluid.  It  is 
generally'  available.  These  are  the  major  things 
that  I think  that  w'e  should  do. 

1 have  found  that  there  are  certain  special 
circumstances  where  y'ou  can  get  additional 
information  that  is  very  helpful.  The  tw'o  emerg- 
ency' x-rays  that  I have  found  most  helpful  are 
the  intravenous  py'logram  and  emergency  visuali- 
zation of  the  biliary'  tree  by  intravenous  cholecys- 
tography. You  may  also  use  this  in  examining 
individuals  suspected  of  having  acute  cholecy- 
stitis. It  is  very'  helpful,  at  such  times,  to  do  these 
x-rays  on  an  emergency  basis.  At  first  the  radiolo- 
gist W'ill  object  to  it,  but  I think  y'Ou  can  pur- 
suade  him  that  he  too  can  be  a clinician  and  help 
you  in  these  particular  problems  by  doing  some 
of  these  studies  on  an  emergency  basis. 

blood  volume 

If  the  patient  is  really  in  shock,  y'ou  are  going 
to  ha\'c  to  start  administering  blood.  If  y'ou 
administer  blood,  y'ou  have  to  gi\'e  it  in  adequate 
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amount.  You  have  to  give  it  rapidly.  A eommon 
error  is  to  under-treat  the  patient  who  is  bleed- 
ing and  getting  blood,  but  whose  blood  pressure 
eontinues  to  be  low. 

There  is  a question  about  use  of  vasoconstric- 
tors. There  are  a whole  host  of  good  pharma- 
cological aids  now  to  constrict  the  blood  vessels. 
These  will,  of  course,  raise  the  blood  pressure. 
If  you  let  the  blood  pressure  stay  down  too  long, 
particularly  in  an  elderly  patient,  you  may  get 
cerebral,  coronary  or  renal  consequences  through 
his  hypotension. 

A common  error  I have  seen  is  that  people 
use  a vasoconstrictor,  drive  the  blood  pressure 
up,  keep  pouring  more  blood  into  the  patient, 
keep  his  blood  pressure  up  with  a vasocon- 
strictor, and  thus  enhance  and  support  the  intra- 
abdominal bleeding. 

The  point  I want  to  emphasize  is  that  if  you 
give  a patient  an  adequate  volume  of  blood 
rapidly,  he  should  respond.  If  he  doesn’t,  think 
of  intra-abdominal  bleeding  which  must  be  cor- 
rected surgically.  If  you  are  going  to  use  vaso- 
constrictors to  avoid  renal  and  cerebral  compli- 
cations, be  certain  that  you  don’t  continue  to 
pour  blood  into  one  vessel  only  to  lose  it  out  of 
another  by  keeping  his  blood  pressure  elevated. 
I have  seen  this  happen  on  too  many  occasions. 
I have  seen  it  happen  on  individuals  who  have 
had  splenectomies.  The  pressure  is  down,  and 
vasoconstrictors  are  given  while  the  patient  is 
actually  producing  a large  abdominal  hemor- 
rhage from  small  bleeders  in  the  retroperitoneal 
area.  This  is  a very  dangerous  thing.  You  should 
be  aware  of  it  and  avoid  it. 

effect  on  respiration 

Now  the  next  point  I should  like  to  empha- 
size is  the  peculiar  relationship  between  abdom- 
inal injury  and  respiratory  distress.  People  who 
have  major  intra-abdominal  injuries  very  often 
have  secondary  difficulties  with  erosion  and 
fraying  of  the  tracheobronchial  tree.  There  may 
be  need  for  tracheotomy  and  p)ositive  pressure, 
controlled  respiration  in  abdominal  injuries  as 
well  as  in  thoracic  injuries.  Cause  of  death  of 
patients  with  peritonitis  was  studied  recently  at 
the  Massachusetts  General  Hospital.  Mortality 
rate  from  severe  peritonitis  in  the  late  stages, 
that  is  from  three  to  five  days,  was  markedly 
reduced  in  a group  of  patients  in  which  we  did 
tracheotomies  and  followed  with  positive  pres- 
sures, controlled  respiration.  The  cause  of  death 
in  severe  abdominal  injuries  and  in  peritonitis 


is  frequently  one  or  more  of  the  secondary  respi- 
ratory complications  that  go  along  with  these 
abdominal  problems. 

knife  wounds 

There  are  a few  ideas  that  may  be  helpful 
in  handling  specific  injuries  within  the  abdomen. 
One  problem  is  what  to  do  with  the  individual 
who  has  a knife  wound  in  the  abdomen  and 
you  are  not  sure  whether  it  penetrates  or  does 
not  penetrate.  In  our  area  of  the  country  this 
is  getting  to  be  extremely  common.  Our  general 
rule  is  that  anyone  who  has  a stab  wound  in  the 
abdomen  should  have  an  emergency  laparotomy 
and  complete  exposure  of  all  abdominal  contents 
to  be  sure  about  visceral  perforation.  We  find 
a number  of  knife  wounds  that  do  not  penetrate 
the  peritoneum.  Nevertheless,  the  policy  I have 
expressed  is  completely  safe  and  reliable,  and 
one  that  should  be  carried  out  when  confronted 
with  a knife  wound  of  the  abdomen. 

Recently  we  have  been  taking  a little  bit  more 
conservative  attitude  and  I believe  it  is  equally 
wise.  In  those  wounds  in  which  there  are  no 
signs  of  peritoneal  irritation,  and  we  really  do 
not  suspect  abdominal  penetration,  we  take  the 
patient  to  the  operating  room,  or  to  the  emer- 
gency room,  and  under  local  anesthesia,  open 
the  wound  and  explore  it.  If  we  can  demonstrate 
that  there  has  been  no  perforation  of  the  peri- 
toneal cavity,  we  are  content  to  watch  the  indi- 
vidual carefully  and  repeatedly  for  the  next 
several  hours.  If  he  is  well  and  shows  no  signs 
of  peritoneal  irritation,  we  do  not  proceed  with 
an  emergecy  laparotomy. 

This  is  not  just  putting  a clamp  in  a wound 
and  moving  it  around,  trying  to  find  a hole  in 
the  peritoneum.  This  is  an  actual  exploration 
of  the  wound.  If  the  wound  truly  does  not 
extend  into  the  abdominal  cavity,  we  do  not 
do  a routine  laparotomy. 

liver 

In  general,  most  wounds  of  the  liver  will  stop 
bleeding  spontaneously,  or  they  will  stop  bleed- 
ing with  pressure,  or  with  packing.  Use  gelatin 
foam,  oxidized  cellulose,  or  just  ordinary  dry 
gauze  and  keep  the  wound  packed.  With  pres- 
sure on  the  packing,  bleeding  from  a liver  wound 
will  usually  stop.  It  is  occasionally  possible, 
and  occasionally  necessary,  to  try  to  stop  bleed- 
ing from  the  liver  by  suturing.  There  are  avail- 
able now  some  very  long,  thin  needles  with 
ribbon  gut  attached.  These  are  the  most  desira- 
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hie  sutures  for  controlling  hemorrhage  from 
liver. 

Leakage  of  bile  will  come  from  injury  or  cut 
in  the  liver  more  frequently  than  from  damage 
to  the  extrahepatic  bile  ducts.  It  is  usually  not 
so  excessive  that  you  can’t  control  it  by  the 
ordinary  methods  of  draining  the  abdominal 
ca\ity  with  general  drains  or  with  sub-drains. 
Resection  of  li\er  substance  is  seldom  required. 
Injury  to  hepatic  arteries  se\ere  enough  to  re- 
quire ligation  is  rare.  Damage  to  the  portal  vein 
sometimes  requires  suturing  but  this  is  quite 
infrequent. 

^^’e  occasionally  see  injuries  to  the  gall  bladder 
or  to  the  common  duct.  If  the  gall  bladder  itself 
is  injured  or  if  the  cystic  duct  is  injured,  the 
best  treatment  is  cholecystectomy.  One  must  be 
ver\-  careful  to  recognize  common  duct  injurx’. 
The  best  treatment  of  the  common  duct,  if  it  is 
transected,  is  to  suture  it  over  a T tube. 

If  the  common  duct  cannot  be  exposed  ade- 
quately or  the  repair  is  too  difficult,  it  is  possi- 
ble to  ligate  both  ends  and  anastamose  the  gall 
bladder  to  the  stomach  or  duodenum. 

stomach 

Wounds  of  the  stomach  are  fairly  common  and 
are  fairly  simple  from  the  standpoint  of  the 
management.  The  stomach  heals  kindly,  it  is  a 
large  organ  with  plent)-  of  room  to  suture  and 
the  only  general  principle  is  the  desirabilitx' 
of  a two-la>  er  suture.  I usually  put  in  an  inner 
mucosal  layer  of  interrupted  catgut  and  an  outer 
seromuscular  layer  of  interrupted,  non-absorba- 
ble  suture,  either  silk  or  cotton.  There  is  only- 
one  word  of  caution  here.  The  area  of  the  stom- 
ach commonly  missed,  from  the  standpoint  of 
injury,  is  the  posterior  wall.  Before  one  can  be 
completely-  satisfied  with  the  closure  of  the  stom- 
ach, it  is  necessary-  to  make  an  opening  into  the 
lesser  sac  and  get  a good  look  at  the  back  side 
of  the  stomach.  Once  the  wound  is  sutured,  some 
thought  of  decompression  is  necessary-.  If  it  is 
a simple  storhach  wound  y-ou  can  use  an  indwell- 
ing nasogastric  tube. 

duodenum 

The  most  dangerous  and  treacherous  intra- 
abdominal injury  is  that  in  the  duodenum.  The 
part  more  commonly'  injured  is  the  second  por- 
tion. The  difficulty-  here  is  that  the  \iscus  is 
small  and  it  is  largely-  reptroperitoneal.  It  is 
somewhat  inaccessible.  People  have  tended  to 
miss  injuries  here  or  to  suture  inadequately.  If 


there  is  attendant  injury  to  the  head  of  the 
pancreas,  which  causes  secondary-  pancreatitis, 
there  is  predisposition  to  leakage  of  the  duodenal 
suture. 

In  general,  if  I ha\e  an  injury-  to  the  second 
portion  of  the  duodenum,  I try-  to  get  a Bvo-lay-er 
closure,  with  an  inner  lay-er  of  catgut,  and  an 
outer  layer  of  interrupted  cotton  or  silk.  I try- 
to  close  the  defect  in  a triins\erse  direction  so 
that  the  lumen  is  preser\  ed.  I protect  this  su- 
ture line  with  a proximal  gastrostomy'  or  at 
least  w ith  proximal  decompression  through  some 
ty  pe  of  stomach  tube. 

pancreas 

^^’ounds  of  the  pancreas  are  unfortunately 
very-  difficult  to  manage.  They  are  fortunately 
uncommon.  Unfortunately-  they'  carry-  a fairly' 
high  mortality.  In  general,  there  isn’t  much  to 
be  done  for  them  except  to  drain  them,  unless 
it’s  easier  to  take  out  a section  of  the  pancreas 
and  just  get  rid  of  it,  ty  ing  off  the  duct  if  y-ou 
happen  to  see  it.  The  best  approach  to  a w-ound 
of  the  pancreas  is  to  drain  it.  L^nfortunately, 
many'  of  these  w-ounds  of  the  pancreas  do  not 
manifest  themsebes  until  later.  They'  present  as 
a pancreatic  cyst,  as  a pancreatic  hematoma,  or 
as  a pancreatic  abscess.  A hematoma  or  an 
abscess  should  be  drained.  The  cysts  are  best 
treated  by'  internal  anastomosis  to  either  the 
stomach  or  the  jejunum. 

spleen 

There  are  two  types  of  injury-  to  the  spleen 
which  are  equally-  treacherous.  The  first  type  is 
the  acute  injury-  where  the  spleen  is  bleeding. 
This  is  recognized  by-  the  fact  that  the  patient 
stays  in  shock,  and  although  he  is  given  blood, 
his  hematocrit  drops.  There  are  signs  of  peri- 
toneal irritation  in  the  left  upper  quadrant  and 
there  is  blood  in  the  peritoneal  cax-ity-  revealed 
by  peritoneal  aspirations.  Severe  injury  demands 
emergency-  operation  and  splenectomy'.  I think 
every-one  has  abandoned  any-  hope  of  try-ing  to 
sew-  up  holes  in  the  spleen.  There  are  not 
enough  consequences  from  splenectomy'  that  the 
treatment  should  be  other  than  removal  of  the 
spleen  at  the  time  of  the  acute  injury-. 

If  y ou  incise  the  peritoneum  laterally'  to  the 
spleen  and  cut  the  phrenicolienal  ligament,  it 
is  generally-  possible  to  mobilize  the  whole  spleen 
quickly-  and  lift  it  out  of  the  abdominal  cavity. 
You  may-  approach  it  from  the  back  side  and 
get  the  splenic  artery-  and  splenic  vein,  w ith  the 
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spleen  more  or  less  sitting  in  the  abdominal 
wound.  You  can  get  these  vessels  easily  under 
direct  vision  without  injurying  the  pancreas.  One 
of  the  real  hazards  in  doing  an  emergency  splen- 
ectomy is  that  occasionally  the  pancreas  is  in- 
jured. In  the  event  you  can’t  do  that,  or  you 
are  worried  about  it,  or  there  is  a big  hematoma 
there  that  makes  you  feel  that  you  best  not  fool 
around  in  that  area,  it  is  possible  to  get  the 
splenic  artery  by  opening  the  lesser  sac  and  pick- 
ing up  the  splenic  artery  on  top  of  the  pancreas. 

I should  like  to  emphasize  the  so-called  de- 
layed rupture  of  the  spleen.  Many  individuals 
who  have  abdominal  trauma  are  perfectly  well 
for  a period  of  three  or  four  days  and  then  they 
begin  to  get  some  vague  pains  in  the  left  upper 
quadrant.  They  really  are  not  bad.  The  doctor 
isn’t  impressed  by  them,  he  doesn’t  follow  the 
blood  count  carefully  and  then,  suddenly,  the 
patient  goes  into  shock  and  dies.  The  incidence 
of  death  in  this  condition  is  still  around  30  per 
cent.  It  is  a perfectly  curable  lesion  if  you  are 
aware  of  it  and  take  care  of  it.  What  happens 
is  that  oftentimes  in  non-penetrating  abdominal 
trauma,  there  is  moderate  injury  to  the  spleen. 
There  is  a little  tear  in  the  capsule  or  in  the 
subcapsular  region.  This  is  followed  by  slow 
subcapsular  hemorrhage.  Suddenly  this  exceeds 
a certain  total  pressure  and  the  spleen  ruptures. 
Bleeding  is  brisk  and  the  patient  dies.  The  im- 
portant point  here  is  to  be  aware  of  this  con- 
dition, to  recognize  it  and  think  about  it  and 
to  take  the  spleen  out  prior  to  rupture. 

No  individual  with  abdominal  trauma  is  free 
from  difficulty  for  at  least  three  weeks  following 
the  trauma  and  rupture  of  the  spleen  is  one 
problem  that  we  have  to  think  about  very  care- 
fully if  we  are  going  to  save  the  lives  of  thou- 
sands. 

colon 

The  large  bowel  is  a particulary  important 
area.  The  difficulty,  of  course,  is  that  we  have 
overwhelming  infection  playing  a role  as  soon 
as  injury  occurs.  Difficulties  are  compounded 
by  the  fact  that  trauma  and  infection  leave  tis- 
sues that  do  not  hold  sutures  well.  The  inci- 
dence of  secondary  peritonitis  due  to  tears,  holes, 
and  perforations  in  the  large  bowel  is  very  high. 
This  means  then  that,  as  far  as  colon  injury  is 
concerned,  it  is  necessary  to  exteriorize  the 
lesion.  In  large  bowel  injury  combined  with 
vessel  injury,  it  is  best  to  repair  the  vessel  in- 
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juries  and  to  exteriorize  the  large  bowel  lesions. 
In  injury  to  the  cecum,  resection  of  the  cecum 
with  primary  anastamosis  would  be  the  treat- 
ment of  choice.  In  the  transverse  colon  exteriori- 
zation is  preferable.  Injured  portions  of  the 
left  colon  should  be  exteriorized  if  possible.  If 
this  cannot  be  done,  the  wound  should  be  re- 
paired and  the  fecal  stream  diverted  by  i^roximal 
colostomy.  A proximal  colostomy  is  preferably 
done  close  to  the  lesion,  that  is,  on  the  left  side 
a left  transverse  colostomy  should  be  done.  The 
closer  to  the  lesion  we  are,  the  better  off  we 
are.  If  the  bowel  is  exteriorized,  the  colostomy 
should  be  at  the  lesion.  The  simplest  method 
is  to  put  a tube  under  the  bowel,  bring  it  up 
on  the  abdominal  wall  and  open  it  longitudinally. 
Some  lesions  of  the  sigmoid  need  not  be  sutured 
if  exteriorized. 

rectum 

In  the  rectum  there  will  be  either  intraperi- 
toneal  wounds  which  should  be  sutured  or 
wounds  in  the  extraperitoneal  area  that  must 
be  approached  through  the  perineum.  A proxi- 
mal colostomy  should  be  created  after  suture  of 
peritoneal  wounds  of  the  rectum. 

kidneys 

Most  wounds  of  the  kidneys  will  heal  well 
without  any  surgical  treatment  at  all.  The  im- 
portant point  is  to  ascertain  if  the  kidney  is 
actually  wounded.  The  intravenous  pylogram 
is  the  best  diagnostic  aid  in  this  diagnosis.  If 
operation  discloses  a massive  hematoma,  one 
should  try  to  save  the  kidney.  Drainage  of  a 
hematoma  may  even  drain  urine  from  the  kidney 
pelvis,  but  in  general  one  tries  to  preserve  the 
kidney.  The  object  of  doing  the  pylogram  is  to 
be  assured  that  the  other  kidney  is  present. 
There  is  an  occasional  unilateral  kidney  injury 
and  we  can’t  take  it  out  without  knowing  the 
other  kidney  is  there. 

Most  wounds  in  the  ureter  are  sutered  over  a 
splint.  A ureteral  catheter  is  inserted  into  the 
lumen  and  taken  out  through  the  bladder  with 
a cystoscope.  Whether  a ureteral  catheter  later 
is  used  for  a splint  doesn’t  make  any  difference, 
but  the  idea  of  sutering  the  ureter  over  a splint 
seems  to  be  the  preferable  treatment.  With 
bladder  injury,  it  is  necessary  to  sew  up  the  hole 
and  then  drain  it  with  a cystostomy.  With 
urethral  injury,  the  method  is  to  get  a catheter 
through  and  repair  the  rent  in  the  urethra. 
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antibiotics 

Before  I leave  this  subject  there  are  two  or 
three  other  things  that  I want  to  discuss  concern- 
ing the  overall  management  of  these  indivi- 
duals with  major  abdominal  injuries.  First  is 
the  use  of  neomycin  at  the  time  of  surgery.  W'e 
said  the  mortality  rate  of  large  bowel  injuries 
is  particularly  high  because  of  the  attendant  in- 
fections. W'e  have  a\'ailable  now  an  agent  which 
has  been  used  for  a long  time  in  preoperative 
preparation  of  civilian  patients.  It  has  definite 
application  at  the  time  of  surgery  in  major  intra- 
abdominal injuries. 

There  are  several  ways  to  prepare  the  bowel. 
It  is  possible  to  take  a one  per  cent  solution  of 
neomycin  and  just  inject  it  into  the  bowel  and 
let  it  sit  there  for  twenty  minutes.  It  will  kill 
practically  all  the  bacteria  in  that  segment.  In 
an  injury  to  the  large  bowel,  the  best  strength 
is  a four  per  cent  solution.  It  may  be  used  to 
saturate  sponges.  Neomycin  solution  will  be 
applied  to  all  tissues  touched  with  the  sponges 
in  course  of  operation.  It  may  also  be  used  to 
irrigate  the  peritoneal  cavity. 

There  are  reports  in  the  literature  that  the 
patient  gets  respiratory  paralysis  from  the  use 


of  intraperitoneal  neomycin.  I have  used  it  my- 
self without  any  difficulty.  There  is  an  occa- 
sional patient,  a very  occasional  one,  who  might 
have  to  have  respiratory  support  for  an  extra 
half  hour.  I have  personally  not  been  in  diffi- 
culty with  it.  I think  it  is  well  worth  telling  the 
anesthesist  this  point  if  he  raises  it  and  they  will 
raise  it.  I think  that  you  will  have  to  con\  incehim 
that  he  too  is  a doctor  and  has  some  of  the 
responsibility  of  the  patient’s  care  and  will  have 
to  take  certain  risks  along  with  it  in  trying  to 
do  the  maximum  for  this  particular  injury. 

I have  been  using  a gastrostomy  e.xtensively 
in  ordinary  civilian  surgeiy  on  the  large  bowel. 
This  has  real  merit  to  it.  In  general  it  frees  the 
individual  from  much  postoperative  respiratory 
distress,  particularly  in  the  elderly  patients  who 
would  otherwise  need  a nasogastric  tube  for 
two  or  three  days.  There  is  considerable  mucous 
secretion  from  the  pulmonary  tree  that  the 
elderly  patient  doesn’t  handle  well.  I think 
the  gastrostomy  tube  is  a real  asset.  I use  an 
ordinary  Foley  catheter,  inserted  into  the  stom- 
ach very  high  on  the  greater  curvature.  ■ 

Presbyterian  Medical  Center  (15) 


EARLY  SPEED  LIMITS 

In  the  early  days  of  the  automobile,  efforts  at  official  control  reflected,  in  part, 
the  basic  public  hostility  to  that  chuffing,  back-firing  monster  that  scared  horses, 
stirred  up  clouds  of  dust,  and  proceeded  at  unnatural  speeds.  The  very  low  speed 
limits  set  by  most  jurisdiction  were  partially  justified  by  the  poor  handling  character- 
istics and  stopping  ability  of  earh’  automobiles  and  by  the  miserable  condition  of  most 
roads— but  not  entirely.  Many  towns  attempted  to  bring  motor  vehicle  traffic  to  a 
virtual  standstill  by  posting  speed  limits  of  5,  7,  and  10  m.p.h.  As  late  as  1923,  the 
state  of  Illinois  had  a speed  limit  of  10  m.p.h.  for  the  business  districts  of  all  cities 
and  towns.  Most  states  restricted  speeds  in  the  open  country  to  30  or  35  m.p.h.  As 
late  as  1941,  Missouri  had  a rural  prima  facie  speed  limit  of  25.  These  early  attitudes 
have  never  been  completely  eradicated  and  undoubtedly  account  for  much  of  the 
unrealistic  speed  control  legislation  and  regulations  today. 

From  ''Let's  Be  Realistic  About  Speed  Limits"  by  Edwin  L.  Kirby,  in  Traffic  Safety,  June,  1963. 
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How  many  make  a bowl  of  soup,  Doctor? 


Naturally,  the  number  of  beans,  peas  or 
lentils  that  go  into  a bowl  of  Campbell’s 
soup  will  depend  on  the  variety  of 
soup  and  on  what  our  experience  and 
our  chefs  tell  us  should  be  in  the  soup. 
But  you  can  be  sure  of  one  thing ; evei'y 
bowl  of  Campbell’s  soup  made  with  the  legumes  you 
see  in  our  picture,  will  be  nutritious  and  of  course 
delicious. 

We  think  you’d  enjoy  Campbell’s  Bean  with  Bacon 
Soup,  Green  Pea,  Black  Bean,  Minestrone,  or  Vegetable 
Bean  Soup.  Certainly,  your  patients  would,  too  . . . and 
if  you  can  get  a patient  to  enjoy  the  food  he  needs  to  eat, 
he’ll  be  more  likely  to  stick  to  the  diet  you  prescribe. 

But  when  you  plan  diets  for  patients,  don’t  take  time 
to  count  the  beans.  Instead,  you  can  count  the  calories  or 
grams  of  protein  in  these  soups.  You’ll  see  at  once  that 
several  of  our  soups  would  be  very  desirable  to  use  if  you 


have  a patient  who  needs  to  put  on  weight.  Bean  with 
Bacon  Soup,  for  instance,  contains  about  133  calories  and 
6.8  grams  of  protein  in  a 7 oz.  serving;  and  Chili  Beef 
Soup,  about  131  calories  and  6.2  grams  of  protein. 

At  the  other  end  of  the  scale,  many  of  Campbell’s 
Soups  are  good  to  use  if  you  want  to  give  a patient  some- 
thing satisfying  but  with  fewer  calories.  Vegetable  Bean 
has  about  82  calories  and  4.4  grams  of  protein;  Mines- 
trone only  83  calories  and  about  4.9  grams  of  protein  per 
7 oz.  serving. 

We  feel  you’d  be  interested  in  the  new  series  of  nutri- 
tional analyses  of  all  our  different  soups. 

Write  today  for  your  copy:  Campbell  Soup 
Company,  Dept.  87,  Camden,  New  Jersey. 

Recommend  Campbell’s  Soups  to  your  pa- 
tients . . . and,  of  course,  enjoy  them  yourself. 

There’s  a soup  for  almost  every  patient  and 
diet,  for  every  meal. 


r 


ifts  depression 


■ I 


r 


I feel  like  my  old  self  agam!”  Thanks  to 
your  balanced  therapy  with  ‘Deprol’,  her  depression  has  lifted 
and  her  mood  has  brightened  — while  her  anxiety  and  tension  have  been 
calmed.  She  sleeps  better,  eats  better,  and  normal  drive 

and  interest  have  replaced  her  emotional  fatigue.  ^ 


as  it  calms  anxiety 

Brightens  mood... relaxes  tension 


nergizers  may  stimulate  the  depressed 
itient,  but  they  often  aggravate  anxiety  and 
somnia.  Tranquilizers  may  help  the  anxious 
itient,  but  they  often  deepen  depression  and 
notional  fatigue. 

►eprol’  avoids  these  “seesaw”  effects;  it  re- 
ives both  depression  and  anxiety.  Moreover, 
does  not  cause  liver  damage,  psychotic  reac- 
)ns  or  changes  in  sexual  function. 


Slight  drowsiness  and,  rarely,  allergic  reactions, 
due  to  meprobamate,  and  occasional  dizziness 
or  feeling  of  depersonalization  in  higher  dos- 
age, due  to  benactyzine,  may  occur.  Meproba- 
mate may  increase  effects  of  excessive  alcohol. 
Use  with  care  in  patients  with  suicidal  tend- 
encies. Consider  possibility  of  dependence, 
particularly  in  patients  with  history  of  drug 
or  alcohol  addiction.  Withdraw  gradually 
after  prolonged  use  at  high  dosage. 


Energizers 
relieve  depression 


Tranquilizers 
reduce  anxiety 


‘Deprol’  both  lifts  depression  and  calms  anxiety 


nial  Dosage:  1 tablet  q.i.d. 
ay  be  increased  gradually,  as 
eded,  to  3 tablets  q.i.d. ; with 
:ablishment  of  relief,  may  be 
duced  gradually  to  mainte- 
nce  levels. 


*Deprol*’ 

meprobamate  400  mg. 
+ benactyzine  1 mg. 


WALLACE  LABORATORIES N.J. 


Tension? 

Hypertension? 

Control  both  with  SerpasiT 

(reserpine  CIBA) 


Patients  with  high  blood  pressure 
plus  one  or  more  symptoms  of  ten- 
sion-restlessness, rapid  heart  rate, 
excessive  sweating,  agitation— bene- 
fit from  the  distinctive  calming  action 
of  Serpasil  (reserpine).  It  shields  the 
tense  hypertensive  patient  from  ner- 
vousness that  raises  his  blood  pres- 
sure. Result:  pressure  goes  down, 
heart  rate  decreases.  Useful  in  all 
grades  of  hypertension,  either  alone 
or  as  a background  agent. 

Average  Dosage:  0.25  to  0.5  mg. 
daily. 

Side  Effects:  Occasional:  lassitude, 
drowsiness,  nasal  congestion,  loose- 


ness of  stools,  increased  frequency 
of  defecation.  Rare:  anorexia,  head- 
ache, bizarre  dreams,  nausea,  dizzi- 
ness. Nasal  congestion  and  increased 
tracheobronchial  secretions  may 
occur  in  babies  of  mothers  treated 
with  reserpine. 

Cautions:  Severe  mental  depression 
has  appeared  in  a small  percentage 
of  patients,  primarily  in  a dosage 
above  1 mg.  daily.  Usually  the 
patient  had  a pre  existing,  incipient, 
endogenous  depression  which  was 
unmasked  or  accentuated  by  reser- 
pine. When  the  drug  is  discontinued, 
depression  usually  disappears,  but 


hospitalization  and  shock  therapy 
are  sometimes  required.  Daily  dos- 
age above  0.25  mg.  is  contraindi- 
cated in  patients  with  a history  of 
mental  depression  or  peptic  ulcer. 
Withdraw  Serpasil  (reserpine)  2 
weeks  before  surgery,  if  possible. 
For  emergency  surgical  procedures, 
vagal  blocking  agents  should  be 
given  parenterally  to  prevent  or 
reverse  hypotension  and/or  brady- 
cardia. 

Supplied:  Tablets,  0.1  mg.,  0.25  mg. 
and  1 mg. 

CIBA 

2/3 105MB  SUMMIT,  N.J 


634 

Northwest  Medicine,  August  1963 


POig-LAND 

SEPT-24-28 


'5 

* V''- 

T-'i 

f f 

% 

Melvin  W.  Breese  M.D. 
President,  Oregon  State  Medical  Society 


636 

Northwest  Medicine,  August  1963 


I 


-I—* 

QJ 

• 

9P  O 

= on 


cu 

CU 


03 

U 

"io 

CU 


CU 

Uh 

o 


cu 

u 

'O 


(73 

I— I 

<u 

C 

o 


^ o 


< 

CU 

G 

CD 

1 ^ 

JJ 

• ^ 

C/D 

73 

U 

o 

O 

rH 

U 

biO 

p 

cn 

CU 

CU 

C/^ 

OJ 


CJ 

CU 

• ^ 

o 

rH 

G 


O —I 

o (IJ 


bC 

QJ 


O 


QJ 

P 


CO 

'O 

o 


CO 

CN 

I 

CN 

i~ 

(U 

■SQ 

E 

0) 

a 

<D 

00 

V 

c 

_D 

k. 

o 

Q. 

E 

3 

0) 

• 2 
"o 
U 


o 

E 

0) 


1"^ 


CLh 


CN 

1- 

0> 

J2 

E 

_0) 

Q- 

0) 

00 

>^ 

0 

~0 

a; 

3 


<0 

O) 

_0) 

u 

Q 


E 

o 

o 

Qi. 

"O 

o 

o 

Q. 

cO 


O) 

c 


oo 

CN 

u. 

0) 

-Q 

E 

(U 

•fri* 

Q. 

0) 

00 


D 

~0 

0) 

c 

~o 

<1; 


>D 

C) 

_aj 

0) 

Q 


0) 
(/) 

3 

^ I 


% 

< 


O 

O 

ck: 

"D 

O 

o 

$ 

CL 


U) 

c 


E 

o 

o 

Q£ 


<0 

Q. 


O) 


Q. 

d) 

CL 


E 

jj 

J3 

O 

Q. 

<U 


z 0) 


o 

0) 

O 


0) 

(/) 


O) 

c 


o 

s 


C <D 

C u 


O 

O 


O 

u. 

<D 

Q- 

a 

3 

OJ 

> 


c 

o 

“D 

c 

o 


o 

CL 


D 

_C 


— .b  O 


c 

(D 

E 

(1) 

O)  0 ^ 

2 O) 

C rD  _c  <r 

a§ 

< C s 

^ O D 

^ EQ 

C ^ 0) 

— — Si  ■ 
« |5  a;  X 

‘'5  "r^ 

dJ  D)  lO 

il  tn  C <D 
g>  0)  LJJ  g 
• fD 


Q 

§ 

JO 

r- 

S o 
o 

o 8 

o 

u 

fD 

^ $ 

E ^ 

— ) 

0)  Q. 

"D 

c 


C 0 
fO 


Q O 
— ^ Q- 


0 


CO  o 
. CL 

0)5  H 

° 5 

Q 

c 

- . >- 
o)  g -E 
.E 

N C ^ 
0)  0) 
j;  CQ  OO 

< "2 

•r  ^ o 


0 I 
S’  O) 

^ c 

O'^ 

1 ^ 


^ C 
fo  O 
D)  0) 

^-5 

0)  C 
Q D 


O 

O 


<D 

o 

o 

CO 


(Ji  u 
C (0 

o 

o 


Portland  Memorial  Coliseum 


CO 

o 

7U  O 

^ 0 
^ CD 
— O 

“S 

9- 

Q 

O SL 

c 

O 
=r  o 
~< 


c c 

QJ 

<3 

CD 


CD 

O 

D 


Co 

Q 


CL 

Q 

N 

Oo 

(D 

■D 

(D 

3 

cr 

(D 

ro 

CJO 


CO  o 

o o 


O p) 


• Qj 

CD  ^ 
■ CD 


o ^ 

— - Q) 


C/> 

$ 


O o 


o 
o 

5cE' 

Pq. 

~U  -► 
O D- 
3. 

OJ  -q 
D — t 

Q.  O 
02 
(D 

3 


P D 
0)  -► 
3 (I) 

5 i. 

5L  CD 


CO 

o 


O- 

a> 


u 

O 3. 


O -n 

Q.  QJ 

C 3 


3 0; 

I 

m ^ 

Q-  o 

i P 


^ m O 


7J  I 

CO  O O 

S ' o 

CD  3 O 

3-  CTcD 

— Qi  (p 

n'  3 CO 
3 Qj 

Qj  ' </> 


> cn' 

-I  Q> 

CO 


a o 

■ $ 


O o 
$ ' 
T3 
O 


>o  ^ 
^ n 

§ z 

O" 

Qj  ^ 

3 " 

0; 

**  3 

■D  Q- 

S ^ 
^ 2 
^3 

CP 

3 


to 

(P 


O CO 

o o 


3 

o 

o 

3 

to 

(P 


O 

CP 

O 

(O 

Z 

“O 

Of 


c 

3 

3-0  K> 

0^2 
3 CD  O 

»°>s 

3*.  n p 
3 ^ 

IQ  ^ n 

CD  O 
(p 


^ n o 

-I  Q;  ^ 


> G 

fi 

Q) 

?o 


CD  (/) 


"D  ^ 
5 CD 


CD  — 


QJ 

—i  Cl_ 
CP  CP 
n ' 


rP 

CO 

o 

CO 

o 

3 

3 

CP 


I 

I I 3 


CO 


o 

3 
Q. 

O 

3 — CP 


03  CP 

o a 

Q>  C 


3-  ^9^ 


70 

O 

O 

3 


CP 

o ? 2- 

O CD  CP 
D.  —«J 

73  2i. 

3 ? 

CD 


Qj  Qj 

n — 

c S' 

CD  Q- 


— ^ 

CP  $ 
3 

3-.  -< 
3''  O 
^ ^- 
§ n 


X 

3" 


3 

D. 


o 

"D 

CP 


3 

(n 

to 

CP 


O 

CP 

o 

(C 


TJ 

0; 


70 

O 

O 

3 


C/i 

73  CD 

‘5.  2 

CO  X- 


° § 

1 

I CP 
“n  ^■ 
O 3 
■<  CD 
CP 


— CO 

z ■ 

"d 

9L$ 
“ o 
o 

D. 

73 

O 

O 

3 


§ ^ 

> §- 
2 ^ 


X 

o 

c 

cn 

CP 


Co 

(D 

"D 


<D 

3 

O D- 

CP  (D 


NO 

'sj 


T> 
C ' 


E 

o 

o 

Q£ 


O) 

k_ 

O 

0) 

O 


Q Q 


>■2 

u 

_0)  ? 

l5 

li 

C 


c 
o 

'in  5 


0> 

l/> 

c 

o 

o 

c 


Q 
. ^ 

o 
E 
0) 


<D 

ID 

o5 


~o 

ID  C 

11)  ^ 
c 


-C  U 

Q_  <-0 


— fO 

<TJ  0 
-n 

..  X t > 
ID  , O 3 

^ ID  ~ ^ 

3 C 9 -c 
y ^ 2 

C ■!=  <u' 

O +_ 

^ c.  <0  ^ 

5-6o| 

.E  c2  -p  I 


u 

o 


u 


E 

o 

o 

Qi 

"D 

O 

0 

Q. 

'cO 

=j 

1 


ID 


Q s 

, L) 

"D  <1^ 

o 
o 


(1) 

.12  (/)  ^ -j 

"o  ID  ci 


P-Q 


^ E 


U)  I J 
^ 0)  ^ 
1)  T3  « 

E ' ■ 


<U  u 

E E 


ID 

o'  E 
+-  cn  0) 

I 

I .E  u I 

boot 
o Q- 1 


°o 

^ 'n 


. O) 

§.E 

o'  ° 
o 

o O 


E 


< o 
c X 
o 

-*—  

CO 

O Tj 


o < o (2 

cO  ^ CO 

lE  0^ 
^ CkC 

c 

-O  o 

^-6 

o o 

O 

o 

o 

X 

CO  O 

o 

CO 

o 

' — 

CN 

CO 

CO 

X 

SD 

CN 

L. 

o 

-Q 

E 

a> 

Q- 

OJ 

00 

o 

~a 

to 

V. 

D 

-C 


E 

o 

o 

Q£ 


O) 


XI 


ID 

X 


X 

X 


o 

>- 

0 

LL 

1 

c 

o 


D) 

O 

Ctl 

o 

CO 


5 .E 

'u  4_ 
<0  1- 

Q.  ID 

o 

.2  X 
o>  o 

O 7p 

0 •- 

O I 

o 

1 o 


Q 

■ c 


<D  .2  -o  X 

o O 

10  £ > ■'E 

(5  o > ■> 

£ 

O o 


O)  t g 

c E O 
C o ^ 

>-  to 

o 


^ o 


E 
o 
o 

QC  ID 


< .a 


T3 
C 
ID 

IC  U 
_Q-  ^ 
O p 

I 

!e  c>^ 

Q. 


o .2 


w D 
y:  -D 
'3  o 

.2^ 

0>H- 

S I 

^ O 

I D 

0)  —I 

9) 

w — 

3 .!P 

l/>  i- 

o 

Si 

§S 


(J 


E 

o 

T) 

X 

< 

' C 

o 


1_  (1) 
O O 
>-  p 

o "b 
Z o 


Q O 


c - o 
o o TO 
c X 

£ ID 

O 


O C 
t/»  t 

TO  o 
•E  to 

E o 

O CO 

S <5 


C ’ 
D O ' 


E 

o 

o 

0£ 

TJ 

o 

o 

CL 


o 

o 


ID 

X 

fD 

u 

cu 

Q_ 

s— 

o 

(/) 


, o 

• >-  ^ 

t/i  (-  Ui 

0-.5 

fo  ‘r\ 


3 

I 


o 

c 


Q := 


E 

_D 

"id 

u 

o 


O o o O ^ 

-5_0 


®o 
.r  CO 
£ 6 
o ^ 


X 

c 


o 

CL 


Q 


o 

X 


u 

X 


X 

■p 

ID 

E 

D 

o 


ro  O 
- U £ 

0.2^ 

5 U)< 

^ c _ 

<0  ^ 

E T,  O 

pO^ 

c ^ E 

0 0"^ 

^ ^ <L)  ^ 

C 0 ^ lO 

.2  > ^ 5 

(O  00  ^ 

V ^ CO 

.9  <rT  O 


"O 

c 

0 


o'? 


ci  "c 


0 


0) 


—I  ^ 

c 

S B 
E^ 
b ^ 

-7  X 


O 


O 

O 


o 2 

$ c 

o 

00 


s:£ 

(D 

. U 

=>'^ 

I 2 

o Q- 

•E  I 


3 o 

u)  X 

0 

2 X 

X 

ID 


F o .2  • 
o Q Q 


q X 
§ c o 
CT  00  p 

C X ^ 
O O ID 
— > -C  rn 


0)  D 

S t3 
o 

IS 

£15 

0)  ' 

- E 
c o 
O § 

C 1_ 

o o 

■•5  I 

- § 
c 

o o 
c 

O 


o o 


c X 

o o 

-I 

(0  > 

a; 


*8 

w 

W w 


£ 

<* 

a: 

o 


6:00  Social  Hour  — Crystal  Room,  Hotel  Benson 
7:00  Banquet  and  Dance  — Mayfair  Room,  Hotel  Benson 


atoj 


r > 


> 

3 

3 

C 

— 

o> 

0) 

3 

C 

I? 

Oi 

3 

Q. 

S’ 

b 

c 

(Q 

C 


00 


O 

O 


Cn 


?0  I—  QJ  I—  in 

o'  f®  3 5^  fl>  m 
Qj  m 


I— 

Q)  C 


Q-  • n 
0) 

!—  7^  Q> 
■ O)  ^ 

o f® 

??■  5 3. 


o'  Q- 


co 

o 


o O 


5^3 

h ^ — 
o o 
0^3 

E 

57.° 
^ -• 


73  O 
P Q)  (Q 
^ _. 
tn  , O 
01 

o'  § ^ 

3 ■ CQ 

I P?. 

33  ' 

n'  "D  o 

O ° S 

Z.  — ^ 
Q)  Q>  n> 

^ ^ -h 
(®  Of 


° I 

CT  3 

C/>  O) 

° O 


Ol 

3 

Q. 


3 

Q. 


O 

CL 

(D 


O f® 

• Q) 


01 

(O 

3 

o 


n 

O 

"O 


QJ 

(Q 

3 

O 


cn 

7T 


00 

o 


00  o 
o o 


cn 

O fD 


cn 
(5 

.-!</>  n 

•<  <n  2; 


O 

3 

O 

3 

n 

c 

0^ 

3 

O 

o 

c 

v> 

<D 

Q. 


O 

(®  ^ 

^ -o 
o 


>3 


3D  -! 

s ° ^ 
(/>  — 
c/)  I — 2 

f®  S.  QJ  Q, 

3 ^2.  =3  D 

O'  (D  § O 
n • -+’ 

O ^ 

2 -o  ^ 
— q to 

_ 3 
Qj  cQ 

3 

o-  3 
CL 
00 


3 ^ 


cn 

n 

'S' 


O 

3 O' 
CD  3 

n 

i? 

■U 

r:  m 
n X 

S.  5" 

o'  g: 


3" 

Q)  n 
3.  < 


Ol 


O 

O 

CL 

< 


00 

o 

■u  O -1-^ 

^'o 
Q.00  ^• 

o 


3 
O 

o 

3 

cn 
n 

a o 


o 

o 

73 

(® 

n 

f® 


00 
O 

? - 3 ' S’ 

(D 


- 

j;;  O-  (D  m Q 

W (t)  -I 


2 <L 

~ (T) 


CD 

^ 3 

2. 

0^ 

0 

o' 

3 

i - g’  0 S R 

ii;  c Q-  a> 

0 Q- 

C? 

X 

0 

2 

c/> 

0 

r®  cn 

3 3" 

ct  ^ 

3 

5 R 

C 

frt 

3-V  0 

“0  O 
o o;- 

Z.  n 

^ E- 

Q> 


z 

cn 

3” 

O 

n 


q(Q 
^ n* 

p ^ 

o o 

^ 5- 

3.  O 
30  2" 

C < 
CD  O 
0 C 
3 <« 

' on 
■< 


P 3 


-< 

I 

o 

<® 

0 

(Q 

S' 

■0 

01 


cn 

n u , 
o'  ^ 

3 ni 
LT.  3 

n’  CL 


Q> 

3 

CL 


? > 


3 

CD 


70 

O 

O 

3 


X 

3" 

CT 


Twenty-six  licensed  by  Board  of  Medical  Examiners 


Following  a special  meeting  of  the  Board  of 
Medical  Examiners  of  the  State  of  Oregon,  Friday, 
July  26,  Mr.  Howard  I.  Bobbitt,  Executive  Secretary, 
announced  that  the  following  physicians  and  sur- 
geons successfully  passed  the  Oregon  State  Board 
Whitten  Examination  given  on  July  9 and  10,  and 
are  issued  licenses: 

Sabin  Belknap;  James  C.  Dinneen;  Riccardo  R. 
Foggia;  Frank  Fric;  Thomas  W.  Mann;  Marilyn 
Mickey;  James  R.  Orendurff;  George  Nicholas  Pasto; 
Allan  G.  Roberts;  John  P.  Rundle;  Walter  R. 
Schreck;  Laddie  E.  Stover;  David  A.  Wrecks;  and 
Eldon  W.  Younger,  all  of  Portland. 

Larry  Bassinger,  Albany;  David  G.  Bragg,  Tenafly, 
New  Jersey;  Gene  Gordon  Essert,  Salem;  Arthur 
R.  Fry,  Jr.,  Fort  Duchesne,  Utah;  Lt.  Thomas  A. 
Gail,  MG,  USN,  San  Franci.sco;  Edwin  C.  James, 
W'hite  Sands  Military  Reservation,  New  Mexico; 
Gary  C.  Jenkins,  Milton-Freewater;  Robert  G.  Kauf- 
man, Forest  Grove;  William  J.  M.  Mackenzie,  Lake 
Oswego;  Whllis  E.  Peacock,  Salt  Lake  Gity,  Utah; 
Michael  J.  Skala,  Mather  Air  Force  Base,  California; 
Fredric  J.  VanRheenen,  W-^ashington,  D.C. 

Physicians  and  surgeons  licensed  by  reciprocity 
or  endorsement  are:  Whlliam  Plummer  Coburn,  Rus- 
sell Cole  Henry,  Gordon  Berkeley  Leitch,  Jr.,  Oliver 
Norfleet  Massengale,  Daniel  Lawrence  Reed,  and 
Lauren  Keith  Stanley,  all  of  Portland. 

Sam  Assam,  San  Diego;  Donald  Robert  Bartell, 
Albany;  Whlbur  George  Bingham,  Jr.,  Medford;  Sid- 


ney Brownstone,  Salem;  Donald  Duane  Campbell, 
Beaverton;  Whlliam  Dennis  Conway,  Eugene;  Jerome 
Howard  Dayton,  Eugene;  Robert  Preston  Doughton, 
Fort  Lawton,  Washington;  Ernest  Rickards  Duvall, 
Chico,  California;  Bonnar  WMod  Dysart,  Tacoma; 
\hrgil  Fox  Fairbanks,  Duarte,  California;  James  Kara- 
dine  Gray,  Roseburg;  Donald  Leroy  Grieme,  St. 
Louis,  Missouri;  Lumier  Erving  Hanzel,  Salem; 
Henry  Hirschman,  Roseburg;  Kit  George  Johnson, 
Klamath  Falls,  Lawrence  Stewart  Krotzer,  Orange- 
vale,  California;  Robert  Lynn  Lewis,  Reedsport; 
James  Theodore  Post,  Staten  Island,  New  York; 
Julian  Stephen  Reinschmidt,  Eugene;  John  Albert 
Retzlaff,  Jamestown,  North  Dakota;  Flemming  Fuller 
Royal,  Corvallis;  Stanley  Anthony  Serbousek,  Fort 
Lewis,  W^ashington;  Ross  Leland  Snyder,  Jr.,  Seattle; 
James  Harold  \"an  Olst,  Corvallis;  Sheldon  Leon 
W^agner,  Corvallis;  Robert  W^ayne  Wilken,  Rochester, 
Minnesota. 

Osteopathic  physicians  and  surgeons  licensed  by 
reciprocity  or  endorsement  are: 

Richard  Weaker  Clarke,  Canby;  Bruce  Melvin 
Flaming,  Dallas;  Sherrill  Hudson  Frye,  Kansas  City, 
Missouri;  Daniel  Leong,  El  Paso,  Texas;  Darrell 
Leonard  Reiber,  Shady  Cove,  Oregon;  Duane  Allen 
Thompson,  Hillsboro,  and  Dwight  W^esley  WYlliam- 
son,  Sunnyside,  Wkrshington. 

The  next  regular  meeting  of  the  board  of  medical 
examiners  will  be  October  3,  4,  and  5. 


OBITUARIES 


DR.  JACK  HARTMAN  died  Jiiiie  27  at  the  age  of  55  in 
Sweet  Home.  His  degree  was  granted  hij  the  Uni- 
versity of  Minnesota  Medical  School  in  1940,  and  he 
was  licensed  in  1947.  He  had  practiced  internal 
medicine  in  Sweet  Home  since  that  time.  Death  was 
due  to  acute  myocardial  mfarction  and  diabetes. 

DR.  WILLIAM  TEUTSCH,  a member  of  the  staff  at 
Morningside  Hospital  in  Portland,  died  May  10.  He 
was  40.  Born  in  Corvallis,  he  attended  the  University 
of  Oregon  Medical  School.  He  graduated  in  1946, 
received  his  license  in  1947.  He  specialized  in 
psychiatry. 

DR.  WALTER  WILLIAM  JONES  died  Jultj  17  III  Joidun 
Valley,  Ore.  He  had  practiced  there  43  years.  He 
was  graduated  from  State  University  of  Iowa,  Col- 
lege of  Medicine,  Iowa  City,  in  1903,  was  licensed 
in  1920.  Dr.  Jones  teas  a medical  officer  in  the  Navy 
during  World  War  1.  He  teas  87. 


DR.  ROBERT  J.  DIXON,  a graduate  of  Stanford  Univer- 
sity School  of  Medicine  in  the  class  of  1922,  died 
March  1,  at  68,  in  Coos  Bay. 

DR.  EMIL  BENZ,  64,  died  May  7 in  Portland.  He 
graduated  from  the  University  of  Oregon  Medical 
School  in  1933  and  was  licensed  in  1940.  He  retired 
as  psychiatrist  at  Colorado  State  Hospital.  Prior  to 
his  assignment  there,  he  had  practiced  in  Seattle, 
Portland,  Phoenix  and  Mississippi.  He  was  a member 
of  the  American  P.sychiatric  As.sociation. 

DR.  WILLIS  H.  WATSON,  resident  of  Portland,  died 
May  18,  at  the  age  of  75.  He  teas  a graduate  of  the 
University  of  Illinois  College  of  Medicine  in  1913, 
was  licensed  in  1919.  Born  in  Latah,  Washington, 
he  practiced  in  Olympia  and  Oakesdale  before 
7noving  to  Portland  in  1919.  In  1953,  he  teas  named 
rnedical  director  of  the  Indu.strial  Hospital  A.ssocia- 
tion,  the  position  in  which  he  .served  until  his  retire- 
ment last  year. 
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DR.  ziLPH.\  G.\LLowAY,  85,  of  Salem,  died  March  6. 
She  had  practiced  in  the  Washington  State  Hospital 
at  Sedro  Woolley  before  transferring  to  Fort  Steila- 
cooni,  where  she  worked  for  25  years  prior  to  her 
retirement  in  1954.  Born  in  Bellevue,  she  teas  a 
graduate  of  University  of  Oregon  Medical  School  in 
1922.  She  was  licensed  in  1924.  Dr.  Galloway  teas 
a member  of  the  American  Psychiatric  Association. 

DR.  CH.ARLES  CREGLOW  PETHER.AM,  76,  died  J lOW  29 
in  Gearhart.  A native  of  Iowa,  he  had  practiced  in 
Portland  for  -35  years  before  moving  to  Gearhart 
where  he  practiced  10  years.  His  degree  was  granted 
by  the  College  of  Physicians  and  Surgeons  of  San 
Francisco  in  1916,  and  he  was  licensed  in  1917.  Dr. 
Petheram  was  a first  lieutenant  in  the  US  Medical 
Corps  during  World  War  I.  He  had  been  retired 
about  a year.  Death  was  due  to  retroperitoneal 
.sarcoma. 


DR.  ELE.ANOR  B.  GUTMAN,  administrative  clinical 
director  at  Oregon  State  Hospital,  died  March  2, 
at  the  age  of  58.  Born  in  New  York  City,  she  gradu- 
ated from  Yale  University  School  of  Medicine  in 
1930,  was  licensed  in  1946.  She  was  a major  in  the 
Army  during  World  War  11.  Dr.  Gutman  was  re- 
cently honored  by  the  naming  of  the  new  Eleanor  B. 
Gutman  Rehabilitation  Center,  a Portland  institution 
operated  by  the  Mental  Health  Association  and  the 
Oregon  State  Division  of  Vocational  Rehabilitation. 
She  specialized  in  public  health  and  psychiatry. 

DR.  CH.ARLES  p.ALMER  MC  KIM  died  July  19  in  Baker. 
Born  in  1909,  he  was  a graduate  of  the  Jefferson 
Medical  College  of  Philadelphia  in  1935  and  was 
licensed  in  1937.  He  was  a major  in  the  US  Air 
Corps  as  flight  surgeon  in  World  War  H. 


It's  The  Law,  November  15,  1962,  a column 
prepared  and  distributed  by  the  Washington 
State  Bar  Association. 

PARENTAL  CONSENT  TO  TREATMENT 

It  is  a good  idea  to  give  written  consent  for  necessary  medical  care  for  your  child 
if  he  or  she  leaves  home  for  a visit  or  a trip,  or  if  you  plan  to  be  away  for  any  length 
of  time. 

For  example,  a school  nurse  may  bring  a boy  into  a hospital  with  an  acute  case 
of  appendicitis,  but  the  doctor  may  well  hesitate  to  go  ahead  and  operate  without  the 
parents’  consent. 

Is  the  doctor  being  arbitrary  b\'  refusing  to  operate  without  consent  from  the 
parents?  The  answer  is,  he  is  not.  A eonsent  in  such  circumstances  is  not  just  a “legal 
technicality”  that  can  be  easily  dispensed  with. 

A doctor  may  give  emergency  treatment  when  a ehild’s  health  or  life  may  be  at 
stake.  But  he  is  likely  to  put  off  any  follow  up  care  until  he  can  get  eonsent  from  the 
child’s  parents. 

Even  an  adult  must  request  treatment  and  grant  eonsent  to  medical  care  before 
a doctor  can  giv'e  it  to  him.  Children  cannot  grant  consent  for  themselves. 

However,  b\’  going  to  the  doctor  you  show  your  willingness  and  consent  to  being 
treated  by  him.  If  you  are  taken  to  a doctor  unconscious,  however,  he  may  give  you 
emergency  treatment,  but  later  refuse  to  treat  you  further  until  you  have  consented 
to  treatment. 

Since  children  cannot  give  eonsent  to  treatment  on  themselves,  it  is  necessary 
for  their  parents  to  consent  for  them.  When  the  children  are  at  home  or  the  parents 
can  be  reached  in  a few  minutes  time,  consent  poses  no  problem.  But  when  parents 
may  be  gone,  or  the  child  may  be  away  from  home  and  parents  for  some  time,  it  is 
a good  idea  to  provide  a written  consent  for  treatment  they  might  need  in  unexpeeted 
situations. 

(This  column  is  written  to  inform,  not  advise.  Facts  may  change  the  application  of  law.) 
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Announcing  completion  of  our  new 
Portland  plant  and  headquarters  office 

New  14,400  sq.  ft.  facility  provides  for  continued  strict 
quality  control  and  efficient  production  of  pharmaceuticals. 


Another  dependable  Haock  Product: 

BELAP 

Antispasmodic  sedative 
Natural  alkaloids  of  Belladonna 


economical  to  use 

BELAP  No.  0 Formula 


Belladonna  Extract % gr.* 

Phenobarbital % Qr. 

BELAP  No.  1 Formula 

Belladonna  Extract % gr.* 

Phenobarbital % gr. 


BELAP  No.  2 (Scored)  Formula 


Belladonna  Extract % gr.* 

Phenobarbital % gr. 


*Equivaleni  5 minims  Tinct.  Belladonna;  USP. 


Prescribe  BELAP  with  confidence 


HAACK  LABORATORIES,  INC. 
3217  N.  W.  Yeon,  Portland  10, 


Ore. 


1 


I 
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remember 

the 

mastoid  scats? 


And  even  these  were  the  fortunate  ones,  despite 
the  fact  that  they  were  to  carry  a disfigurement  for 
life.  Many  died.  Particularly  if  meningitis 
had  set  in  before  surgery . . . 

You  see  very  few  mastoid  scars  around  today  — and, 
under  20  years  of  age,  they  are  almost  nonexistent. 

But,  not  so  many  years  ago  (1934)  it  was  a 
different  story : 

“No  case  of  acute  mastoiditis  shoidd  be  accepted 
for  insurance  unless  the  ear  has  healed  up  after 
operation  and  has  remained  so  for  at  least 
six  months.”* 

From  insurance  risk  to  a practically  unknown 
entity  in  medicine  is  quite  a record  for  the  relatively 
few  intervening  years  between  then  and  now.  The 
reasons  are  not  hard  to  come  by.  Diagnostic  techniques 


have  improved  enormously,  as  has  the  quality  of 
medical  education.  And,  we  submit,  so  has  the  quali 
of  the  medicines  which  have  become  available. 

Yet,  the  value  of  independent  drug  research  has 
been  seriously  challenged  — research  which  has 
produced  the  chemotherapeutic  compounds  which 
make  the  cure  of  mastoiditis  practically  a 
routine,  not  even  a worrisome,  procedure.  True, 
the  cost  may  run  as  high  as  $15.00.  Yet,  ask  the 
man  who  paid  $1,000.00  for  his  mastoid  scar  which 
he  would  have  preferred  — if  he  had  had  the  choice. 

*Asherson,  N.,  “Acute  Otitis  and  Mastoiditis  in  General  Practice,” 

H.  K.  Lewis  & Co.,  Ltd.,  London.  1934. 

This  message  is  brought  to  you  on  behalf  of  the 
producers  of  prescription  products.  A display  card 
this  ad  for  your  waiting  room  is  available.  Write : 


PHARMACEUTICAL  MANUFACTURERS  ASSOCIATION  * 1411  K STREET,  N.W.  • WASHINGTON,  D.C. 
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polmo  thn  h\/nQKor>ti\/Q  aqIqjol 


calms  the 


hyperactive 


colon 


IN' irritable  colon 
spastic  colon 
ulcerative  colitis 


RELIEVING  • pain  • cramps  • bloating 
propulsive  hypermotility/ diarrhea 
spastic  contractions/constipation 


Action  is  exerted  selectively  on  the  colon  with  less  effect 
on  other  viscera.  One  or  two  tablets  three  times  a day 
and  one  or  two  at  bedtime  usually  provide  prompt  relief. 
Begin  with  lower  dosage  and  adjust  according  to  response. 
CANTIL  with  phenobarbital  may  be  prescribed  if  seda- 
tion is  required. 


Dryness  of  the  mouth  or  blurring  of  vision  may  occur  but 
is  usually  mild  and  transitory.  Urinary  retention  is  rare. 
Caution  should  be  observed  in  prostatic  hypertrophy  — 
withhold  in  glaucoma. 


CANTIL 


(mepenzolate  bromide)  - 
Bottles  of  100  and  250. 


25  mg.  per  scored  tablet. 


CANTIL  WITH  PHENOBARBITAL 

containing  in  each  scored  tablet  16  mg.  phenobarbital 
(warning:  may  be  habit  forming)  and  25  mg. 
mepenzolate  bromide.  Bottles  of  100  and  250. 


(LAKESIDE  LABORATORIES,  INC. 

I I WAN  K F F 1 WI5;rnM.9IM 
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DEAN  K.  CRYSTAL,  M.D. 

President  - Washington  State  Medical  Association 


Members  of  the  Washington  State  Medical  Association:  One 
of  the  real  pleasures  accorded  to  a president  of  the  Washington 
State  Medical  Association  is  to  announce  the  annual  meeting  and 
to  urge  each  and  every  member  to  come  and  participate. 

This  year’s  format  is  one  in  which  the  committees  in  charge 
have  attempted  to  emphasize  practical  clinical  discussions  and  at 
the  same  time  to  bring  out  the  scientific  developments  which  have 
occurred  within  Washington  State  in  the  recent  past.  Every  effort 
has  been  made  to  preserve  the  best  features  of  previous  programs 
and  to  innovate  only  to  the  extent  of  capitalizing  on  the  lessons 
which  have  been  learned  before. 

There  are  some  changes  that  we  hope  will  be  approved  by  the 
members.  Budgetary  considerations  have  compelled  us  to  eliminate 
some  of  the  pleasant  accessory  functions  that  usually  attend  the 
annual  meeting.  Their  elimination  has  not  in  any  way  diminished 
the  quality  of  our  scientific  endeavor. 

The  annual  meeting,  of  course,  also  is  the  time  when  every 
doctor  in  the  State  of  Washington  has  access  to  the  ears  and 
to  the  minds  of  all  the  other  doctors  in  the  State.  This  is  the  time 
when  he  who  feels  that  he  would  like  to  speak  out  on  matters  of 
importance  to  all  of  us  can  do  just  that.  Reference  committees  of 
The  House  of  Delegates  may  be  addressed  by  any  member  and 
all  members  are  invited  to  audit  all  sessions  of  the  House. 

Please  plan  to  come  to  the  meeting  which  will  be  held  in 
Seattle  September  15  through  the  18.  We  feel  certain  all  of  our 
member  physicians  and  their  families  will  find  the  whole  experience 
enjoyable. 

Sincerely  yours. 
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EDWARD  ANNIS,  M.D. 

President  - American  Medical  Association 


Edward  R.  Annis,  Miami,  Florida,  was  installed  as  President 
of  the  American  Medical  Association  at  the  Annual  Meeting  at 
Atlantic  City  in  June,  1963. 

Dr.  Annis,  who  is  a surgeon,  served  as  chairman  of  the  AMA’s 
National  Speakers  Bureau  for  a year  prior  to  his  election.  He  has 
won  prominence  as  a speaker  and  debater,  appearing  on  nationally 
televised  programs  such  as  “Your  Doctor  Reports,”  the  AMA’s 
nationally  televised  program  on  May  21,  1962. 

He  was  born  in  Detroit,  March  27,  1913.  He  was  graduated 
from  the  University  of  Detroit  with  a BS  degree  in  1933.  Five 
years  later  he  earned  his  MD  degree  from  Marquette  University 
School  of  Medicine  and  began  his  medical  practice  in  Tallahassee, 
Florida.  In  1948  he  moved  to  Miami  where  for  10  years  he  was  chief 
of  the  Department  of  General  Surgery  at  Mercy  Hospital. 

For  several  years  he  has  served  as  a director  of  the  family 
service  and  senior  citizens  division  of  the  Welfare  Planning  Council 
of  Miami.  He  is  chairman  of  the  Florida  State  Medical  Association’s 
Legislative  Committee  and  an  active  member  of  Kiwanis  and  the 
Dade  County  Chamber  of  Commerce,  serving  on  the  latter’s  political 
action  committee. 

In  1958  Dr.  Annis  was  awarded  the  Brotherhood  Medal  of  the 
National  Conference  of  Christians  and  Jews.  In  1961  the  Florida 
State  Medical  Association  gave  him  the  first  annual  J.  H.  Robins 
Company  award  for  “Outstanding  Community  Service  by  a Phy- 
sician.” 

Dr.  Annis  is  married  to  the  former  Betty  McCue  Starck.  They 
have  eight  children,  four  boys  and  four  girls,  ranging  in  age  from 
4 to  20  years. 
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JOHN'  L.  BAKKE,  M.D. 


The  WSMA  over  the  past  three  to  four  years  has  received  many  compli- 
ments on  the  high  caliber  of  its  scientific  program,  presented  during  the 
Annual  Meeting.  Your  Scientific  Program  Committee  has  endeavored  to  main- 
tain this  high  quality,  hut  also  has  planned  an  experiment  in  an  effort  to 
eliminate  the  conflict  of  having  too  many  good  papers  presented  at  the  same 
time  on  various  competing  programs.  To  accomplish  this,  you  will  see  we 
have  markedly  reduced  the  number  of  simultaneous  sessions. 

We  have  introduced  the  Conjoint  Session,  hoping  this  would  have  broad 
appeal.  Condjining  several  specialties  and  utilizing  both  prominent  guest 
and  local  speakers,  only  two  competing  sessions  have  been  scheduled  for  each 
morning  of  the  three  day  scientific  program.  Each  session  will  devote  the 
entire  period  to  exploring  a single  topic  and  plans  to  provoke  panel  discussion 
ami  participation  from  the  audience. 

The  more  usual  specialty  sessions  in  Internal  Medicine,  Pediatrics,  Psy- 
chiatry, Surgery,  Ob-Gyn  and  E.X.T.  will  be  held  Monday  afternoon  and  in 
some  instances  go  over  into  a second  afternoon.  The  opthalmologists  have 
retained  their  usual  morning  meetings,  hotcever.  These  sessions  will  attempt 
to  present  brief  reports  on  new  research,  directed  to  the  specialty  audience. 

A “General  Medical-Surgical  Review  of  What’s  Xew’’  will  fill  the  pro- 
gram on  Tuesday  and  Wednesday  afternoons.  These  sessions  are  to  he  of 
general  and  practical  interest,  and  will  include  critical  reviews  as  well  as 
new  findings,  and  will  feature  several  of  the  eminent  guest  speakers. 

The  only  presentations  competing  with  these  sessions  will  be  medical 
television  on  Tuesday  and  notcicorthy  medical  movies  on  Wednesday.  We 
hope  this  experiment  in  programming  meets  with  the  members’  approval. 

John  L.  Bakkc,  M.D.,  Chairman 
Scientific  Program  Committee 
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R.  B.  GREENBLAT,  M.D. 


BRUCE  D.  GRAHAM,  M.D. 


THOMAS  DETRE,  M.D. 
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R.  W.  WEILERSTEIN,  M.D. 
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VERNON  KNIGHT,  M.D. 


MARVIN  SLEISENGER,  M.D. 
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Radioisotope  screening 


|One  of  the  many  differences  between  whole  root 

and  Squibb  Standardized  Whole  Root  Rauwolfia  Serpentina 


The  whole  root  Rauwolfia  serpentina  used  by  Squibb  for 
Raudixin  [Rauwolfia  Serpentina  Tablets]  is  screened  with 
radioisotopes  to  test  purity  and  uniformity,  in  just  one  of  a 
battery  of  tests  and  assays.  These  assure  your  patient  the 
:otal  activity  of  the  whole  root  and  make  your  therapeutic 
esults  more  predictable. 

In  clinical  terms,  the  result  of  this  intensive  testing  is  seen 
|n  Ruggieri's  recent,  long-term  study.*  Here,  Raudixin 
! Rauwolfia  Serpentina  Tablets]  was  consistently  effective.  In  a 
I’roup  of  27  hypertensive  patients  treated  for  from  3 to  8 years, 
|i5  patients  showed  ‘‘normal"  pressure  readings  and  8 showed 
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Idaho  State  Medical  Association — 364  sonna  building,  Boise,  Idaho 

PRESIDENT  Paul  B.  Heustoti,  M.D.,  Twin  Falls 

SECRETARY  A.  Cuftis  Joncs,  M.D.,  Boise 

EXECUTIVE  SECRETARY  Mr.  A.  L.  Bird,  Boise 

annual  meeting  June  17-20,  1964,  Sun  Valley 


Sun  Valley  -- 1963 


Idaho’s  well  known  formula  was  given  a few  new 
ingredients  this  year  and  the  result  was  received 
warmly  by  ever\'one  except  the  weather  man.  For 
reasons  known  only  to  himself,  and  probably  not 
those  concerning  the  program,  he  produced  a white 
flurry  on  the  morning  of  the  final  day  of  the  session. 
Upon  close  examination  it  was  proven  to  consist  of 
genuine  Idaho  snow  but  with  a half  life  fairly  well 
exhausted  by  the  time  it  reached  the  giound.  The 
superb  meeting  was  unharmed. 


This  was  the  71st  annual  session,  at  Sun  Valley, 
June  26-29.  In  spite  of  loss  of  the  last  half  of  the 
Formula,  the  meeting  surpassed  all  its  predecessors 
in  interest  and  value.  It  also  broke  all  records  for 
attendance.  One-fourth  of  those  registered  were 
from  outside  the  state. 

Those  who  missed  the  scientific  lectures  missed 
the  best  postgraduate  educational  session  ever  con- 
ducted by  the  Idaho  State  Medical  Association.  It 
was  best  in  quality  as  well  as  in  quantity.  The  ses- 


The  Trail  Creek  Party  was  blessed  with  a warm,  sunny  evening,  excellent  food,  and  delightful  friendliness. 
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sions  continued  through  the  afternoon  rather  than 
through  the  forenoon  only  as  in  recent  years.  Ten 
guest  speakers  discussed  subjects  ranging  from 
virus  disease,  femoral  fractures  in  children  and 
chemotherapy  of  solid  tumors  to  space  medicine 
and  selection  of  patients  for  heart  surgery.  Subjects 
were  well  chosen  to  cover  almost  every  field  of 
medicine  and  speakers  were  well  chosen  to  present 
them.  Idaho  has  followed  the  practice  of  re-inviting 
those  who  have  made  outstanding  presentations  at 
former  meetings.  The  meeting  was  enriched  this 
year  by  several  who  had  been  favorably  received 
before. 

Norman  A.  Welch,  of  Boston,  billed  as  the  Speaker 
of  the  House  of  Delegates  of  the  American  Medical 
Association,  came  as  the  AMA  President-Elect.  He 
had  been  elected  to  that  office  only  the  week  before, 
at  Atlantic  City.  He  had  been  Speaker  since  1959. 
Dr.  Welch  discussed  many  important  problems  fac- 
ing the  profession.  His  address  will  be  published 
in  a forthcoming  issue  of  this  journal. 

Business  of  the  House  of  Delegates  was  handled 
smoothly  and  efficiently  due  to  well  organized  efforts 
of  the  executive  staff  and  the  quiet  guidance  of 
President  Manley  Shaw. 

Paul  B.  Heuston  was  installed  as  President  and 
Corwin  E.  Groom  is  President-Elect.  A.  Curtis 
Jones  was  re-elected  as  Secretary-Treasurer.  Coun- 
cilors are  John  M.  Ayers,  Moscow;  William  B. 
Jewell,  Emmett;  James  B.  Kircher,  Burley;  and  O. 
D.  Hoffman,  Rexburg.  AMA  Delegate  is  Alexander 
Barclay,  Coeur  d’Alene,  Alternate  Delegate  is  Don- 
ald K.  Worden,  Lewiston,  and  Trustee  to  Northwest 
Medicine  is  William  T.  Wood,  Coeur  d’Alene. 

He's  photogenic— even  going  away 

Our  boys  do  get  around— Did  you  happen  to  notice 
the  bicycle  rider  on  Page  62  of  the  July  19  issue  of 
Medical  World  News,  Special  A.M.A.  Convention 
Issue?  It’s  none  other  than  Idaho’s  Delegate, 
Alexander  Barclay,  Coeur  d’Alene.  Donald  K.  Word- 


incoming President,  Paul  B.  Heuston,  was  given  a large 
economy  size  identification  tag.  It  carried  information 
presumed  to  be  useful  should  he  repeat  the  accident  giving 
him  a spiral  tibial  fracture  while  attending  a meeting  of 
Officers  and  Councilors  at  Sun  Valley  in  May. 


Norman  A.  Welch,  M.D.,  Boston,  President-Elect  of  the 
American  Medical  Association  and  Mrs.  C.  Rodney  Stoltz, 
Watertown,  South  Dakota,  President  of  the  Woman’s 
Auxiliary  to  the  American  Medical  Association. 


en.  Alternate  Delegate,  drew  an  old  bike  and  was 
bringing  up  the  rear. 


Rehab  director  retires 


Mr.  Milo  T.  Means,  Boise,  who  has  served,  as 
Director  of  Idaho’s  Vocational  Rehabilitation  Serv- 
ice for  34  years,  has  retired  and  Mr.  Lloyd  H.  Young, 
Boise,  has  been  named  to  succeed  him. 

For  many  years  Mr.  Young  has  been  Supervisor 
of  the  Disability  Determination  Section  of  Voca- 
tional Rehabilitation  Service.  Mr.  Means  will  con- 
tinue as  Case  Serviee  Supervisor. 


Executive  Secretary,  Mr.  Armand  Bird,  was  the  very  much 
surprised  recipient  of  the  travelling  cuspidor,  traditional, 
playful,  but  sincere  token  of  esteem. 
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Resolutions  Adopted  at  Sun  Valley 


During  the  71st  annual  meeting  at  Sun  \'alley, 
the  House  of  Delegates  adopted  the  following  reso- 
lutions: 

Resolution  No.  "A" 

^^’HEREAS,  the  scientific,  social  and  economic 
problems  of  the  medical  professions  of  the  Rocky 
Mountain  States  are  common  to  each  of  these  states 
and  should  be  made  the  subject  of  a joint  meeting 
of  the  medical  societies  of  these  states;  and 

M’HEREAS,  the  Idaho  State  Medical  Association 
desires  to  join  with  the  medical  societies  of  Colorado, 
Montana,  Nevada,  New  Mexico,  Utah  and  Wyoming, 
in  causing  the  formation  and  maintenance  of  the 
Rocky  Mountain  Medical  Conference;  therefore  be  it 

RESOLVED,  by  the  House  of  Delegates  of  the 
Idaho  State  Medical  Association: 

1.  That  the  President  is  hereby  instructed  to  ap- 
point what  shall  hereafter  be  a continuing  special 
committee  to  be  known  as  the  Rocky  Mountain  Med- 
ical Conference  Committee,  to  consist  of  five  mem- 
bers serving  terms  so  arranged  that  the  term  of  one 
member  of  the  Committee  shall  expire  each  year. 

2.  That  the  said  Committee  is  hereby  authorized 
to  represent  the  Idaho  State  Medical  Association  in 
all  matters  pertaining  to  the  planning,  conduct,  and 
management  of  a biennial  joint  meeting  of  the  med- 
ical societies  of  the  Rocky  Mountain  states,  without 
however,  authority  to  commit  funds  of  the  Idaho 
State  Medical  Association  unless  specifically  granted 
appropriations  therefore  by  the  Council  of  this 
Association; 

3.  That  the  guiding  principles  of  the  Rocky  Moun- 
tain Medical  Conference  as  published  in  its  Official 
Programs  for  its  1937  and  1939  biennial  meetings 
shall  be  adhered  to  by  this  Association  by  the  said 
committee  and  by  this  Association  as  a whole  when- 
ever a meeting  of  the  said  conference  shall  be  con- 
ducted under  the  auspices  of  this  Association,  and 

4.  That  participation  in  the  Rocky  Mountain  Med- 
ical Conference  shall  not  be  construed  to  deny  at- 
tendance upon  meetings  of  the  Conference  by  any 
doctor  not  a member  of  this  Association. 

(The  next  meeting  of  the  Rocky  Mountain  Med- 
ical Conference  will  be  held  in  conjunction  with  the 
Nevada  State  Medical  Association’s  Annual  Meet- 
ing in  Las  Vegas,  Oct.  31-Nov.  2,  1963.) 

Resolution  No.  "B" 

W'HEREAS,  it  has  been  established  scientifically 
by  numerous  investigators  widely  separated  and 
working  independently,  that  a direct  relationship 
exists  between  the  use  of  cigarettes  and  the  incidence 


of  lung  cancer,  emphysema,  as  well  as  certain  types 
of  heart  disease,  and 

WHEREAS,  the  incidence  increase  in  the  above 
noted  diseases  is  truly  alarming,  and  may  well  in 
the  period  of  the  next  decade  take  its  place  as  the 
greatest  health  hazard  facing  the  American  people, 
statisticians  predict  an  increase  of  from  the  present 
40  to  possibly  80  deaths  per  hundred  thousand 
population  each  year  from  lung  cancer  alone,  and 

WHEREAS,  only  five  per  cent  of  lung  cancer 
cases  are  operable  when  diagnosed  due  to  its  inher- 
ent and  peculiar  habit  of  early  metastasis  which  may 
sometimes  usher  in  the  symptoms  of  its  presence 
thus  prev'ention  is  of  utmost  importance  if  a very 
significant  segment  of  our  population  is  to  be  spared 
its  ravages,  and 

WHEREAS,  the  tobacco  industry  through  the  use 
of  an  elaborate  and  expensive  advertising  program 
attempts,  and  too  often  successfully,  to  present 
cigarette  smoking  to  young  adults  in  particular  as  a 
sophisticated  and  adult  pattern  of  behavior,  and 

M'HEREAS,  in  so  doing  the  dangers  of  the  cigar- 
ette habit  are  not  mentioned  and  in  some  printed  ad- 
vertising are  minimized,  rejected  or  even  denied; 
therefore  be  it 

RESOL\'ED,  that  this  House  of  Delegates  of  the 
Idaho  State  Medical  Association  urge  the  local 
medical  societies  to  initiate  a program  of  dissemina- 
tion of  information  concerning  the  harmful  effects 
of  tobacco  on  all  body  systems  in  cooperation  with 
existing  health  organizations. 

Resolution  No.  "C" 

WHEREAS,  the  Idaho  State  Medical  Association 
has  advocated  the  formation  of  a physician  sponsored 
prepaid  medical  service  plan  for  Southern  Idaho, 
and 

WHEREAS,  the  South  Idaho  Medical  Service 
Bureau,  Inc.,  has  been  created  and  is  making  every 
effort  to  establish  such  a plan,  and 

WHEREAS,  it  is  the  principal  of  such  a plan  to 
provide  physicians’  services  on  a fee  for  service 
basis,  and 

M'HEREAS,  those  services  provided  by  patholo- 
gists, radiologists,  anesthesiologists,  cardiologists  and 
physiatrists  are  medical  services  and  not  hospital 
services  and  have  been  clearly  so  designated  by  the 
American  Medical  Association,  and 

W’HEREAS,  in  an  Idaho  Attorney  General’s  opin- 
ion of  26  May,  1954,  the  performance  of  such  med- 
ical services  by  a hospital  or  other  lay  body  is  con- 
sidered to  be  illegal  under  the  statutes  of  the  State 
of  Idaho;  therefore  be  it 
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RESOLVED,  that  the  House  of  Delegates  of  the 
Idaho  State  Medical  Association  indicates  its  agree- 
ment with  the  principal  that  the  services  of  such 
physicians  are  medical  services  and  recommend  to 
the  Board  of  Directors  of  the  South  Idaho  Medical 
Service  Bureau,  Inc.,  that  such  services  be  covered 
in  policies  written  by  this  corporation  and  recom- 
mend that  the  officers  and  Board  of  this  corporation 
make  every  effort  to  see  that  such  medical  services 
are  no  longer  covered  in  hospital  service  policies. 

(This  resolution  will  be  considered  by  the  Board 
of  Directors  of  the  South  Idaho  Medical  Service 
Bureau,  Inc.,  at  their  next  meeting.) 

Medical  aspects  of  sports 

In  adopting  the  Report  of  the  Reference  Com- 
mittee on  Miscellaneous  Business,  the  House  of  Dele- 
gates had  its  attention  called  to  the  report  of  the 
Association’s  Medical  Aspects  of  Sports  Committee, 
Dr.  John  F.  Stecher,  Caldwell,  Chairman. 

1.  That  physical  examination  cards  for  high  school 
sports  have  been  changed  so  that  a medical  doctor 


is  not  required  to  perform  the  physical  examination 
of  the  students. 

2.  Chiropractors,  osteophaths  and  chiropodists 
have  been  acting  as  “team  physicians”  in  many  areas 
of  the  state. 

3.  There  has  been  some  difficulty  obtaining  med- 
ical doctors  cooperation  in  high  school  athletic  pro- 
grams throughout  the  state. 

The  final  portion  of  the  report  of  the  Reference 
Committee  said; 

“Your  Committee  respectfully  recommends  that 
each  component  medical  society  form  a Sports  Com- 
mittee. That  the  committee  consist  of  at  least  one 
representative  physician  from  each  community 
within  the  area  of  the  society.  That  the  function  of 
the  committee  be  to  formulate  a sound  medical  pro- 
gram within  the  area  and  to  establish  liaison  with 
each  school  district  to  help  coordinate  this  program 
with  all  athletic  departments.” 

The  report  of  the  Reference  Committee  on  Miscel- 
laneous Business,  including  the  above  recommenda- 
tion was  unanimously  adopted. 


Northwest  regional  meeting.  Academy  of  General  Practice 


A well  balanced  program  of  postgraduate  edu- 
cation has  been  arranged  for  the  scientific  session 
of  the  Northwest  Regional  Academies  of  General 
Practice.  This  is  a combined  meeting  of  the  state 
general  practice  groups  from  Oregon,  Washington, 
Idaho,  and  Montana.  Category  1 credit  will  be 
granted  to  members  but  all  physicians  are  invited. 
A fly-in  for  members  of  the  Flying  Physicians  As- 
sociation will  be  held  at  the  same  time. 

The  meeting  will  be  held  September  19-21,  in 
Idaho  Falls,  at  Stardust  Motel. 

The  program  follows: 

Thursday,  September  19 

9:1.5  Reduction  Mammaplasty  for  Pendulous 
Breasts 

Philip  Tharek,  M.D. 

10:00  Oral  Progestins;  Their  Actions  and  Use 

C.  Alvin  Paulsen,  M.D. 

11:00  Recess 

11:15  Epidemic  Influenza-Epidemiology,  Path- 
ology, Prevention  and  Treatment 

Clayton  G.  Loosli,  M.D. 
1:30  Recognition  and  Care  of  Psychiatric  Emer- 
gencies 

James  S.  Cheatham,  M.D. 
2:30  Accident  Proneness  in  Athletics 

Joseph  P.  Dolan,  Ph.D. 

3:30  Recess 

3:4.5  Only  an  Appendix 

Philip  Thorek,  M.D. 
Friday,  September  20 

9:00  The  Problem  of  Delayed  Puberty  and  Hypo- 


gonadotropic  Eunuchoidism 

C.  Alvin  Paulsen,  M.D. 

10:00  Acute  Abdominal  Injuries 

Philip  Thorek,  M.D. 

11:00  Recess 

11:15  The  Chemotherapy  of  Leukemia  and  Lym- 
phoma 

G.  E.  Cartwright,  M.D. 

1:30  Newer  Respiratory  Disease  Viruses  in 
Children  and  Adults 

Clayton  G.  Loosli,  M.D. 

2:30  Mental  Depression— A Clinical  Masquerade 
James  S.  Cheatham,  M.D. 

3:30  Recess 

3:4.5  Common  Problems  in  the  Diagnosis  and 
Therapy  of  Anemia 

G.  E.  Cartwright,  M.D. 

4:45  Strapping  Foot,  Ankle  and  Knee  Where 
Fractures  are  not  Involved 

Joseph  P.  Dolan,  Ph.D. 

7:30  Banquet  at  Topper  Restaurant  — Speaker: 
Philip  Thorek,  M.D.  “Food  for  Thought” 

Saturday,  September  21 

9:00  Drug  Induced  Hematologic  Disorders 

G.  E.  Cartwright,  M.D. 

10:00  The  Primary  Atypical  Pneumonias— Etiology 
Prevention  and  Treatment 

Clayton  G.  Loosli,  M.D. 

11:00  Recess 

11:1.5  New  Concepts  Concerning  Klinefelter’s 
Syndrome 

C.  Alvin  Paulsen,  M.D. 
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State  Board  of  Medicine  Section 


The  regular  meeting  of  the  State  Board  of  Medi- 
cine was  held  in  Boise,  July  8,  9,  10.  Board  mem- 
bers attending  the  session  included  S.  M.  Poin- 
dexter, Boise,  Chairman;  Wray  Wilson,  Coeur 
d’Alene,  \’ice-Chairman;  John  E.  Comstock,  Poca- 
tello; Charles  E.  Kerrick,  Caldwell;  Charles  A.  Ter- 
hune,  Burley,  and  James  S.  Newton,  Lewiston. 

Four  physicians  successfully  passed  the  written 
examination  of  the  State  Board  of  Medicine  and 
were  granted  Idaho  licensure.  They  were: 

Enoch  G.  Dangerfield,  Salt  Lake  City.  Graduate 
University  of  Utah  College  of  Medicine,  June,  1961. 
Internship  Swedish  Hospital,  Seattle,  Wash.,  1961- 
62. 

Leslie  Paul  Youngs,  Troy.  Graduate  Loma  Linda 
Universitx’  School  of  Medicine,  Los  Angeles,  June, 
1962.  Internship  Portland  Sanitarium  and  Hospital, 
Portland,  Ore.,  1962-63. 

M’.  C.  Kurowski,  Orofino.  Graduate  UniversiW  of 
W arsaw,  Warsaw,  Poland,  December,  1927.  Intern- 
ship St.  Joseph’s  Hospital  and  Civic  Hospital,  Peter- 
borough, Quebec,  1959-60.  (Certified  by  the  Edu- 
cational Council  for  Foreign  Medical  Graduates.) 

Harold  A.  J.  W’iedmann,  Twin  Falls.  Graduate 
Leopold-Franzens  University,  Innsbruck,  Austria, 
February’,  1951.  Internship  University  Hospitals, 
Innsbruck,  1951-52.  (Gertified  by  the  Educational 
Council  for  Foreign  Medical  Graduates.) 

SLx  physicians  who  had  been  gianted  temporary 
licenses  since  the  January  1963,  session  of  the  Board 
received  permanent  licensure.  They  were: 

John  M.  Kissane,  Pocatello;  Jack  D.  Noyes,  Moun- 
tain Home;  Conlyn  J.  Cederblom,  Coeur  d’Alene; 
M’alter  F.  Loomis,  Ogden;  M'illiam  H.  James,  Coun- 
cil, and  John  S.  Broz,  Twin  Falls. 

Eight  physicians  were  granted  licensure  without 
written  examination  on  the  basis  of  endorsement  by 
states  maintaining  standards  comparable  to  Idaho  or 
through  endorsement  by  the  National  Board  of  Med- 
ical Examiners.  They  were: 

Howard  H.  Steel,  Philadelphia  (Idaho  Falls). 
Graduate  Temple  University  School  of  Medicine, 
Philadelphia,  1945.  Internship  Temple  University' 
Hospitals,  Philadelphia,  1945-46,  orthopedics. 

Charles  Beghtol,  Orofino.  Graduate  University 
of  Nebraska  Gollege  of  Medicine,  Omaha,  1962.  In- 
ternship Broadlawns  Polk  Gounty  Hospital,  Des 
Moines,  Iowa,  1962-63,  general  practice. 

Robert  K.  Borron,  Nampa.  Graduate  University 
of  Oklahoma  School  of  Medicine,  Oklahoma  City', 
1959.  Internship  St.  Anthony  Hospital,  Oklahoma 
City',  1959-60,  obstetrics-gynecology'. 

John  S.  Dunlop,  Clarkston,  Washington.  Gradu- 
ate University  of  Illinois  College  of  Medicine,  Chica- 
go, 1955.  Internship  Pierce  County  Hospital,  Ta- 
coma, M’ashington,  1955-56,  obstetrics-gy'necology'. 


George  G.  Hales,  Blackfoot.  Graduate  University' 
of  Cincinnati  College  of  Medicine,  Cincinnati,  Ohio. 
Internship  L.D.S.  Hospital,  Salt  Lake  City,  Utah, 
1962-63,  general  practice. 

Ly'man  B.  Knutson,  Idaho  Falls.  Graduate  Uni- 
versity of  M'^ashington  School  of  Medicine,  Seattle, 
1960.  Internship  King  Gounty  Hospital,  Seattle, 
1961-62,  general  practice. 

La\’ar  M.  Withers,  Blackfoot.  Graduate  Temple 
University'  School  of  Medicine,  1962.  Internship 
L.D.S.  Hospital,  Salt  Lake  Gity',  Utah,  1962-63,  gen- 
eral practice. 

Norris  A.  Biggerstaff,  Potlatch.  Graduate  Bow- 
man Gray  School  of  Medicine  of  Wake  Forest  Gol- 
lege, M’inston-Salem,  North  Carolina,  1960.  Intern- 
ship Public  Health  Service  Hospital,  Staten  Island, 
N.Y.,  general  practice. 

Plans  for  activation  of  the  Physical  Therapy  Regis- 
tration Act,  passed  by  the  1963  Legislature,  were 
approved.  The  Board  designated  the  following  to 
serve  as  members  of  the  Physical  Therapy  Advisory' 
Committee:  Mr.  William  R.  Hull,  Pocatello,  one- 
year  term;  Mr.  Douglas  Raymond,  Idaho  Falls,  two- 
year  term,  and  Mr.  J.  Perry  Silver,  Boise,  three-y'ear 
term. 

The  Board  set  January,  1964,  as  the  date  for  full 
implementation  of  registration  of  physical  therapists 
in  Idaho. 

Three  Temporary  Licenses  have  been  granted 
since  the  regular  session  of  the  Board  in  July: 

Charles  K.  Brown,  Twin  Falls.  Graduate  Univer- 
sity of  Washington  School  of  Medicine,  June,  1952. 
Internship,  Swedish  Hospital,  Seattle,  July,  1953. 
Anesthesiology'  residency,  Santa  Clara  County  Hos- 
pital, San  Jose,  1959-61.  Granted  T.  L.  303,  July 
15,  1963,  anesthesiology'. 

Kim  O.  Johnson,  Idaho  Falls.  Graduate  Temple 
University'  School  of  Medicine,  Philadelphia,  June, 
1960.  Internship  U.S.  Public  Health  Service  Hos- 
pital, Brighton,  Mass.,  June,  1961.  General  Practice 
residency  U.S.P.H.S.  Hospital,  Norfolk,  \’a.,  June 
1961-63.  Granted  T.L.  304,  July'  26,  1963,  general 
practice. 

Eugene  M.  Baldeck,  Lewiston.  Graduate  Uni- 
versity of  W'ashington  School  of  Medicine,  June, 
1959.  Internship  King  County  Hospital,  Seattle, 
June,  1960.  Residency  in  Ophthalmology',  University' 
of  California  Medical  Center,  San  Francisco,  July 
1960-July  1963.  Granted  T.L.  No.  305,  July  29, 
1963,  ophthalmology. 

OBITUARY 

DR.  ORVILLE  M.XRTix  CL.xY,  84,  died  Julij  12  in  Narn- 
pa,  Idaho.  A graduate  of  the  Gross  Medical  College 
of  Denver  in  1902,  he  practiced  in  Tacoma  and  Gig 
Harbor  for  39  years  prior  to  his  retirement  in  1958. 
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For  over 


ISOIYTE  M 


‘^^enonco  Solution 


5%  DEXTROSE 


**"i«  iii(  (imoiii  > t**’’ 


'2  A3A073' 


Patients 


Meets  Maintenance  Needs  for 


Water  and  Electrolytes. 


Contraindications:  Hyperpotas- 
semia,  severe  renal  disease, 
adrenal  insufficiency,  hypopara- 
thyroidism.  Use  cautiously  in 
sodium-retaining  patients. 


\ 


\ 


ANY 


QUESTIONS? 

Not  with  the  Baxter  parenteral  system.  The 
latex  membrane  has  only  one  “dimple,”  one  obvi- 
ous place  to  add  medication  before  administra- 
tion. No  more  dislodged  air  tubes  or  wasted 
medication. 

This  simplicity  of  design  is  typical  of  all  aspects 
of  the  Baxter  system.  It  is  one  more  reason  why 
we  say  that  “the  difference  is  medical  engineer- 
ing.” Medical  engineering  recognizes  that  sim- 
plicity of  operation  reduces  the  possibility  of 
error  at  your  patient’s  bedside.  Medical  engi- 
neering gives  you  . . . 

SAFETY  THROUGH  SIMPLICITY 


pain 

swelling 
infection 
of  hemorrhoids 

effectively  relieved 

with  new  formula 

PNS* 

suppositories 


Each  suppository  contains: 

Pontocaine®  (brand  of  tetracaine)  HCI  . . . 10  mg. 

Neo-Synephrine®  (brand  of  phenylephrine)  HCI  5 mg. 

Neomycin  (as  neomycin  sulfate) 5 mg. 

Superinone®  (brand  of  tyloxapol) 25  mg. 

Bismuth  subcarbonate 100  mg. 

Sodium  propionate 100  mg. 


Suppository  base  contains  fractionated  coconut  oil. 
PNS  Suppositories  contain  Pontocaine  (tetracaine  — 
Winthrop)  for  long-acting,  nonirritating  anesthesia, 
Neo-Synephrine  (phenylephrine  - Winthrop)  for 
dependable  decongestion,  neomycin  for  broad-spectrum 
anti-infective  action  and  Superinone 
(tyloxapol  - Winthrop)  for  its  spreading  effect. 


Tolerance:  PNS  Suppositories  are  generally 
very  well  tolerated.  Slight  burning,  lasting 
a minute  or  two,  has  occurred  in  a few  instances. 
However,  should  evidence  of  sensitivity  appear, 
use  of  the  suppository  should  be  discontinued. 

Directions:  Insert  1 suppository  rectally  after 
each  bowel  movement  and  on  retiring. 

How  Supplied:  Boxes  of  12. 


Imnfhrop 

Winthrop  Laboratories 
New  York,  N.  Y. 


1814M 


} 


i 


urine 

tests 


as 

basic 


your 

stethoscope 


oacetest' 

urme  ketonts 

Q clinitest' 

urine  sugar 

Oictotest 


albustix' 


urme  protein 


clinistix’ 

urine  glucose 

hemastix’ 

hematuria  { hemoglobinuria 

ketostix'  „ 

urine  ketones  li 

phenistix' 

JU  urine  phenylketones 


Ames  products  are  available 
through  your  regular  supplier. 
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ragweed, 
crabgrass, 
pigweed, 
cocklebur, 
tumbleweed, 
russian  thistle, 
marsh  elder, 
salt  bush, 
burning  bush, 
sagebrush... 

whatever  the  hay  fever  comes 
from,  symptoms  go  away 
quickly  with  Pyribenzamine 


(tripelennamine  hydrochloride) 


Tablets,  50  mg.  and  25  mg. 

Lontabs®  (long-acting  tablets  CIBA), 

100  mg.  and  50  mg. 

Elixir,  30  mg.  Pyribenzamine®  citrate 
(tripelennamine  citrate  CIBA)  per  4-ml. 
teaspoon  (equivalent  to  20  mg. 
tripelennamine  hydrochloride). 

Expectorant  with  Ephedrine,  30  mg. 
tripelennamine  citrate,  10  mg.  ephedrine 
sulfate,  and  80  mg.  ammonium  chloride  per 
4-ml.  teaspoon. 

Expectorant  with  Codeine  and  Ephedrine, 


Side  effects:  Drowsiness,  gastric 
discomfort,  nausea,  dryness  of  mouth, 
vertigo. 


Cream,  2®/o  (water-washable  base). 

Caution:  Give  hypnotics  and  sedatives 
cautiously  with  tripelennamine. 


30  mg.  tripelennamine  citrate,  8 mg. 
codeine  phosphate,  10  mg.  ephedrine 
sulfate,  and  80  mg.  ammonium  chloride 
per  4-ml.  teaspoon.  Exempt  narcotic. 


Ointment,  2®/o  (petrolatum  base). 


Pyribenzamine®  hydrochloride 


CIBA 


(tripelennamine  hydrochloride  CIBA) 
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GENTLE 


PREVENTATIVE  CLEANSING 


HEXAPHENE 


skin 

cleanser 


contains  5%  Hexachloronhene  ylus  emollient  additives 


Use  gentle,  effective*  Hexaphene  for  general  personal  hygiene. 
You’ll  find  it  suds  better  and  is  kinder  to  your  hands.  Prevents  cross  infections, 
diaper  rash  and  cradle  cap.  Enhances  therapy  for  burns,  acne  and  impetigo. 


* Bacteriological  tests  using  a 2-fotd  agar  serial  dilution 
technique  demonstrated  a complete  inhibition  of 
Staphylococcus  aureus  at  a product  dilution  of  1-32,000. 


RABIN  ^ WINTERS 

corporation 

700  North  Sepulveda  Blvd.,  El  Segundo,  California 


16  oz.  and  1 gal.  plastic  dispensers 


Before  Duffy  could  pitch  a strike 


. . . vertigo  struck  him. 


The  team  doctor  gave  him  Antivert. 


Antivert  stopped  the  vertigo. . . 


MODERATE  TO  COMPLETE  RELIEF  OF 
SYMPTOMS  IN  9 OUT  OF  10  PATIENTS* 

Antivert  combines  meclizine  HCI,  an 
outstanding  drug  for  treatment  of 
vestibular  dysfunction,  with  nicotinic 
acid,  a drug  of  choice  for  prompt 
vasodilation.  Side  reactions,  usually 
only  flushing  and  tingling,  are  short- 
lived and  considered  coincidental  to 
vasodilation  produced  by  nicotinic  acid. 
As  with  all  vasodilators,  Antivert  is 
contraindicated  in  severe  hypotension 
and  hemorrhage.  For  complete  pre- 
scription information,  consult  product 
brochure.  Prescribe  Antivert  for 
your  patients  with  vertigo,  Meniere’s 
syndrome  and  allied  disorders. 

*Scal,  J.  C.:  Eye  Ear  Nose  & Throat  Month. 
38:738  (Sept.)  1959. 

Antivert' 
stops  vertigo 

...and  for  your  geriatric  patients: 

NEOBON^ 

See  Physicians’  Desk  Reference 
for  prescription  information. 


New  York  17,  N.  Y. 

Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World's  Well-Being® 


but  Antivert  can't  stop  everything. 
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PROFESSIONAL  classified 


Practice  Opportunities 

MEDICAL  DENTAL  PERSONNEL 

Associate  positions  desired  in  obstetrics,  internal 
medicine  and  general  practice,  Seattle  and  Everett 
areas.  508  Medical-Dental  Building,  Seattle,  Wash., 
MU  2-0.545. 


GP  OPPORTUNITY  CENTRAL  WASHINGTON 

GP  to  take  over  practice  in  rapidly  growing  town 
in  Columbia  Basin.  Large  office,  well  equipped, 
air  conditioned.  Easy  terms  on  equipment,  through 
local  bank.  Reasonable  rent.  Only  18  min.  to  50 
bed  accredited  hospital.  Write  Chamber  of  Com- 
merce, \\’arden.  Wash.,  or  call  collect  FI  9-2364 
or  FI  9-2327. 


ALLIED  PERSONNEL  OFFICES,  INC. 

Our  recruiting,  screening  and  referral  services  can  be 
of  valuable  assistance  to  you  in  securing  the  med- 
ically trained  person  or  situation  you  desire.  Seattle 
offices  247  Logan  Bldg.,  MA.  4-4793,  Everett  office, 
703  Medical  Dental  Bldg.,  AL.  2-3157. 


GP  OPPORTUNITY  EASTERN  WASHINGTON 

.\ctive  general  practice,  income  above  national  aver- 
age. W ill  sell  for  value  of  equipment,  furnishings 
and  supplies.  Terms  to  suit.  Complete  equipment 
includes  .\-ray,  EKG,  ultrasound.  Rented  office  just 
redecorated.  Will  introduce.  Write  Box  2A,  North- 
vv’est  Medicine,  500  Wall  St.,  Seattle,  Wash. 


GP  DESIRES  RELOCATION 

Excellent  academic  background  and  9 years  experi- 
ence in  small  town  practice.  W’ishes  to  relocate  in 
Western  Washington,  preferably  as  associate  in 
established  practice.  Write  Box  1-A,  Northwest 
Medicine,  500  Wall  St.,  Seattle,  W’ash. 


LOCUM  TENENS  WANTED 

One  week  to  one  month.  Terms  to  be  arranged. 
Write  E.  F.  Leibold,  M.D.,  Box  368,  Forks,  W'ash. 


GP  FOR  SWEET  HOME,  ORE.  IMMEDIATELY 

General  practice  immediately  available  due  to  the 
death  of  physician;  excellent  opportunity;  80%  insur- 
ance claims.  Fully  equipped  office.  Terms  flexible. 
-Mr.  Charles  O.  Porter,  858  Pearl  St.,  Eugene,  Ore- 
gon. Phone  area  code  503,  342-1218. 


Locations  Desired 

GP  DESIRES  ASSOCIATION 

Prefer  association  with  established  GP  in  Oregon, 
beginning  July  1964.  Salarv-  with  possibility  of  part- 
nership. Write  F.  H.  Russell,  M.D.,  U.S.P.H.  Hos- 
pital, Seattle. 


GP  DESIRES  SALARIED  POSITION 

loung  GP  with  family  desires  location  in  W'estern 
Washington  or  Oregon.  Military  obligation  com- 
pleted. Licensed  in  W’ashington.  Write  Box  44-D, 
Northwest  Medicine,  500  W’all  St.,  Seattle,  Wash. 


Office  Space 

MEDICAL  OFFICE-BELLEVUE 

Sublease  9 months,  on  lease  for  longer  period.  Partly 
furnished  or  unfurnished.  Furnishings  may  be  pur- 
chased if  desired.  Established  medical-dental  build- 
ing near  center  of  business  area.  Phone  CL  4-2525. 


EYE  CLINIC-BURIEN 

Space  available  July  1 in  modern  Eye  Clinic  Build- 
ing for  three  ophthalmologists.  In  established  med- 
ical center  with  28  other  doctors,  dentists,  pharmacv’ 
and  optical  dispensary.  Write  Box  4002,  Seattle  99, 
Wash. 
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NORTHGATE  MEDICAL  CENTER-SEATUE 

Suite  now  available  for  one  or  two  physicians,  at 
10560  - 5th  N.E.  For  further  information,  contact 
i\lr.  George  Buck,  MU  2-3533. 

MEDICAL  SPACE-REDMOND,  WASH. 

Suite  of  1500  sq.  ft.  previously  occupied  by  2 physi- 
cians available  July  1.  Completion  of  the  new  Lake 
Washington  bridge  will  make  this  one  of  the  fastest 
growing  areas  in  the  Northwest.  Just  18  miles  east 
from  Seattle.  Contact  Mr.  Sam  Fisse,  522  Queen 
Anne  Ave.,  Seattle  9,  AT  4-1870,  eve  LA  2-0646. 


SNO-KING  AREA 

Applications  are  being  invited  for  space  in  a well- 
designed,  15-unit  building  soon  under  construction. 
Centrally  located;  2 blocks  from  Stevens  Memorial 
Hospital.  Address  inquiries  to  Director,  Tri-City 
Professional  Center,  143  - 5th  Ave.  North,  Edmonds, 
Wash.  Phone  PR  8-1151. 


MEDICAL  OFFICE  SPACE-NORTH  SPOKANE 

\5cinity  of  Northtown.  Air-conditioned.  Off-street 
parking.  Across  street  from  new  apt.  building,  3 
blocks  Holy  Family  Convalescent  Home  and  new 
150-bed  general  hospital.  Contact  William  K.  Nor- 
wood, D.D.S.,  W.  22  Central  Ave.,  Spokane  19, 
Wash. 


NEW  MEDICAL  OFFICE  INTERCITY  AREA-EVERETT 

Suite  available  for  physician  in  group  of  offices,  ar- 
ranged to  individual  specifications.  Will  finance. 
Write  or  call  Norman  Anderson,  Intercity  Medical 
Dental  Center,  91st  and  Hiway  99  South,  Everett, 
Wash.,  EL  3-2485. 


PROPOSED  BLDG.  FOR  PROFESSIONAL  PEOPLE 

New  building  to  be  built  to  your  requirements, 
Wallingford  District.  Completed  approximately  90 
days  after  commitments.  Drug  store  committed  for 
first  floor.  Professional  people  desired  for  second 
and  third  floors.  For  further  information  call  ME 
2-0536,  Seattle. 


MEDICAL  SPACE-SOUTHWEST  SEATTLE 

New  deluxe  air-conditioned  suites  available  now, 
in  beautiful  Seattle  suburban  area.  Close  to  hospitals. 
Locate  in  fastest  growing  school  district  in  the  state. 
Reasonable  rent.  MU  2-3750  or  eves  WE  7-4744, 
Seattle. 


MEDICAL  SPACE  FIRST-HILL  SEATTLE 

Suite  at  730  Broadway  now  available  for  one  or  more 
physicians.  For  further  information  call  Mr.  W.  C. 
Mahoney,  MA  2-0485,  Seattle. 


MEDICAL  SUITE— LYNNWOOD,  WASH. 

Suite  available  in  distinctive  medical  building,  ready 
for  immediate  occupancy.  Located  near  Stevens 
Memorial  Hospital.  Call  A.  S.  Stamey,  M.D.,  PR 
8-4611. 


Services 

PERISTALTIC  ENEMA  SERVICE 

Referred  cases.  Mary  E.  Stack,  R.N.,  offices  in 
Rhododendron  Building,  Room  102,  1006  Spring  St., 
Seattle,  Wash.  Call  MA  3-2971. 


Real  Estate 

SOUND  AND  MOUNTAIN-VIEW  RESIDENCE 

North  Beach  older  Cape  Cod  home,  excellent  con- 
dition. Must  see  to  appreciate.  $31,500.  SU  4-2160, 
Seattle. 


Equipment 

BIRTCHER  EKG 

1962  transistorized  portable.  Excellent  condition.  H. 
S.  Brown,  M.D.,  Spokane. 


Tacoma 

Electrophysics  Laboratory 

Electroencephalography 

Electromyography 

Stevens  Dimant,  M.D. 

Makcel  Malden,  M.D. 
Lorraine  Knitoson,  R.N. 

Puget  Sound  Medical  Building 
1104-06  South  4th  Street 
Tacoma  5,  Washington 
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DIRECTORY  OF  Aclvertisevs 


Ames  Company,  Inc. 

Basic  urine  tests  666 

Baxter,  Don,  Inc. 

Isohjte  Insert  663-664 

Brown  Pharmaceutical  Co.,  The 

Cerehro-Xicin  575 

Burroughs-Wellcome  & Company 

Xeosporin  568 
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581 
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Back  Cover 

Haack  Laboratories,  Inc. 
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643 

Xeosorh 
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Meetings 

AMA  .Annual — San  Francisco,  June  21- 
25,  1964,  New  York,  June  20-24, 

1965. 

AMA  Clinical— PorOand,  Dec.  1-4,  1963; 
Miami  Beach,  Nov.  29-Dec.  2,  1964. 

Idaho  State  Medical  Association — June 
17-20,  1964,  Sun  Valley. 

Northwest  Soc.  for  Clin.  Research — Jan. 
10-11,  1964,  Vancouver,  B.  C. 

Pres.,  Denys  K.  Ford,  Vancouver 
Sec.,  R.  E.  Beck,  Vancouver 

Oregon  State  Medical  Society — Sept.  25- 
28,  1963,  Portland. 

Washington  State  Medical  Association — 
Sept.  15-18,  1963,  Seattle. 

West  Coast  Allergy  Society,  Dec.  5-7, 
1963,  Las  Vegas,  Nevada 
Pres.,  M.  Coleman  Harris,  San  Fran- 
cisco 

Sec.,  James  E.  Stroh,  Seattle 


OREGON 


Ore.  Acad.  Ophth.  & Otolar. — Portland 
Aero  Clul^  4th  Tue.,  Sept.-May. 
Pres.,  M.  Harvey  Johnson.  Portland 
Sect.,  D.  W.  McDaniel,  The  Dalles 

Oregon  Dermatologic  Society — Portland 
2nd  Wednesday  (Nov.,  Jan. -Apr.) 
Pres.,  Sheldon  Walker,  Portland 
Sec.,  F.  A.  J.  Kingery,  Portland 

Oregon  Pathologists  Association — Port- 
land, 2nd  Wednesday  (Feb.,  Apr., 
Oct.,  Dec.) 

Pres.,  Terence  Cochran,  Portland 
Sec.,  K.  D.  McMilan,  Eugene 

Oregon  Radiological  Society — Univer- 
sity Club,  Portland,  2nd  Wednesday 
through  school  year 
Pres.,  L A.  Gay,  The  Dalles 
Sec.,  G.  R.  Satterw’hite,  Portland 

Ore.  Soc.  Obst.  & Gynec. — Portland, 
Park  Heathman,  3rd  Fri.  (Oct.,  Nov., 
Jan.,  May) 

Pres.,  W.  L.  Hartmann.  Portland 
Sec.,  T.  A.  Treanor,  Portland 


Lakeside  Laboratories 

Cantil  Insert  645-646 

Lilly,  Eli  and  Company 

Haldrone  588 

Mead  Johnson  Laboratories 

Vasodilan  569 
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572 

Roerig,  J.  B.  and  Company 

Antivert  669 

Atarax  578-579 

Sanborn  Company 

Model  300  Visette  ECG 

573 

SOCIETIES 


Oregon  State  Society  of  Anesthesiolo- 
gists— Portland.  3rd  Friday  (except 
June,  July,  Aug.) 

Pres.,  J.  A.  Siebs,  Eugene 
Sec.,  P.  E.  Schaff,  Portland 

Oregon  Urological  Society — Quarterly 
Meetings,  University  Club,  Portland 
Pres..  John  Hand.  Portland 
Sec.,  John  R.  Barr,  Portland 


Portland  Academy  of  Hypnosis  — 3rd 
Monday  (Sept.-May)  Congress  Hotel 
Pres.,  Arnold  Rustin 
Sec.,  Irl  Clarg 


Portland  Academy  of  Pediatrics — 1st 
Monday 

Pres.,  W.  M.  Clark.  Jr. 

Sec.,  J.  W.  Bussman 


Portland  Surgical  Society — last  Tuesday 
(Sept.-May),  UOMS  Library 
Pres.,  H.  Minor  Nichols 
Sec.,  H.  W.  Baker 


WASHINGTON 


Puget  Sd.  Acad.  Ophth.  & Oto. — 3rd 
Tues.  (Oct.-May)  Seattle  or  Tacoma. 
Annual — Seattle,  Jan.  17,  18,  1964. 
Pres.,  H.  L.  Maier,  Tacoma 
Sec.,  D.  F.  Milam,  Jr.,  Bellevue 


Seattle  Academy  of  Surgery — 3rd  Wed. 
bi-monthly;  Seattle  Yacht  Club. 
Pres..  E.  B.  Parmelee 
Sec.,  W.  S.  Brown 


Seattle  Gyn.  Soc. — 3rd  Wed.  exc.  June, 
Aug.,  Dec.,  Feb. 

Pres.,  D.  M.  McIntyre,  Seattle 
Sect.,  E.  T.  MacCamy,  Seattle 

Seattle  Pediatric  Society — 3rd  Friday 
(Sept.-May),  College  Club 
E.  J.  Wollenweber,  Seattle 
A.  L.  Skinner.  Seattle 


Schering  Corporation 

Meti-derm  aerosol  Third  Cover 

Searle,  G.  D.  and  Company 

Lomotil  586 

Shadel  Hospital,  Inc. 

Treatment  of  alcoholism  575 

Sherman  Laboratories 

Protamide  574 

Smith-Kline  & French  Laboratories 

Thorazine  570 

Squibb,  E.  R.  & Sons 

Pentids  580 

Raudixin  657 

Tacoma  Electrophysics  Labaratcries  671 

Wallace  Laboratories 

Deprol  632-633 

Milt  own  576-577 

Winthrop  Laboratories 

P.X.S.  655 

Witter,  Dean  & Company 

Financial  analysis  567 


Seattle  Surg.  So. — 1th  Mon.  (Sep.- 
Jime)  Aimual — Seattle,  Jan.  24-25, 
1964. 

Pres.,  Eric  Sanderson,  Seattle 
Sec.,  R.  C.  Coe.  Seattle 

Spokane  Society  of  Internal  Medicine — 
Quarterly,  Rockwood  Clinic 
Pres.,  Robert  Berghan 
Sec.,  Richard  E.  Steury 

Tacoma  Academy  of  Internal  Medicine 
— 4th  Tuesday  (Sept.-May) 

Pres.,  R.  A.  Kallsen 
Sec.,  R.  A.  O'Connell 

Tacoma  Surgical  Club — May  2,  1964,  3rd 
Tuesday  (Sept. -.May) 

Pres.,  Dumont  Staatz 
Sec.,  Robert  B.  Burt 

Washington  Academy  of  Clinical  Hyp- 
nosis— 3rd  Friday  (Sept.-June) 
Pres.,  Tom  Wall,  D.M.D.,  Seattle 
Sec.,  John  E.  Nelson.  Seattle 

Washington  State  Obstetrical  Associa- 
October  12,  1963,  Yakima. 

Pres.,  R.  K.  Plant,  Seattle 
Sec.,  F.  LeCocq,  Yakima 

Washington  State  Radiological  Society 
— Seattle,  4th  Mon,,  (Sept.-Anr.) 
Business  Session,  5Ieany  Hotel,  Sci- 
entific Sn.  UWSM  X-ray  Dept. 
Pres.,  W.  A.  Chesledon.  Seattle 
Sec.,  R.  H.  Rosenberg,  Seattle 

Wash.  St.  Soc.  of  Anesthesiologists 
Pres.,  M.  W.  Bulmer,  Wenatchee 
Sec.,  Robt.  M.  Kintner.  Wenatchee 

Washington  State  Society  of  Internal 
Jledicine — Sept.  18,  1963 
Pres.,  D.  M.  Ulrich,  Seattle 
Sec.,  J.  H.  Lindberg,  Seattle. 

Yakima  Obstetrical  and  Gynecological 
Society — Last  Monday  (except  July, 
Aug.,  Dec.) 

Sec.,  A.  W.  Bostrom,  Jr. 

Yakima  Surgical  Society — Last  Thurs- 
day (Sept.-Mav) 

Pres.,  James  P.  Thompson 
Sec.,  Donald  K.  Williams 
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in  dermatoses  amenable  to  topical  steroid  therapy 

METI-DERM 

Prednisolone,  16.6  mg.  in  50  Gm.  container  and  50  mg.  in  150  Gm.  con- 
tainer; in  nonsensitizing  vehicle  — isopropyl  myristate  with  inert  propel- 
lants — trichloromonoMuoromethane,  dichlorodifluoromethane. 

AEROSOL 

COOLS 


instant  cooling,  soothing  effect  • covers  every  part 
of  the  lesion,  any  area  of  involvement  • controls 
the  itch,  delimits  the  area  of  edema  and  erythema  • 
nonfluorinated  — avoids  risk  of  steroid  absorption  • 
easy  to  carry  and  apply  away  from  home  — no  resi- 
due on  the  skin 

Clinical  Considerations:  In  allergic  dermatoses,  until  the  specific  causa- 
tive agent  is  identified  and  removed  from  the  patient's  environment,  the 
condition  may  be  expected  to  recur  when  therapy  is  terminated.  If  infec- 
tion is  present,  appropriate  antibacterial  measures  should  be  taken.  METI- 
DERM  (prednisolone)  Aerosol  should  not  be  sprayed  around  the  eyes. 
Contents  of  can  are  not  flammable  but  are  under  pressure.  Containers 
should  be  stored  in  a cool  place  and  neither  punctured  nor  incinerated. 
For  complete  details,  consult  Schering  literature  available  from  your 
Sobering  Representative  or  Medical  Services  Department,  Schering 
Corporation,  Union,  New  Jersey. 


) 


@ prednisolone  topical,  Schering. 


S-192R 


College  of  Fhy. of  Phi  jL 
19  South  22nd  Street,  , 
Philadelphia  3, Pa. 


New  for  Candida  albicans 

STAINLESS  (WASHABLE) 
GENTIAN  VIOLET  THAT 
CONSIDERS  THE  PATIENT 
AS  WELL  AS  THE  PROBLEM 

Foaming  action  propels  medication  to 
every  part  of  the  vaginal  vault  for  quicker, 
more  efficient  treatment. 

• Higher  concentrated  gentian  violet,  in  aerosol 
foam,  cures  moniliasis  with  as  little  as  4 to  6 
applications^ 

• Relieves  burning  and  itching  instantly  ...  and 
won't  burn  upon  application. 

• Special  wetting,  dispersing  and  adhering  agents 
promote  more  effective,  longer-lasting  treatment 
per  application. 

• Nonstaining  and  so  easily  washed  off  there’s  no 
need  for  patients  to  wear  external  pads  to  protect 
undergarments. 

Available  with  two  different  applicators— one  for  physi- 
cian-administered office  use,  the  other  for  self-treat- 
ment at  home. 


(HOME)  (OFFICE) 


Each  aerosol  can  contains  (exclusive  of  propellant) 
Gentian  Violet  1.35%;  Polyvinylpyrrolidone;  Benton- 
ite, U.S.P.;  Kaolin,  N.F.;  Corn  Starch;  Propylene 
Glycol,  U.S.P.;  Dioctylsodium  Sulfosuccinate,  N.F.; 
Sodium  Lauryl  Sulfate;  Glycerine,  U.S.P.;  Polysorbate 
80;  Benzalkonium  Chloride. 

1.  Karnaky,  K.  J.:  Tri-State  M.  J.  10:5,  1962. 


CUTTER  LABORATORIES 
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whatever 
the  shape 
or  form 
of  allergy... 


Benadryl^ 

(Diphenhydramir 

hydrochloride) 


effectively  relieves  the  symptoms  of  vasom 
rhinitis  For  patients  sensitive  to  animal  danders,  this  ( 
provides  twofold  therapeutic  action  to  help  abort  an  al‘ 


attack.  Antihistaminic  action:  A potent  antihistamii 
breaks  the  cycle  of  allergic  response,  bringing  relief  of  s(| 


lacrimation,  nasal  blockage,  and  rhinorrhea.  Antispas- 
lic  action:  Because  of  its  inherent  atropine-like 
'srties,  the  drug  affords  concurrent  relief  of  bronchial 
rn.  Indications:  Allergic  diseases  such  as  hay  fever, 
Ijic  rhinitis,  urticaria,  angioedema,  bronchial  asthma, 
II  sickness,  atopic  dermatitis,  contact  dermatitis,  gastro- 
I inal  allergy,  vasomotor  rhinitis,  pruritus,  physical  aller- 
I reactions  to  injection  of  contrast  media,  reactions  to 
i'peutic  preparations,  and  allergic  transfusion  reactions; 
I postoperative  nausea  and  vomiting,  nausea  of  preg- 
ly,  motion  sickness,  parkinsonism  and  drug-induced 
■ pyramidal  reactions,  and  quieting  emotionally  disturbed 
iren.  Parenteral  administration  is  indicated  where,  in  the 
;nent  of  the  physician,  prompt  action  is  necessary  and 
: therapy  would  be  inadequate.  Precautions:  Avoid 
: itaneous  or  perivascular  injection.  Single  parenteral  dos- 
I greater  than  100  mg.  should  be  avoided,  particularly  in 


hypertension  and  cardiac  disease.  Persons  who  have  become 
drowsy  on  this  or  other  antihistamine-containing  drugs,  or 
whose  tolerance  is  not  known,  should  not  drive  vehicles  or 
engage  in  other  activities  requiring  keen  response  while 
using  this  product.  Hypnotics,  sedatives,  or  tranquilizers,  if 
used  with  this  product,  should  be  prescribed  with  caution 
because  of  possible  additive  effect.  Diphenhydramine  hydro- 
chloride has  an  atropine-like  action  which  should  be  con- 
sidered when  prescribing  it.  Cream  (Ointment)  should  not 
be  applied  to  extensively  denuded  or  weeping  skin  areas. 
Supplied:  Kapseals®  of  50  mg.;  Capsules  of  25  mg.; 
Emplets®  (enteric-coated  tablets)  of  50  mg.;  in  aqueous  solu- 
tions: 1-cc.  Ampoules,  50  mg.  per  cc.;  10-  and  30-cc.  Steri- 
Vials,®  10  mg.  per  cc.with  1:10,000  benzethonium  chloride  as 
a germicidal  agent;  Elixir,  1 0 mg.  per 
4 cc.  with  14  per  cent  alcohol;  2 per 
cent  Ointment  (water-miscible  base). 
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Which  securities 
should  you  buy? 


SOUraCRJI  MtlFORJII^  pisips  BOMPANr 


This  is  a question  we  like  to  answer.  Not  that  it’s  always 
easy.  But  it’s  the  best  way  we  know  to  demonstrate 
the  difference  in  our  service  and  our  value  to  you. 

The  answer  starts  with  research,  a continuous  and  vital 
operation  at  Dean  Witter  & Co.  We  think  it’s  impor- 
tant enough  to  spend  hundreds  of  thousands  of  dollars 
annually  to  find  the  best  answers.  Our  69-member 
research  team  is  one  of  the  largest  in  the  industry  and 
it’s  available  to  you  — through  our  Account  Executives. 

Values  change,  and  it  pays  to  select  investments  with 
just  you  in  mind  — your  objectives,  financial  require- 
ments and  living  habits. 

If  you  want  professional  help  specifically  designed  for 
you  alone,  based  on  thorough  analysis,  we  can  be  of 
practical  help. . .we  can  suggest  which  stocks  or  bonds 
you  should  buy.  Why  don’t  you  contact  an  Account 
Executive  today  at  one  of  our  forty-nine  offices?  Or,  if 
you’d  like  more  information  about  our  firm,  its  policies 
and  the  services  available  to  you,  write  for  our  24-page 
illustrated  booklet,“Working  for  You  at  Dean  Witter.” 
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935  Lloyd  Center,  Portland  — AT  2-72i  i 

50  OFFICES  SERVING  INVESTORS 


Torticollis 


ROBAXISALs 


Each  pink-and-white  laminated  Tablet  contains: 
Robaxin  (methocarbamol,  Robins) . , 400  mg. 
U.S.  Pat.  No.  2770649 

Aspirin  (5  gr.)  325  mg. 


M 


325  mg. 


i 


Because  the  “physico-chemical  interaction”*  o£  aspirin  and  methocarbamol 
produces  “mutual  potentiation”  of  analgesic  and  skeletal  muscle  relaxant 
actions,  Robaxisal  is  “therapeutically  effective”  in  controlling  both  pain 
and  spasm.*  Studies  have  shown  that  this  synergistic  action  is  most  useful  in 
cases  in  which  pain  was  not  directly  related  to  the  spasm  and  “persisted  even 
after  the  spasm  was  resolved.”*  Other  studies  have  shown  that  results  with 
Robaxisal  have  been  “quite  gratifying”  in  patients  with  multiple  muscu- 
loskeletal disorders.2 

When  apprehension  or  agitation  is  a complicating  factor,  Robaxisal-PH  is 
particularly  helpful,  because  of  the  mild  sedative  effect  of  phenobarbital. 
Robaxisal  and  Robaxisal-PH  are  indicated  in  strains  and  sprains,  painful 
disorders  of  the  back,  “whiplash”  injury,  myositis,  pain  and  spasm  associated 
with  arthritis,  low  back  pain,  torticollis,  and  headache  associated  with  mus- 
cular tension. 

Side  effects,  such  as  lightheadedness,  slight  drowsiness,  dizziness  and  nausea 
may  occur  rarely  in  patients  with  intolerance  to  drugs,  but  they  usually  dis- 
appear on  reduction  of  dosage. 

Contraindicated  for  patients  hypersensitive 
to  aspirin  or  other  components  of  the  for- 
mulations. There  are  no  specific  contrain- 
dications to  methocarbamol,  and  untoward 
reactions  are  not  to  be  expected. 

References:  1.  Truitt,  E.B.,  Jr.,  Morgan,  A.M.,  and  Nach- 
man, H.M.:  South.  M.J.  54:318,  1961. 

2.  Rogers,  E.J.:  Clin.  Med.  8:701,  1961. 

•Skeletal  muscle  spasm  is  a 
two-headed  dragon  of  ‘PAIN  8c  SPASM’ 


T?  A VTQ  A T®-PT-T 

Each  green-and-white  laminated  Tablet  contains: 

Robaxin  (methocarbamol,  Robins) 400  mg.  Hyoscyamine  sulfate 0.016  mg. 

Phenacetin  (1!4  gr.)  97  mg.  Phenobarbital  (1/8  gr.) 8.1  mg. 

Aspirin  (154  gr.) 81  mg.  (Warning:  May  be  habit-forming) 


A.  H.  ROBINS  CO.)  INC.)  Richmond  20,  Virginia 


The  pre-eminence  of  tetracycline  as  a broad- 
spectrum  therapeutic  agent  has  not  been 
effectively  challenged  since  its  introduction 
a decade  ago.  Clinical  experience  continues  to 
confirm  its  position  as  a drug  of  choice  in 
the  majority  of  infectious  diseases. 


Even  in  cases  susceptible  to  moniliasis, 
the  advantages  of  tetracycline  therapy  need 
not  be  sacrificed.  A prescription  for 
Mysteclin-F  (tetracycline  phosphate  complex 
— amphotericin  B)  assures  that  antifungal 
protection  will  be  there  when  needed. 

The  “F”  in  the  product  name  is  Fungizone® 
(amphotericin  B),  a potent  antimycotic 
which  acts  only  in  the  gastrointestinal  tract, 
preventing  the  growth  of  C.  albicans  without 
influencing  the  systemic  effect  of  tetracycline. 


In  view  of  the  rising  incidence  of  fungal  infections, 
such  stand-by  prophylaxis  is  good  practice 
whenever  broad-spectrum  therapy  is  indicated. 


Side  Effects:  Occasional  nausea,  vomiting  and 
diarrhea.  Precautions:  With  any  broad  spectrum 
antibiotic,  the  patient  should  be  carefully  watched 
for  signs  of  secondary  infections  caused  by 
nonsusceptible  organisms.  Use  of  tetracycline 
drugs,  particularly  long-term  use,  during  periods 
of  tooth  development  may  cause  discoloration 
of  teeth. 


Tetracycline 
Phosphate 
Complex- 
Amphotericin  B 
Squibb 

Mystecliii 


Available  as:  Capsules  (each  containing  250  mg. 
tetracycline  phosphate  complex  [HCl  equiv.]  and 
50  mg.  amphotericin  B);  Half  Strength  Capsules 
(each  containing  125  mg.  tetracycline  phosphate 
complex  [HCl  equiv.]  and  25  mg.  amphotericin  B); 
Syrup  (125  mg.  tetracycline  [HCl  equiv.],  with 
potassium  metaphosphate,  and  25  mg.  amphotericin  B 
per  5 cc.);  Pediatric  Drops  (100  mg.  tetracycline 
[HCl  equiv.],  with  potassium  metaphosphate, 
and  20  mg.  amphotericin  B per  cc.).  (The  liquid 
preparations  also  contain  0.2%  sodium  benzoate  and 
0.15%  sodium  metabisulfite  as  preservatives.) 

For  full  information,  see  your 

Squibb  Product  Reference  or  Product  Brief. 

Squibb  Quality  — the  Priceless  Ingredient 


Stti  Squibb 


Olin 


F is  good  practice 


it’s 

there 

when 

you 

need 

it 
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Announcing  completion  of  our  new 
Portland  plant  and  headquarters  office 

New  14,400  sq.  ft.  facility  provides  for  continued  strict 
quality  control  and  efficient  production  of  pharmaceuticals. 


Another  dependable  Haak  Product: 

NEOSORB® 

peptic  ulcer  management 
without  acid  rebound 


economical  to  use  • less  constipation 


Each  Tablet  contains 

Aluminum  Hydroxide  Gel  (Dried) 
4 grs.  (0.26  gram) 

Magnesium  Trisilicate 

7 grs.  (0.45  gram) 

Methylcellulose  (mucin-like 
colloid)  I gr.  (0.065  gram) 


Dosage:  2 tablets  every  2 to  4 
hours.  Tablets  to  be  chewed  and 
swallowed  with  minimum  amount 
of  fluids.  1 tablespoonful  of  liquid 
neosorb  equivalent  to  2 neosorb 
tablets.  Supplied  in  sizes  100,  500 
and  1 ,000  tablets.  Liquid  in  quarts 
and  pints. 


tablet 
or  liquid 


Prescribe  NEOSORB®  with  confidence 


Haack  Laboratories,  Inc.,  Portland  1,  Oregon 
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^^Doclor. . . I'm  so  lired  all  the  time" 


Lethargic  patients  respond  to  Ritalin 

( melhylphenidate 
hydrochloride) 


When  lethargy  is  a medical  problem  — in 
convalescence,  chronic  fatigue,  mild  depres- 
sion, menopause,  oversedation,  and  senility, 
for  example  — the  gentle  stimulant  action 
of  Ritalin  (methylphenidate  hydrochloride) 
restores  normal  physical  and  mental  activity. 

In  his  report,  Siegler^  states:  “In  mild 
depression  or  in  clinical  exhaustion  syn- 
dromes, a marginal  sympathomimetic  drug 
like  methylphenidate  seems  to  be  the  drug 
of  choice  for  initiating  therapy.  It  does  not 
have  the  toxic  effects  found  with  the  am- 
phetamines or  with  the  hydrazines  or  other 
antidepressants.” 

Other  significant  comments  on  the  clini- 
cal safety  of  Ritalin  (methylphenidate  hy- 
drochloride): “At  no  time  was  there  evi- 
dence of  serious  toxic  reactions  [in  a study 
of  185  patients].  The  drug  did  not  produce 
alteration  in  blood  forming  factors,  kidney 
and  liver  function.”" 

“No  significant  toxic  effects  have  resulted 
after  the  continuous  administration  of 
methylphenidate  for  more  than  3 years.”® 


INDICATIONS:  Chronic  fatigue. 
contraindications:  Marked  anxiety,  ten- 
sion, and  agitation. 

caution:  Should  not  be  used  to  increase 
mental  or  physical  capacities  beyond  nor- 
mal limits.  Use  cautiously  with  epinephrine 
or  levarterenol. 

SIDE  EFFECTS:  Nervousness,  insomnia,  ano- 
rexia, nausea,  dizziness,  palpitations,  head- 
ache, drowsiness. 

dosage:  10  to  20  mg.  b.i.d.  or  t.i.d. 

SUPPLIED:  Tablets,^  mg.  (pale  yellow) , 10 
mg.  (pale  blue)  and  20  mg.  (pale  orange) . 

references:  1.  Siegler,  E E.,  in  Nodine, 
J.  H.,  and  Moyer,  J.  H.  (Editors)  : Psycho- 
somatic Medicine,  The  First  Hahnemann 
Symposium,  Lea  & Febiger,  Philadelphia, 
1962,  p.  582.  2.  Lapolla,  A.:  Western  Med. 
2:383  (Sept.)  1961.  3.  Yoss,  R.  E.,  and 
Daly,  D.  D. : Pediatrics  25 : 1025  (June)  1960. 

2/3098MB 

C I B A SUMMIT,  N.  J. 


Riialin® 


hydrochloride  (methylphenidate  hydrochloride  CIBA) 
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NOW  FROM  66  HOSPITALS... 

NATIONWIDE  COMPARISON  OF  MICROBIAL 
SUSCEPTIBILITY  TO  5 LEADING  ANTIBIOTICS 


The  1963  antibiotics  survey  is  unprecedented  in  its  scope.  In  all,  susceptibility  results  of 
9,331  cultures  were  collected  from  66  hospitals  in  26  states.  The  bacteria  studied  were 
isolated  from  overt  clinical  infections,  and  tested  by  the  disc  sensitivity  method  for 
susceptibility  to  five  widely-used  antibiotics. 

Each  participating  hospital  laboratory  reported  the  over-all  susceptibility  of  all  bacteria 
studied  each  week.  The  data  thus  collected  were  then  compared  and  analyzed  by  elec- 
tronic data  processing  equipment. 

The  in  vitro  findings  indicate  the  over-all  superiority  of  TAO  (triacetyloleandomycin) 
over  four  leading  antibiotics  against  Staphylococcus  aureus  (coagulase  positive).  Strep- 
tococcus pyogenes  (beta-hemolytic),  Diplococcus  pneumoniae  and  Streptococcus  pyo-  \ 
genes  Group  D (enterococcus).  These  1963  data  broaden  and  confirm  the  1962  study 
of  9,872  cultures  in  this  continuing  hospital  survey  of  antibiotics^.  ^ ^ 


~Tr' 


NOW  FROM  66  HOSPITALS... 
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.OVER-ALL  RESULTS 

Percentage  of  cultures  reported  susceptible 
to  9,331  clinical  isolates  of  staphylococci, 
streptococci  (beta-hemolytic),  pneumococci 
and  enterococci. 


10  — 


SUSCEPTIBILITY  RESULTS  BY  ORGANISM 


Staphylococcus 

Streptococcus 

Pneumococcus 

Enterococcus 

(coagulase  positive) 

(^-hemolytic) 

TAO 

(5440) 

(1519) 

(1130) 

(1242) 

(triacetyloleandomycin) 

88.0%  . 

95.2% 

97.1% 

63.9% 

Erythromycin 

68.9% 

96.7% 

96.7% 

68.5% 

Tetracycline 

50.9% 

79.9% 

92.9% 

36.6% 

Chloramphenicol 

82.2% 

94.2% 

96.8% 

72.3% 

Penicillin 

27.0% 

94.9% 

96.8% 

45.0% 

(figures  in  parentheses  indicate  total  number  of  cultures) 


I/VIDE  SURVEY  OF  ANTIBIOTICS 


Staphylococcal  Susceptibility.  Through  the  use 
of  electronic  data  processing  equipment,  the  1963 
antibiotics  survey  reveals  other  important  data  on 
relative  antibiotic  effectiveness.  One  example  of  this 
is  the  number  and  percentage  of  staphylococcal  cul- 
tures susceptible  to  none  of  the  antibiotics  studied, 
to  one  antibiotic  only,  and  to  all  five  antibiotics. 
Significantly,  only  3.7%  of  staphylococcal  cultures 
were  resistant  to  all  five  of  these  frequently-pre- 
scribed antibiotics.  About  21%  of  all  staphylococci 
cultures  were  susceptible  to  all  five  antibiotics. 

THE  FOLLOWING  CHART  SHOWS  THE  DATA  COM- 
PILED WHEN  ONLY  ONE  ANTIBIOTIC  COULD  CONTROL 
THE  STAPHYLOCOCCI.  AS  SHOWN,  THE  CHART  INDI- 
CATES HIGHEST  LIKELIHOOD  OF  SUCCESS  WITH  TRI- 
ACETYLOLEANDOMYCIN  AND  CHLORAMPHENICOL,  IN 
THAT  ORDER. 


Confirmed  Clinically.  This  massive  m vitro  data 
further  supports  clinical  findings.  As  an  example, 
Shubin^  found  that  of  129  patients  with  upper  or 
lower  respiratory  infections  treated  with  TAO  (tri- 
acetyloleandomycin),  120  had  a good  response.  A 
“good”  response  generally  showed  “reduction  in 
temperature  and  toxicity  within  48  hours  after  initia- 
tion of  therapy,  with  subsequent  clinical  and  bac- 
teriological cure  of  infection. 

References:  1.  Isenberg,  Henry  D.,  Ph.D.:  “Nationwide  Compar- 
ison of  Microbial  Susceptibility  with  Standardized  Discs.”  Scientific 
Exhibit  presented  at  the  meeting  of  the  American  Medical  Association, 
Atlantic  City,  N.  J.,  June  16-20,  1963.  2.  Fowler,  J.  Ralph,  Watters, 
John  L.  and  Levy,  Arthur  M.:  Bacterial  Susceptibility  Patterns  as 
Related  to  Geographic  Variation  and  Anatomical  Source,  Clinical 
Medicine,  70:547  (Mar.)  1963.  3.  Shubin,  H.  et  al:  Further  Clinical 
Studies  with  Triacetyloleandomycin,  Antibiotic  Med.  and  Clin.  Ther., 
6:156  (Mar.)  1959. 


Number  of  anti- 
biotics effective 

Chloramphenicol 

Number  and  percentage  of  cultures  susceptible 
Erythromycin  Penicillin  Tetracycline 

Triacetyl- 

oleandomycin 

One 

246 

14 

11 

15 

327 

(4.5%) 

(0.2%) 

(0.2%) 

(0.3%) 

(6.0%) 

TAO 

(triacetyloleandomycin) 

New  York  17,  New  York 
Division,  Chas.  Pfizer  & Co.,  Inc. 

Science  for -the  World’s  Well-Being® 


indications:  The  bacterial  spectrum  for  which  TAO  (triacetyloleandomy- 
cin)  primarily  is  effective  includes  staphylococci,  streptococci,  pneumo- 
cocci and  gonococci.  It  is  recommended  for  acute,severe  infections  where 
adequate  sensitivity  testing  has  demonstrated  susceptibility  to  this  anti- 
biotic. It  has  been  shown  to  be  particularly  effective  in  acute,  severe  infec- 
tions of  the  respiratory  tract,  bones  and  joints,  genitourinary  tract  and  in 
staphylococcal  enterocolitis.  It  is  not  recommended  for  prophylaxis  or  in 
the  management  of  infectious  processes  which  may  require  more  than  10 
days  continuous  therapy.  In  view  of  the  possible  hepatotoxicity  of  this 
drug,  w'hen  therapy  beyond  10  days  proves  necessary,  other  less  toxic 
agents,  of  course,  should  be  used  unless  the  organism  is  resistant  to  those 
agents,  or  in  those  cases  where  hypersensitivity  precludes  their  use.  If 
clinical  judgment  dictates  continuation  of  therapy  for  longer  periods,  serial 
monitoring  of  liver  profile  is  recommended,  including  BSP,  transaminase 
(SCOT)  and  cephalin  flocculation  tests. 


precautions  and  side  effects;  Use  of  this  drug  may  produce  alterations  in 

liver  function  tests  and  jaundice.  Clinical  experience  available  thus  far  indi- 
cates that  these  liver  changes  were  reversible  following  discontinuation  of  the 
drug.  A review  of  studies  by  several  independent  investigators  and  reports 
from  practicing  physicians  indicate  that  liver  function  abnormalities  may 
occur  in  a significant  number  of  patients  following  two  weeks  or  more  of 
continuous  therapy  with  triacetyloleandomycin  at  1.0  gram  per  day  in 
divided  doses.  Clinical  symptomatology,  including  jaundice,  has  been  ob- 
served infrequently  in  these  individuals.  The  drug  is  not  recommended  for 
subjects  who  have  shown  abnormal  liver  function  tests  or  hepatotoxic  re- 
actions to  it.  Based  on  the  use  of  this  drug  over  a period  exceeding  5 years, 
the  incidence  of  jaundice  considering  all  reports  referable  to  this  effect  is 
6.3  per  million  courses  of  therapy.  When  only  those  which  definitely  can 
be  related  to  this  drug  are  equated  to  usage,  the  incidence  is  1.8  per  millibn 
courses  of  treatment. 

Although  reactions  of  an  allergic  nature  due  to  this  drug  are  infrequent 
and  seldom  severe,  those  of  the  anaphylactoid  type  have  occoired  on 
rare  occasions. 


(triacetyloleandomycin) 

AVAILABLE  AS: 

Capsules  (250  mg.;  125  mg.) 

Ready-Mixed  Oral  Suspension 
(raspberry-flavored,  125  mg./5  cc.) 

Pediatric  Drops  (100  mg./cc.) 


New  York  17,  New  York 
Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-Being® 


urine 

tests 


your 

stethoscope 


0 acetest' 

urine  ketones 

Q clinitest 

urine  suga 

O ictotest 


urine  bilirubin 


albustix’ 

urine  protein 

clinistix' 

urine  glucose 

hemastix 

hematuria  / hemoglobinuria 

ketostix 


Ames  products  are  available 
through  your  regular  supplier 
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throughout  the  wide 
middle  range  of  pain^ 
control  with  one 
analgesic  formula 

PERCODAN 

® 

Each  scored  yellow  Percodan* 

Tablet  contains  4.50  mg. 
dihydrohydroxycodelnone  HCI 
(Warning:  May  be  habit-forming), 

0.38  dihydrohydroxycodelnone 
terephthalate  (Warning:  May  be 
habit- forming),  0.38  mg. 
homatropine  terephthalate,  224 
mg.  aspirin,  160  mg.  phenacetin, 
and  32  mg.  caffeine. 

In  a comprehensive  range  of 
indications  marked  by  moderate 
to  moderately  severe  pain, 

PERCODAN  assures  speed,  duration, 
and  depth  of  analgesia  by  the 
oral  route . . . acts  within  5 to  15 
minutes . . . usually  provides 
uninterrupted  relief  for  6 hours 
or  longer  with  Just  J[  tablet . . . 
rarely  causes  constipation. 


Average  Adult  Dose— 1 tablet  every  6 hours.  Side  Effects  and  Contraindications-Although  generally  well  tolerated,  PERCODAN 
may  cause  nausea,  emesis,  or  constipation  in  some  patients.  PERCODAN  should  be  used  with  caution  in  patients  with  known 


idiosyncrasies  to  aspirin  or  phenacetin,  and  in  those  with  blood  dyscrasias.  Also  available:  PERCODAN'^-DEMI, 
containing  the  complete  PERCODAN  formula  but  with  only  half  the  amount  of  salts  of  dihydrohydroxy- 
codeinone  and  homatropine.  Both  products  are  on  oral  Rx  in  all  states  where  laws  permit.  Narcotic  order 
required.  Literature  on  request.  ENDO  laboratories  Richmond  Hill  18,  New  York 


*U.  S.  Pats.  2,628,185  and  2,907,768 


JM 


Both  the  Cream  and  Ointment  rarely  sensitize  and  are  bactericidal 
to  virtually  all  gram-positive  and  gram-negative  organisms  found  topi- 
cally, including  Pseudomonas  aeruginosa  and  Staphylococcus  aureus. 


Indications:  Wherever  infection  occurs  and  is  accessible  for  topical  therapy. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of 
nonsusceptible  organisms,  including  fungi.  Appropriate  measures  should  be  taken  if  this 
occurs. 


‘NEOSPORIN’®brand 

POLYMYXIN  B / NEOMYCIN  / GRAMICIDIN 

ANTIBIOTIC  CREAM 

Ingredients:  Each  gram  contains:  ‘Aerosporin’® 
brand  Polymyxin  B*  Sulfate  10,000  Units;  Neomy- 
cin Sulfate  5 mg.  (equivalent  to  3.5  mg.  Neomycin 
Base);  Gramicidin  0.25  mg. 

In  a smooth,  white,  water-washable  vanishing  cream  base 
with  a pH  of  approximately  5.0.  Inactive  ingredients:  liquid 
petrolatum,  white  petrolatum,  distilled  water,  propylene 
glycol,  polyoxyethylene  polyoxypropylene  compound, 
emulsifying  wax  and  0.25“/ii  methylparaben  as  preservative. 

*U.S.  Patent  Nos.  2,565,057-2,695,261 

Available:  In  15  Gm.  tubes. 


‘NE0SP0RIN’®brand 

POLYMYXIN  B / BACITRACIN  / NEOMYCIN 

ANTIBIOTIC  OINTMENT 

Ingredients:  Each  gram  contains:  ‘Aerosporin’® 
brand  Polymyxin  B Sulfate  5,000  Units;  Zinc  Baci- 
tracin 400  Units;  Neomycin  Sulfate  5 mg.  (equiv- 
alent to  3.5  mg.  Neomycin  Base). 

Available:  Tubes  of  1 oz.,  'h  oz.  and  Vs  oz. 

Complete  literature  available  on  request  from 
Professional  Services  Dept.  PML. 

BURROUGHS  WELLCOME  & CO. 
(U.S.A.)  INC.,  Tuckahoe,  N.Y. 
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^ “I  feel  like  my  old  self  again!”  Thanks  to 

your  balanced  therapy  with  ‘Deprol’,  her  depression  has  lifted 
and  her  mood  has  brightened  — while  her  anxiety  and  tension  have  been 
calmed.  She  sleeps  better,  eats  better,  and  normal  drive 

and  interest  have  replaced  her  emotional  fatigue.  . 


as  it  calms  anxiety 

Brightens  mood... relaxes  tension 


Energizers  may  stimulate  the  depressed 
patient,  but  they  often  aggravate  anxiety  and 
insomnia.  Tranquilizers  may  help  the  anxious 
patient,  but  they  often  deepen  depression  and 
emotional  fatigue. 

‘Deprol’  avoids  these  “seesaw”  effects;  it  re- 
lieves both  depression  and  anxiety.  Moreover, 
it  does  not  cause  liver  damage,  psychotic  reac- 
tions or  changes  in  sexual  function. 


Slight  drowsiness  and,  rarely,  allergic  reactions, 
due  to  meprobamate,  and  occasional  dizziness 
or  feeling  of  depersonalization  in  higher  dos- 
age, due  to  benactyzine,  may  occur.  Meproba- 
mate may  increase  effects  of  excessive  alcohol. 
Use  with  care  in  patients  with  suicidal  tend- 
encies. Consider  possibility  of  dependence, 
particularly  in  patients  with  history  of  drug 
or  alcohol  addiction.  Withdraw  gradually 
after  prolonged  use  at  high  dosage. 


Energizers 
relieve  depression 


Tranquilizers 
reduce  anxiety 


‘DeproF  both  lifts  depression  and  calms  anxiety 


Usual  Dosage:  1 tablet  q.i.d. 
May  be  increased  gradually,  as 
needed,  to  3 tablets  q.i.d. ; with 
establishment  of  relief,  may  be 
reduced  gradually  to  mainte- 
nance levels. 


*Deprol*‘ 

meprobamate  400  mg. 
+ benactyzine  1 mg. 


«<>•««'>  WALLACE  LABORATORIES  / Cranbury,  N.J. 


4,770, ()()()  MOTOR  VEHICLE  INJURIES  A YEAR 


Motor-vehicle  accidents  injured  approximately  4,770,000  persons  yearly  during 
the  t\vo-\ear  period,  July,  1959-June,  1961,  according  to  estimates  by  the  National 
Health  Survey. 

Of  the  victims,  2,890,000  were  injured  in  moving-motor-vehicle  accidents  and 
1,881,000  were  injured  in  nonmoving-motor-vehicle  accidents,  the  survey  stated.  In 
the  latter  category  were  cases  of  persons  injured  while  repairing,  cleaning,  or  per- 
forming similar  operations  on  a motor  vehicle. 

Moving-motor-vehicle  accidents  resulted  in  injury  to  1.6  persons  per  100  popu- 
lation per  year.  These  accidents  caused  49.1  days  of  restricted  activity  and  14.6  days 
of  bed  disability  per  100  persons  and  25.3  work-loss  days  per  100  currently  employed 
persons  during  the  year. 

Persons  between  15  and  24  years  of  age  had  the  highest  rate  of  moving-motor- 
vehicle  injury  but  had  the  lowest  rate  of  time  lost  as  a result  of  disability.  On  the 
other  hand,  persons  over  65  had  the  lowest  rate  of  injury  but  the  longest  period 
of  disability. 

Medical  Tribune,  May  6,  1963 


RALEIGH  HILLS  HOSPITAL* 

Member  of  the  American  Hospital  Association;  Recognized  by  the  American  Medical  Association 

EXCLUSIVELY  for  the  TREATMENT  of 

ALCOHOL  ADDICTION 

by  Conditioned  Reflex  and  Adjuvant  Methods 

MEDICAL  STAFF; 

John  R.  Montague,  M.D.  Norris  H.  Perkins,  M.D.  Merle  M.  Kurtz,  M.D. 

John  W.  Evans,  M.D.,  Consulting  Psychiatrist 

Raleigh  Hills  Hospital 

LARRAE  A.  HAYDON,  ADMINISTRATOR 
JEAN  B.  TANNER,  ADMINISTRATOR 

6050  S.W.  Old  Scholls  Ferry  Rood  Portland  7,  Oregon  Mailing  Address:  P.  O.  Box  366 

Telephone:  CYpress  2-2641 

5(-  FORMERLY  RALEIGH  HILLS  SANITARIUM,  Inc. 
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CORRESPONDENCE 

This  department  is  a forum,  provided  for 
free  individual  expression.  Letters  are  pub- 
lished as  received  and  given  little  or  no 
editing.  Proof  is  submitted  when  time  per- 
mits, before  publication.  Responsibility  for 
statements  rests  with  the  authors  of  these 
communications  and  not  with  this  journal 
which  strives  only  to  protect  the  right  of 
individuals  to  speak  for  themselves.  Ed. 


Workshop  on  Teratology 

EDITOR,  NORTHWEST  MEDICINE: 

The  Commission  on  Drug  Safety  will  sponsor  a 
workshop  on  teratology  at  the  University  of  Florida 
February  2-8,  1964,  through  a grant  from  the 
Pharmaceutical  Manufacturers  Association. 

Impetus  for  the  program  was  from  the  Commis- 
sion’s Subcommittee  on  Teratology,  under  chair- 
manship of  Josef  Warkany,  Professor  of  Research 
Pediatrics,  The  Children’s  Hospital  Research  Foun- 


dation, University  of  Cincinnati.  The  report  of  that 
Suheommittee  cited  establishment  of  the  workshop 
as  the  first  needed  scientific  step  in  avoiding  such 
tragic  episodes  as  that  of  thalidomide. 

The  Workshop,  therefore,  is  a pilot  program 
which  will  have  as  its  faculty  many  distinguished 
scientists  in  the  field  of  teratology.  Attendance  will 
be  limited  to  40  participants  who  will  be  selected 
on  the  basis  of  their  probable  contributions  follow- 
ing this  training. 

Since  this  initial  program  is  of  basic  scientific 
importance,  the  Commission  has  asked  that  it  be 
brought  to  your  attention  with  the  request  that 
it  be  used  in  any  of  your  publications  and  perhaps 
announced  at  appropriate  meetings. 

For  further  information,  or  to  register  for  the 
meeting,  please  write  to  me  at  the  Commission  on 
Drug  Safety,  221  North  LaSalle  Street,  Chicago  1, 
Illinois. 

Sincerely, 
Duke  C.  Trexler 
Executive  Director 


V 


confusion  and  apathy  , 
...to  Clarity  and  Interest 


Cerebro-Nicin 

CAPSULES 


A safe  effective  cerebral  stimulant  and  vasodilator 
for  your  forgetful  aging  patient.  On  Cerebro-Nicin 
therapy,  your  patient  shows  improvement  in  social 
activity  and  relationships,  and  greater  concern 
with  personal  appearance. 


FORMULA: 

PTZ  (Pentamethylene 

Tetrazole)  100  mg 

Nicotinic  Acid  100  mg 

Niacinamide 5 mg 

Vitamin  C 100  mg 

Thiamine  HCI 25  mg 

Riboflavin 2 mg 

Pyridoxine  3 mg 

I Glutamic  Acid 50  mg 

INDICATIONS:  Apathy,  dizzy  spells 
mild  behavior  disorders,  mental  con 
fusion,  functional  memory  defects. 
AVERAGE  DOSE:  One  capsule  three 
times  daily. 

AVAILABLE:  Bottles  of  100  and  500 
capsules. 


CAUTION:  Most  persons  ex- 
perience a flushing  and  tin- 
gling sensation  after  taking 
a higher  potency  niacin- 
containing  compound.  As  a 
secondary  reaction  some 
will  complain  of  nausea  and 
other  sensations  of  discom- 
fort. This  reaction  is  tran- 
sient and  is  rarely  a cause 
for  discontinuance  of  the 
drug  if  the  patient  is  fore- 
warned to  expect  the  reaction. 

WARNING;  Contraindicated  in 
the  presence  of  epilepsy. 


& \ Write  for  samples  and  literature... 

S 1 the  brown  pharmaceutical  company 

2500  West  Sixth  Street,  Los  Angeles  57,  California 
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in  visceral 
motor  disorders . . . 

EASIER  MANAGEMENT 


\/Vhen  emotional  disturbance  is  a signifi- 
cant factor  in  dysfunction  of  gastrointes- 
tinal tone,  motility  and  secretion,  Pro- 
Banthine  with  Phenobarbital  provides  the 
dual  activity  that  leads  to  easier  manage- 
ment of  both  the  patient  and  his  problem: 

Pro-Banthine  (propantheline  bro- 
mide) to  neutralize  the  effect  of  excitatory 
impulses  at  visceral  end  organs,  and 
Phenobarbital  to  moderate  emo- 
tional incitement  centrally. 

Pro-Banthlne  xvith  Phenobarbital  is 
indicated  when  a mild  to  a moderate  psy- 
chic element  is  a factor  in : Peptic  ulcer  • 
Biliary  dyskinesia  • Pylorospasm  • Intes- 

PRO-BANTHINE 

with  Phenobarbital 

Each  tablet  contains : 
propantheline  bromide  . . 15  mg. 

phenobarbital  15  mg. 

(W aming : May  be  habit  forming) 


tinal  hypermotility  • Spastic  colon  • 
Gastritis  • Other  dysfunctions  of  the 
gastrointestinal  tract. 

Dosage:  One  tablet  four  times  a day. 

Urinary  hesitancy,  xerostomia,  mydriasis 
and,  theoretically,  a curare-like  action 
might  occur  with  Pro-Banthine  (brand  of 
propantheline  bromide).  It  is  contraindi- 
cated in  the  presence  of  glaucoma  or 
severe  cardiac  disease.  The  usual  precau- 
tions with  regard  to  phenobarbital  should 
be  taken. 

G.  D.  SEARLE  & CO. 

CHICAGO  80,  ILLINOIS 

Research  in  the  Service  of  Medicine 


.*  • • • 
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EDITORIAL 


Chronic  Fluorine  Poisoning 


Without  fear  of  contradiction  it  may  be  said 
that  the  only  ground  for  universal  agreement  on 
the  effect  of  fluorine  is  its  action  on  the  adrenal 
glands.  Mere  mention  of  the  word  is  sufficient 
to  raise  blood  pressures  and  the  violence  of  emo- 
tional response  has  hardly  been  exceeded  since 
cessation  of  the  argument  about  how  many 
angels  could  stand  on  the  head  of  a pin.  At  least 
this  seems  to  be  true  in  the  United  States. 

Dangerous  effects  other  than  hypertensive 
have  been  claimed  by  one  camp,  complete  in- 
nocuousness by  the  other.  Neither  side  has  of- 
fered much  evidence  capable  of  standing  up 
after  analytic  onslaughts  by  the  other.  At  least, 
nothing  much  in  the  way  of  solid  proof  has 
found  its  way  into  the  medical  literature  in  this 
country.  Veterinarians  seem  to  know  more  and 
write  more  about  fluorine  effects  than  do  phy- 
sicians. 

Antifluoridationists  hint  darkly  at  suppression 
by  big  government  or  by  big  industry,  citing  the 
fact  that  foreign  literature  carries  a great  deal  of 
information  on  toxic  effects  of  fluorine.  It  is 
true  that  some  investigators  have  sent  manu- 
scripts abroad  for  publication,  claiming  that  no 
editor  in  the  United  States  would  accept  their 
material.  An  example  is  lonel  Rapaport,  Ph.D., 
of  the  Psychiatric  Institute  at  the  University  of 
Wisconsin.  In  1956  he  condueted  a study  in 
Illinois,  and  found  mongolism  more  than  twice 
as  frequent  in  areas  with  water  bearing  one 
part  per  million  of  fluoride  or  more,  as  com- 
pared to  areas  where  the  fluoride  content  was 
0.3  ppm  or  less.  Rapaport’s  study  was  finally 
published  in  the  Bulletin  de  TAcademie  Notion- 
ale  de  Medecine  (Paris). 

Chronic  fluorine  poisoning  is  recognized  in 
South  Africa  where  Douw  G.  Steyn,  formerly 
Professor  of  Pharmacology,  Medical  Faculty  of 
the  University  of  Pretoria,  now  Chief  Research 


Officer,  Division  of  Life  Sciences,  Atomic  Energy 
Board,  Pretoria,  has  long  been  a student  of  the 
condition.  In  an  article  published  in  the  April, 
1963  issue  of  the  South  Africa  Medical  Journal 
he  offers  conclusions  based  on  investigations  into 
chronic  fluorine  intoxications  in  man  and  ani- 
mals over  the  last  25  years. 

After  reporting  that  chronic  fluorine  poisoning 
occurs  in  large  areas  of  South  Africa  where  sub- 
terranean waters  contain  harmful  concentrations 
of  fluoride,  and  describing  children  with  pains  in 
their  legs,  bone  abnormalities  “short  and  mark- 
edly thickened  feet  and  toes,  thickened  ankles, 
osteophytes”  ( all  of  which  are  effects  well  recog- 
nized in  animals  as  reported  in  American  veteri- 
nary medical  literature)  he  says: 

“Factors  that  govern  the  amount  of  harm 
that  may  ensue  in  an  area  where  the  drink- 
ing water  contains  fluorine  include  the 
following:  (1)  length  of  period  over  which 
the  water  was  drunk;  (2)  other  minerals 
present  in  the  water;  ( 3 ) age;  ( 4 ) sex;  ( 5 ) 
state  of  health;  (6)  occupation;  (7)  diet; 

(8)  use  of  beverages  (tea,  wine,  etc.);  (9) 
drugs  taken;  (10)  the  use  of  fluorine-con- 
taining insecticides  on  fruits  and  vegeta- 
bles; and  ( 11 ) in  the  case  of  artifical  flouri- 
dation  of  drinking  water,  the  marked  vari- 
ation in  fluorine-concentrations  at  the 
different  points  of  the  water  reticulation 
systems.  Undoubtedly,  the  two  most  im- 
portant factors  affecting  the  to,xicity  of 
fluorine  are  the  diet  and  the  great  vari- 
ations in  the  quantities  of  water  drunk  by 
individuals  under  different  conditions.  It 
is  known  that  certain  individuals  may  drink 
more  than  20  times  as  much  water  as 
others  do.” 

This  report  may  not  constitute  the  solid  kind 
of  proof  so  lacking  in  the  question  usually  argued 
emotionally  rather  than  intellectually,  but  it  ap- 
pears to  be  based  on  observation  by  an  unusually 
knowledgeable  individual.  If  it  raises  blood  pres- 
sures, the  fault  is  not  Dr.  Steyn’s.  ■ 
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both  reduce  the  cough,  but . . . 


reduces 

expectoration 


Novrad 
permits  normal 
expectoration 


Indications:  Novrad  is  an  antitussive  indicated  for  patients  with 
cough.  Contraindications:  No  absolute  contraindication  has  been 
established;  in  some  acute  and  chronic  clinical  conditions,  how- 
ever, it  may  not  be  advisable  to  decrease  the  frequency  or  in- 
tensity of  cough.  Side-Effects:  Nausea  has  occurred  in  1.3  per- 
cent of  cases  reported,  but  other  gastro-intestinal  symptoms  are 
rarely  seen.  Rash  or  urticaria,  drowsiness,  jitteriness,  and  dizzi- 
ness have  been  observed. 

Additional  information  available  upon  request.  Eli  Lilly  and 
Company,  Indianapolis  6,  Indiana. 

single-entity,  non-narcotic 

LEVOPROPOXYPHENE 

(as  the  napsylate)  sooiw 
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Experimental  Air  Embolism 

JAMES  R.  A T K I N S O N,  M.  D.,  Phoenix,  Arizona 


Air  embolism  can  be  produced  by  a variety  of 
mechanisms.  Air  under  atmospheric  pressure  can 
be  drawn  into  the  venous  system  by  the  negative 
pressure  phase  of  the  normal  respiratory  cycle, 
if  the  venous  system  is  open  to  the  atmosphere.'  ® 
Intravascular  introduction  of  air  is  an  ever  pre- 
sent hazard  of  the  many  extracorporeal  circu- 
latory devices  in  use  today.  Accidental  air  intro- 
duction as  a result  of  a faulty  pump  input  cath- 
eter once  gave  me  an  unfortunate  opportunity 


abstract 

JAMES  R.  ATKINSON  ( Barrow  Neurological  Institute, 
Phoenix,  Arizona,  USA)  Experimental  Air  Embo- 
lism, Northwest  Med  62:699-703  (Sept)  1963 

Investigation  was  undertaken,  following  ob- 
servation by  a practicing  physician,  that  modi- 
fied Trendelenberg  position  induced  prompt 
recovery  of  a diver  who  had  suffered  air  em- 
bolism. Cerebral  vessels  in.  the  cat  were  observed 
through  a wide  craniotomy  exposing  the  hemis- 
phere. Intravenous  air  did  not  mimic  develop- 
ment of  divers  air  embolism.  Controlled  mod- 
erate increase  of  intrapulmonary  air  pressure 
resulted  in  production  of  air  emboli  in  cerebral 
arteries  with  failure  of  flow  apparently  related 
to  the  air-blood  interface.  When  the  head  of 
the  animal  was  lowered,  the  air-blood  interface 
moved,  circulation  was  restored,  and  subsequent 
vasodilatation  was  observed.  It  is  postulated  that 
surface  tension  at  the  interface  balances  the  force 
of  arterial  pressure  to  determine  the  point  in  the 
vessel  at  which  circulation  will  stop.  Increased 
intravenous  pressure,  induced  by  lowering  the 
body  axis,  dilates  the  venous  side  of  the  drainage 
system  and  the  capillary  bed.  This  favorably 
alters  the  ratio  between  circumference  of  the 
interface  and  arterial  pressure  available  to  push 
the  air  embolism  into  the  veins.  The  supine 
Trendelenberg  position  may  be  considered  as  a 
first  aid  measure  until  recompression  can  be 
established. 

From  the  Division  of  Neurosurgery,  University  of  Wash- 
ington School  of  Medicine,  Seattle,  Washington. 

The  author  wishes  to  express  his  appreciation  to  Charles 
A.  Kruse,  M.D.,  for  making  his  manuscript  available  prior 
to  publication,  and  to  Mr.  Robert  W.  Staunton  for  technical 
assistance  in  some  of  the  experiments. 


to  see  the  presence  of  air  in  the  cerebral  vascu- 
lature in  man.  Small  bubbles,  with  sharp  air- 
blood  interface,  were  observed  passing  through 
small  cortical  pial  arteries  but  foam  was  not 
observed. 

Another  source  of  air  embolism  has  become 
of  increasing  concern  with  the  advent  of  sport 
diving.  This  has  resulted  from  the  widespread 
use  bf  self-contained  underwater  breathing  ap- 
paratus (SCUBA).  This  equipment  makes  air 
available  to  the  diver  at  a pressure  equal  to  the 
pressure  of  his  depth  in  the  water,  so  that  the 
rather  feeble  negative  pressure  developed  during 


absfracto 

JAMES  R.  ATKINSON  ( Barrow  Neurological  Institute, 
Phoenix,  Arizona,  USA)  Experimental  Air  Embo- 
lism, Northwest  Med  62:699-703  (Sept)  1963 

Una  investigacion  se  llevo  a cabo,  despues 
que  un  medico  observe  que  la  posicion  de  Tren- 
delenberg modificada  indujo  una  pronta  recuper- 
acion  en  un  buzo  que  sufria  de  embolismo  de 
aire.  Se  observaron  los  vasos  cerebrales  en  el 
gato,  a traves  de  una  craniotomia,  exponiendo  el 
hemisferio.  La  inyeccion  de  aire  en  las  venas  del 
gata  no  did  lugar  a la  produccidn  del  smdrome 
de  embolismo  de  aire,  como  se  ve  en  los  buzos. 
Un  moderado  y controlado  aumento  de  la  pre- 
sidn  de  aire  intrapulmonario  resultd  en  la  pro- 
duccidn de  embolos  aereos  en  las  arterias  cere- 
brales, con  falla  de  flujo  aparentemente  debida 
a la  intima  mezcla  (“interface”)  de  burbujas  y 
sangre.  Cuando  se  bajaba  la  cabeza  del  animal, 
la  “interface”  se  cambiaba,  la  circulacidn  se  res- 
toraba  con  subsecuente  vasodilatacidn.  Se  pos- 
tula  que  la  tension  superficial  de  la  “interface” 
balancea  la  fuerza  de  la  presidn  arterial  hasta 
determiner  el  lugar  en  el  vaso,  en  el  cual  la  cir- 
culacidn para.  El  aumento  de  la  presidn  en 
las  venas  debid o a la  fuerza  de  gravedad  dilata 
no  solo  el  sistema  venoso  sino  tambien  el  lecho 
capilar;  esto  cambia  favorablemente  la  diferencia 
entre  la  circumferencia  de  la  interface  y la 
presidn  arterial  existente  dando  lugar  al  empuje 
de  las  burbujas  a las  venas.  Concluyendo,  la 
posicidn  de  Trendelenberg  se  debe  usar  como 
medida  inicial  hasta  que  la  recompresidn  en 
edmara  se  establece. 
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normal  inspiration  pro\ides  an  adequate  flow 
of  air.  The  hazardous  phase  of  this  activit\- 
occurs  during  ascent.  If  air  is  not  continuously 
e.xhaled,  intrapulmonary  pressure  rapidly  e.xceeds 
ambient  pressure  and  air  is  forced  from  the 
lungs  into  the  pulmonar\-  vascular  bed  through 
mechanical  tearing  of  normal  membrane  sys- 
tems. Pneumothorax  produced  by  rupture  of  the 
\ isceral  pleura  is  also  a hazard.  Lung  overpres- 
sures of  less  than  100  mm  mercury  ha\’e  been 
shown  to  produce  air  embolism  in  the  dog.*  * This 
is  equivalent  to  less  than  five  feet  of  water.  Nor- 
mal ascent  rate  is  25  to  60  feet  a minute.  Em- 
bolism can  occur  in  seconds  as  the  diver  swims 
toward  the  surface.  Air  embolism  can  occur,  even 
if  the  diver  e.xhales  during  ascent,  if  pulmonary 
disease  is  present  which  permits  trapping  of  high 
pressure  air  in  a lung  segment  by  ball  valve  ac- 
tion.* Pulmonary  cysts  ma\'  be  associated  with 
this  condition;  at  present,  it  is  unclear  whether  air 
embolism  results  because  of  air  trapped  in  cysts 
or  if  air  expands  within  the  lung,  producing  trau- 
matic cysts. 

Severe  neurologic  symptoms  are  common  in 
the  first  few  minutes  following  de\'elopment  of 
air  embolism.’  ® Preferred  therapy,  when  facilities 
are  a\  ailable,  is  prompt  chamber  recompression 
to  reduce  volume  of  emboli  and  enhance  physi- 
cal solution  of  the  air."  '®  The  Na\w  has  had 
considerable  e.xperience  with  this  mode  of  ther- 
apy during  training  for  submarine  escape.’  Un- 
fortunately, such  facilities  are  not  widely  avail- 
able. 

The  present  study  was  instigated  as  a result 
of  interest  developed  in  a case  of  air  embolism 
treated  by  a Seattle  physician  and  recently  re- 
ported in  this  journal.”  A severe  case  of  clinical 
air  embolism  developed  in  a diver  during  free 
ascent  training  in  a tank.  He  had  marked  neuro- 
logic signs  and  symptoms  (coma,  flaccid  hemi- 
plegia, anisocoria)  which  cleared  in  less  than 
two  hours  to  an  asymptomatic,  ambulatory  state. 
Therapy  had  consisted  of  placing  the  patient 
supine  on  an  examining  table  and  rocking  him 
from  a 15  degree  Trendelenberg  position  to  a 
level  position.  This  unusual  therapy  had  been 
utilized  as  a result  of  the  physician’s  astute  ob- 
ser\  ation  that  during  handling  by  untrained  per- 
sonnel, the  patient  had  responded  briefly  to  the 
head  down  position. 

In  \'iew  of  the  often  rapid  and  fatal  outcome 
of  this  condition,  this  represented  an  unusual  and 
encouraging  response.  Some  e.xcellent  e.xperi- 
mental  studies  were  done  in  this  field  more  than 


twenty  years  ago.”  The  present  study  was  under- 
taken to  elucidate  some  of  the  mechanisms  un- 
derlying this  clinical  observation. 

pilot  study 

The  main  interest  in  the  present  study  was  the 
beha\'ior  of  air  emboli  in  the  brain.  Adult  cats 
under  deep  pentobarbital  anesthesia  were  pre- 
pared \\ith  tracheostomy,  wide  craniotomy  over 
the  left  cerebral  hemisphere,  immobilized  with 
decamethonium  bromide  to  permit  artificial 
respiration,  and  carried  on  a Palmer  respiratory 
pump.  The  head  was  secured  in  a head  holder 
with  the  animal  in  the  prone  position.  A con- 
tinuous EKG  monitor  was  provided  with  needle 
electrodes  in  both  forepaws,  a Grass  preampli- 
fier, and  display  on  an  oscilloscope.  A binocular 
dissecting  microscope  was  used  to  observe  the 
vessels  of  the  e.xposed  cerebral  cortex.  In  the 
first  pilot  study,  50  cc  of  air  was  injected  into  a 
femoral  venous  cannula.  Retrograde  air  flow 
from  the  superior  saggital  sinus  was  noted  into 
the  large  cortical  veins  feeding  into  the  sinus. 
Once  a air-blood  interface  was  observed  in  a vein, 
there  was  no  evidence  of  resumed  blood  flow  in 
the  normal  direction.  No  change  was  observed 
when  the  body  axis  was  raised  to  60  degree  head 
down  position.  Prompt  tachycardia  developed 
with  augmentation  of  T waves.  Gortical  cyanosis 
and  absent  EKG  response  were  noted  six  minutes 
following  injection.  This  technique  was  not  felt 
to  mimic  the  development  of  divers’  air  embolus 
adequately,  so  a different  experimental  design 
was  undertaken. 

diving  accidents  simulated 

Studies  were  made  in  six  adult  cats.  They  were 
prepared  as  above  except  a four-way  tracheo- 
tomy cannula  was  used.  The  trachea  was  securely 
tied  around  one  branch  of  the  cannula.  Two 
branches  went  to  the  input  and  output  hoses  of 
the  Palmer  respiration  pump.  The  fourth  branch 
^\'ent  to  a Y tube  connected  to  an  aneroid  man- 
nometer  and  a stopcock  which  was  connected  to 
a hand  pressure  syringe.  Provision  was  made  for 
closing  the  hoses  to  the  respiration  pump. 

A control  period  was  established  during  which 
the  animal  was  maintained  on  a stroke  volume  of 
50  cc  and  a pump  rate  of  17  per  minute.  Base- 
line EKG  rate  and  brain  appearance  were  noted 
( Eig.  A).  The  hoses  from  the  respiration  pump 
were  shut  off  and  air  was  pumped  into  the 
trachea  with  the  hand  pressure  syringe. 

It  was  found  that  approximately  one  addi- 
tional vital  capaciW  produced  an  overpressure 
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A.  Normal  appearance  of  the  ectorylvian  gyrus  of  the  adult  cat.  The  gyrus  is  transversed  by 
a cortical  vein  flanked  by  two  small  cortical  arteries. 

B.  One  minute  following  the  induction  of  air  emboli;  moderate  swelling  is  evident.  The  artery 
to  the  left  of  the  vein  is  filled  with  air  and  a stable  air-blood  interface  is  visible  in  the  artery 
to  the  right  of  the  vein. 

C.  Eight  minutes  following  the  induction  of  air  embolism  and  three  minutes  after  raising 
the  body  axis  60  degrees,  the  air-blood  interfaces  begin  to  move  in  the  direction  of  arterial  flow 
(top  to  bottom). 

D.  Ten  minutes  following  induction  the  air  emboli  have  moved  out  of  both  arteries  and  blood 
circulation  has  been  restored.  Note  marked  vasodilation. 
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of  20-25  mm  mercury.  In  five  of  the  six  animals 
air  emboli  were  visible  within  seconds  of  the 
time  this  pressure  was  reached.  In  no  case  was 
more  than  25  mm  mercury  required  to  produce 
emboli.  There  was  usually  a bradycardia  during 
the  time  of  lung  overpressure. 

In  all  cases  the  intrapulmonary  pressure  was 
returned  to  atmospheric  pressure  in  less  than 
one  minute  and  effective  respiratory  exchange 
again  instituted  with  the  respiration  pump.  The 
EKG  returned  to  control  values.  Once  air  ap- 
peared in  cortical  arteries,  no  progress  of  the 
embolus  was  observed  while  the  animal  re- 
mained flat  (Fig.  B).  No  air  was  observed  in 
cortical  veins.  Arterial  pulsation  of  the  air-blood 
interface  was  observed.  One  animal  developed 
massive  pneumothorax  but  did  not  develop  air 
emboli. 

effect  of  changing  position 

After  an  initial  observation  period  of  approxi- 
mately five  minutes,  during  which  the  stability 
of  the  air-blood  interface  in  cortical  vessels  was 
observed,  the  animal  was  tipped  head  down  with 
the  long  axis  of  the  body  at  30-60  degree  angle. 
Brain  swelling,  which  had  been  present  following 
the  development  of  air  emboli,  became  somewhat 
more  pronounced.  Marked  engorgement  of  corti- 
cal pial  veins  and  venules  occurred  and  blood 
began  to  displace  the  air  in  the  small  arteries 
under  observation  (Fig.  C).  Flow  through  adja- 
cent arteries  not  containing  air  emboli  underwent 
no  visible  change.  No  air  was  observed  in  the 
veins  draining  the  gyri  being  fed  by  air-contain- 
ing arteries.  After  blood  flow  had  been  estab- 
lished, marked  dilation  of  the  small  arteries  was 
observed  even  when  the  animal  was  returned 
to  a horizontal  position. 

Four  of  the  five  animals  with  visible  emboli 
were  observed  for  periods  of  appro.ximately  thir- 
ty minutes,  during  which  no  further  changes 
in  the  pattern  of  blood  flow  or  FKG  occured. 
No  emboli  appeared  after  the  initial  shower. 
Brain  swelling  was  less  marked  at  the  end  of 
this  period.  The  scalp  of  the  fifth  animal  was 
closed  and  dial-urethane  anesthesia  instituted. 
No  change  in  FKG  or  cortical  appearance  was 
noted  fourteen  hours  later. 

Post  mortem  examination  of  the  animals 
demonstrating  emboli  revealed  marked  patchy 
interstitial  hemorrhages  in  both  lungs.  No  air 
or  foam  was  found  in  the  great  vessels,  the 
chambers  of  the  heart,  or  the  coronary  arteries. 
Small  pettichial  hemorrhages  were  noted  on  the 
brain  surface  in  three  cases. 


discussion 

Using  appearance  of  air  in  the  cerebral  vessels 
as  an  end  point,  there  does  not  seem  to  be 
enough  air  in  the  circulation  to  impair  cardiac 
filling  through  foaming.  Experimental  air  em- 
boli, produced  by  pulmonary  air  overpressure, 
appear  on  the  arterial  side  of  the  cerebral  vas- 
culature and  lodge  in  small  arteries. 

The  following  tentative  mechanism  of  the 
above  phenomena  is  proposed.  The  point  in  the 
branching  of  the  vascular  tree  at  which  air  lodges 
is  probably  determined  by  the  surface  tension 
properties  of  the  air -blood  interface  within  the 
lumen  of  the  vessel.  When  arterial  pressure  is 
no  longer  able  to  move  the  interface  along  the 
vessel  walls  of  diminishing  caliber  into  the  ca- 
pillary bed,  stasis  results  with  infarction  and  the 
production  of  neurologic  symptoms.  Increase  in 
venous  pressure  through  use  of  the  hydrostatic 
pressure  of  the  venous  blood  column  dilates 
the  venous  side  of  the  drainage  system  and  the 
capillary  bed.  This  allows  a more  favorable  ratio 
between  the  circumference  of  the  air-blood  inter- 
face which  tends  to  be  secured  to  the  vessel 
wall  as  a result  of  surface  tension  differences, 
and  the  cross  sectional  area  of  the  vessel  avail- 
able for  arterial  pressure  which  tends  to  move 
the  interface  along  the  vessel.  Once  air  gets 
into  the  venous  side  of  the  cerebral  circulation 
it  has  not  been  observed  to  reappear.  The  vol- 
ume trapped  in  these  critical  vessels  is  probably 
quite  small. 

Arterial  pressure  was  not  monitored  in  these 
experiments,  and  further  studies  may  reveal  that 
the  Trendelenberg  position  (“shock  position”) 
restores  venous  filling  to  the  heart,  which  is 
probably  interrupted  during  the  period  of  lung 
overpressure.  Regardless  of  the  mechanism,  this 
position  produces  movement  of  emboli  out  of 
the  cortical  arteries  and  restores  blood  circu- 
lation. 

In  view  of  the  serious  consequence  of  the 
neurologic  manifestations  of  air  embolism,  the 
supine  Trendelenberg  position  might  be  con- 
sidered as  a first  aid  measure  until  recompression 
can  be  accomplished.  The  supine  position  seems 
preferable  to  the  prone  position  if  emboli  are 
to  be  kept  out  of  the  aortic  branches  supplying 
the  spinal  cord.  If  circulation  cannot  be  promptly 
established,  irreversible  brain  damage  would 
probably  result  before  transportation  to  a remote 
recompression  facility  could  be  effected.  ■ 

Barrow  Neurological  Institute 


702 

Northwest  Medicine,  September  1963 


REFERENCES 


1 Plum.  F.  and  McNealy,  D.  E.,  Pulmonary  air  em- 
bolism induced  during  experimental  decerebration,  Amer 
J Physiol  202:221-224  (Feb)  1962. 

2 Pool  L.,  Acoustic  Neurinoma,  C.  C.  Thomas,  pub- 
lisher, Springfield,  Illinois,  volume  86.  1957. 

3 Polak,  B.  and  Adams,  H.,  Traumatic  air  embolism 
in  submarine  escape  training,  U.S.  Naval  Med  Bull  30:165- 
177  (April)  1932. 

4 Schaefer,  K.  E.,  McNulty,  W.  P.,  Jr.,  Carey,  C.,  and 
Liebow,  A.  A.,  Mechanisms  in  development  of  interstitial 
emphysema  and  air  embolism  on  decompression  from 
depth,  J Appl  Physiol  13:15-29,  1958. 

5 Duffner,  G.  J.,  Scuba  diving  injuries.  Predisposing 
causes  and  prevention,  JAMA  175:375-378  (Feb  4)  1961. 

6 Collins,  J.  J.,  Jr.,  An  unusual  case  of  air  embolism 
precipitated  by  decompression.  New  Eng  J Med  266:595-598 
(March  22)  1962. 


7 Golding,  F.  C.,  Griffiths,  P.,  Hempleman,  H.  V., 
Paton,  W.  D.,  and  Walder,  D.  N.,  Decompression  sickness 
during  construction  of  Dartford  Tunnel,  Brit  J Industr 
Med  17:167-180  (July)  1960. 

8 Kinsey,  J.  L.,  Neurologic  syndrome  occurring  during 
treatment  of  air  embolism,  U.S.  Armed  Forces  Med  J 
6:1762-1766  (December)  1955. 

9 U.S.  Navy  Diving  Manual,  U.S.  Naval  Department, 
publisher,  Washington  D.C.,  1959. 

10  Workman,  R.  D.,  Cdr.,  USMC,  U.S.  Navy  experi- 
mental diving  unit,  Washington,  D.C.,  personal  communi- 
cation. 

11  Kruse,  C.  A.,  Air  embolism  and  other  skin  diving 
problems.  Northwest  Med  62:525-529  (July)  1963. 

12  Chase,  W.  H.,  Anatomical  and  experimental  obser- 
vations on  air  embolism,  Surg  Gynec  Obstet  59:569-577 
(October)  1934. 


Cancer  Registries  in  Hospitals 

DAVID  METHENY.M.D.  Seattle,  Washington 


For  forty  years,  cancer  has  been  the  second 
most  frequent  cause  of  death  in  the  State  of 
Washington,  as  it  has  been  elsewhere.  About 
one  in  seven  of  the  people  who  read  this  article 
will  likely  die  of  cancer.  Others  who  will  have 
the  disease  will  have  proper  treatment  soon 
enough  to  survive  it. 

Control  of  cancer  within  any  community  de- 
pends on  many  factors.  Lay  medical  intelligence, 
stimulated  by  adequate  public  information  in  an 
area,  is  one  factor.  The  existence  of  proper 
facilities  is  another,  and  this  means  hospitals 
properly  equipped  and  staffed  by  physicians 
sufficiently  interested  in  the  problem. 


abstract 

DAVID  METHENY  (Cancer  Coordinating  Committee, 
Washington  State  Medical  Association,  Seattle, 
USA)  Cancer  Registeries  in  Hospitals,  Northwest 
Med.  62:703-704  (Sept)  1963. 

The  average  general  hospital  will  get  about 
one  cancer  patient  per  year  per  bed.  A cancer 
registry,  operated  through  cooperation  of  staff, 
management,  and  record  library,  enables  staff 
to  check  results  of  cancer  therapy.  Knowledge 
of  results  is  the  foundation  for  improvement. 
Further  information  may  be  obtained  from  the 
Cancer  Coordinating  Committee,  Washington 
State  Medical  Association;  and  guides  from  the 
American  College  of  Surgeons. 

Dr.  Metheny  is  chairman  of  the  Cancer  Coordinating 
Committee.  Washington  State  Medical  Association. 


other  areas  lead 

During  the  last  few  years,  more  and  more 
hospital  cancer  registries  have  been  developing. 
California  and  Connecticut  have  had  hospital 
cancer  registries,  as  part  of  their  over-all  pro- 
grams, for  many  years.  Pennsylvania,  Texas, 
Michigan,  Virginia,  Ohio,  Oregon,  the  District 
of  Columbia,  and  Florida  have  many  hospitals 
with  tumor  registries.  These  registries  have  been 
encouraged  by  the  states’  cancer  coordinating 
committees  or  their  equivalents.  There  are  likely 
many  additional  hospital  cancer  registries  that 
I do  not  know  of. 


abstracto 

DAVID  METHENY  ( Canccr  Coordinating  Committee, 
Washington  State  Medical  Association,  Seattle, 
USA)  Cancer  Registeries  in  Hospitals,  Northwest 
Med.  62:703-704  (Sept)  1963. 

Un  hospital  general  tiene  tin  promedio  de  un 
paciente  con  cancer  por  aho  y por  cama.  Un 
registro  de  cancer  operado  con  la  cooperacion 
del  cuerpo  medical  y administrative  permite 
evaluar  los  resultados  de  canceroterapia.  Este 
conocimiento  es  la  base  para  el  propreso.  Pa- 
trones  para  el  estblecimiento  de  estos  registros 
se  obtienen  a traves  del  Colegio  Americano  de 
Cirujanos  o del  Comite  Coordinador  de  Cancer, 
de  la  Associacion  Medica  del  Estado  de  Wash- 
ington. 
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To  be  effective,  a hospital  cancer  registry 
retpiires  cooperation  of  hospital  management, 
the  hospital  record  librarian,  and  the  medical 
staff.  It  takes  about  a half  hour  of  a librarian’s 
time  to  make  the  initial  registration  for  one  pa- 
tient from  the  hospital  records,  and  about  a 
(piarter  hour  for  each  periodic  follow-up.  Each 
of  these  processes  also  requires  about  180  seconds 
of  the  cooperating  doctor’s  time.  Then  there 
must  be  mi  active  cancer  committee,  or  chair- 
man, who  will  occasionally  advise  the  librarian 
and  will  see  that  the  hospital  staff  gets  the  infor- 
mation on  how  well  they  are  doing. 

The  practical  results  depend  on  circumstances. 
For  example,  in  Calhoun  County,  Michigan,  five 
small  hospitals  started  indi\'idual  cancer  regis- 
tries and  decided  to  pool  their  data.  They  found 
that  they  seemed  to  be  getting  reasonable  results 
with  most  cancers,  except  those  of  the  head  and 
neck.  They  advertised  and  brought  into  their 
community  a specialist  for  cancer  of  the  head 
and  neck. 

The  average  general  hospital  will  get  about 
one  cancer  patient  a year  for  each  bed  it  main- 
tains. From  a statistical  standpoint,  it  may  be  of 
(questionable  worth  for  hospitals  with  less  than 
100  beds  to  institute  cancer  registries.  How- 
ever, I know  of  a hospital  of  about  60  beds  in 
one  community  where  the  librarian  kept  a regis- 
try cm  her  own  initiativ'e,  with  punch  cards  that 
she  develoq^ed  herself.  In  a large  hospital  that 
had  just  started  its  cancer  registry,  the  staff  was 
much  surqjrised  to  find  that  within  the  year  284 
of  their  cancer  patients  had  not  survived.  Knowl- 
edge of  results  is  the  foundation  upon  which  im- 
provements  must  he  developed. 

existing  registries 

The  State  of  Washington  has  nine  hospital 
cancer  registries  apq^roved  by  the  American  Col- 
lege of  Surgeons.  The  Cancer  Coordinating 
Committee  of  the  state  sqionsored  a symqDosium 
meeting  of  these  registries.  The  chairmen  of  the 
various  hosq^itals’  cancer  committees,  the  librar- 
ians, and  a reqiresentative  of  the  administration 
of  each  h(^sq:)ital  were  qoresent.  Surq^rising  differ- 
ences in  q)r(icedures  were  found.  A number  of 


registry  directors  were  trying  to  keeqD  unneces- 
sarily complete  and  detailed  records.  If  the  reg- 
istry is  made  reasonably  simq^le,  it  is  possible  to 
qDut  the  information  on  IBM  cards,  which  can 
be  processed  in  moments  to  provide  any  infor- 
mation asked  for  by  the  hosqjital  committee.  If 
the  setuqD  is  too  cumbersome,  this  information 
does  not  get  to  the  hospital  staff,  and  the  purpose 
of  the  registry  is  defeated. 

A subcommittee  of  the  M^ashington  State  Can- 
cer Coordinating  Committee  has  recently  found 
that  this  state  has  another  25  hospitals  now 
starting,  or  planning  to  start,  local  hospital  can- 
cer registries.  Those  interested  should  write  to 
the  American  College  of  Surgeons  for  '‘Require- 
ments for  an  Approved  Hospital  Registry.”  They 
should  also  write  to  the  Chairman  of  the  Cancer 
Coordinating  Committee,  Washington  State 
Medical  Association,  1309  Seventh  Avenue,  Se- 
attle 1.  Hopefully  within  the  coming  year,  this 
committee  expects  to  sponsor  a workshop  for 
q^ersonnel  from  new  and  prosq^ective  hospital 
cancer  registries.  It  is  hoped  that  experiences 
with  registries  which  have  been  operating  on 
aqDproved  lines  will  assist  the  new  registries  to 
become  effective  with  least  effort. 

One  lost  word:  There  are  many  kinds  of  can- 
cer or  tumor  registries,  some  of  which  are  estab- 
lished for  specific,  limited  purposes.  For  exam- 
ple, the  University  of  Washington  had  a registry 
several  years  ago  which  was  instituted  only  to 
provide  tumor  slides  for  teaching  purposes  in 
the  medical  school.  It  was  financed  for  that  pur- 
pose, and  after  it  had  accomplished  its  objective 
it  was  discontinued.  Still  another  kind  is  the 
state-wide  or  epidemiologic  registry,  of  which 
Connecticut’s  is  an  outstanding  example.  These 
are  not  what  the  Washington  Cancer  Coordinat- 
ing Committee  has  in  mind.  We  are  simply  inter- 
ested in  encouraging  an  adequate  local  interest  to 
develoq^  as  many  local  hospital  cancer  registries 
as  are  needed  to  imq^rove  the  results  of  cancer 
treatment  in  the  various  communities.  The  road 
signs  must  be  plain  so  that  the  runner  can  tell 
if  he’s  getting  anywhere.  ■ 

233  Stimson  Building  (1) 
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Head  Injuries 

ELDON  L.  FOLTZ,  M.D.  Seattle,  Washington 


H ead  injury  is  the  most  common  cause  of  death 
in  the  trauma  resulting  from  car  accidents  today. 
As  a term,  head  injury  includes  injury  to  the 
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Eldon  Foltz  (University  Hospital,  Seattle,  Wash- 
ington, USA)  Head  Injury,  Northwest  Med  62: 
705-715  (Sept)  1963. 

Greatest  needs  in  prevention  of  head  injury 
are  safer  automobiles  and  enforcement  of  regu- 
lations against  driving  while  under  influence  of 
alcohol.  Brain  damage  following  head  injury  is 
us-ually  due  to  difference  in  rate  of  acceleration 
(or  deceleration)  of  skull  and  brain  following 
application  of  force.  The  brain,  being  semi- 
gelatinous,  behaves  like  a bowl  of  jelly;  pressure 
increases  in  the  region  of  the  blow  and  decreases 
at  an  opposite  point.  Concussion  may  occur 
without  demonstrable  brain  damage.  It  i.s  char- 
acterized by  transient  unconsciousness  and  retro- 
grade amnesia.  It  is  due  to  temporary  non- 
function of  the  reticular  activating  system  of  the 
central  brain  stem.  Experiments  indicate  that 
artificial  respiration  might  be  life-saving  in  some 
cases  because  respiratory  effort  after  concussion 
may  be  reduced  severely.  Contusion  may  be 
present  with  concussion  and  must  be  diagnosed 
when  red  cells  are  foimd  in  the  spinal  fluid.  Ex- 
periments indicate  that  the  phenomenon  of  the 
lucid  interval  may  be  due  to  acetijlcholine  re- 
leased from  damaged  brain  tissue.  Atropine  is 
useful  but  a more  poiverful  drug  is  needed. 

Intracranial  pressure  may  be  increased  by 
brain  swelling  or  by  hemorrhage.  Herniation  of 
the  uncus,  the  result  of  increased  pressure,  may 
endanger  the  patient's  life  from  brain  stem  com- 
pression. Manitol  or  urea,  intravenously,  may  re- 
duce swelling  by  causing  diuresis.  Twist  drill 
craniotomy,  under  local  anesthesia,  is  a valuable 
method  of  rapid  diagnosis  of  bleeding  and  may 
be  used  to  drain  some  liqinfied  hematomata  but 
it  is  primarily  a diagnostic  tool. 


This  discussion  was  presented  at  the  Symposium  on  Trau- 
ma at  the  University  of  Washington  School  of  Medicine 
on  May  23,  24.  It  could  not  be  published  with  the  other 
material  from  the  Symposium  in  the  August  issue  because 
of  lack  of  space. 


brain  as  well  as  to  the  structures  surrounding 
it,  including  the  scalp,  skull,  and  the  brain  cov- 
ering or  dura.  I should  like  to  cover  the  topic 
of  brain  injury  in  this  rather  broad  field  of  head 
injuries,  touching  only  briefly  on  injuries  of 
the  scalp  and  skull. 

Treatment  of  severe  scalp  injuries  is  not  neces- 
sarily limited  to  the  realm  of  neurosurgery.  Basic 
principles  of  wound  treatment  hold,  here  as 
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Eldon  Foltz  (University  Hospital,  Seattle,  Wash- 
ington, USA)  Head  Injury,  Northwest  Med  62: 
705-715  (Sept)  1963. 

Los  factores  7nas  importantes  la  prevencion 
de  lesiones  craniofaciales  son:  veh'wulos  mas  se- 
guros  y sanciones  contra  choferes  bajo  la  in- 
fluencia  de  alcohol.  Lesiones  cerebrales  a men- 
niido  son  debidas  a la  diferencia  entre  la  aceler- 
acion  (o  deceleracion)  y el  impacto.  El  crdneo 
teniendo  una  consistencia  semi-gelatinosa  se 
comporta  corno  un  vaso  con  palea,  la  presion 
aumenta  en  el  punto  da  impacto  y disminuye 
en  el  punto  opuesto.  Concusion  puede  ocurrir 
sin  lesiones  anatomicas  demonstrables.  Los  sin- 
tomas  son  inconsciencia  momentarea  y amnesia 
retrograda  y se  debe  a la  disfuncion  del  s'lstema 
reticular  (bulbo  requkleo).  Experirnentos  indican 
que  respiracion  artificial  puede  ser  medida  hero- 
ica  en  algunos  casos  ya  que  el  centra  respiratorio 
puede  haber  sido  temporalmente  lesionado. 
Signo  de  contimon  es  la  presencia  de  eritrocitros 
en  el  fhndo  raquideo.  Experirnentos  tambien 
muestran  que  el  fenorneno  del  intervalo  liicido 
puede  deberse  a la  liberacion  de  acetilcolina  del 
tejido  lesionado.  La  atrophia  puede  se  eficdz, 
pero  una  droga  mas  fuerte  puede  ser  necesaria. 

El  aumento  de  la  presion  intracranial  puede 
deberse  a edema  o hemorragia.  Ilerniacion  gan- 
cho  del  hipocampo  corno  restdtado  del  aurnento 
de  la  presion  pone  en  peligro  la  vida  del  paciente 
por  cornpresion  rnedular.  Manitol  o urea  intra- 
venosos,  disrninuyen  el  edema  cawsando  Uresis. 
Craniotornia  (twist-drill)  bajo  anestesia  local  es 
un  rnetodo  valuable  para  el  diagndstico  de  hem- 
orragia y sirve  tarnbicn  para  la  evacuacidn  de 
Uquido  0 sangre  de  los  hematomas. 
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elsewhere.  They  are:  shock  prevention  or  treat- 
ment, thorough  and  prompt  hemostasis,  adequate 
debridement  and  thorough  closure. 

Open  wounds,  including  scalp  lacerations  and 
depressed  skull  fractures  \\ith  or  without  brain 
laceration  which  ma\’  or  ma>'  not  be  immediately 
ob\ious  as  to  their  extent,  can  be  clarified 
promptly  by  adequate  x-ray  examination.  Im- 
mediate surgical  treatment  is  mandatory  but  it 
is  relati\ely  standardized  and  understood  by 
most  physicians  who  see  such  injuries.  I do  not 
propose  to  cover  either  of  these  categories  in 
detail  but  will  limit  my  comments  to  brain  in- 
juries since  they  have  great  significance  in  the 
long-term  functioning  capacits'  of  the  individual. 

prevention 

Pre\'ention  of  brain  injuries  from  car  accidents 
is  of  great  concern  to  the  discipline  of  neurosurg- 
erv  generally.  Acti\'e  efforts  have  been  under 
wav  since  19.54  and  1955  to  influence  car  manu- 
facturers in  developing  safer  automobiles.  This 
was  instituted,  as  far  as  I know,  by  Hunter 
Sheldon  in  Pasadena  who  catalyzed  the  effort 
and  contacted  the  major  automobile  manufac- 
turers in  an  effort  to  modify  automobile  designs 
so  safety  would  be  emphasized.  A modicum  of 
success  resulted  in  1956  when  some  of  the  major 
manufacturers,  Ford  Motor  Company  in  par- 
ticular, came  out  with  safeW  features:  the  cup- 
ped steering  wheel,  padded  dash,  padded  visors, 
hinged  rear  vision  mirrors  and  seat  belts.  The 
trend  was  slowed  considerably  by  public  rejec- 
tion of  these  safety  features,  but  recently  gained 
an  upsurge  when  the  general  public  and  others 
took  a hard  second  look  at  traffic  fatalities  and 
their  causes. 

The  car  design  which  could  prevent  head 
injuries  was  popularized  several  years  ago  in  the 
so-called  Cornell-Liberty  safety  car  (Fig.  1) 
which  was  designed  to  afford  maximum  protec- 
tion to  passengers  during  a crash.  It  demon- 
strates safety'  features  not  found  currently  in 
our  automobiles,  but  which  would  theoretically' 
make  the  passenger  much  safer  than  he  is  at 
present.  There  are  accordian  doors  for  easy' 
entrance  and  e.xit  but  providing  stability'  and 
freedom  from  doors  flying  open  subsequent  to 
car  body  distortion  during  a crash.  The  bucket 
seats  are  heavily  padded  and  are  equipped  with 
seat  belts  and  shoulder  straps.  The  car  is  steered 
by  a bar,  eliminating  the  steering  post  and  wheel 
upon  which  chests  and  heads  are  being  bashed 
consistently  today.  The  driver’s  seat  is  in  the 


Fig.  1.  “Cornell — Liberty  Safety  Car”  which  demonstrates 
maximum  passenger  protection  features  in  case  of  collision. 
The  pilot  model  of  this  car,  built  by  the  Liberty  Mutual 
Insurance  Company,  is  now  in  the  Smithsonian  Institu- 
tion, Washington,  D.C. 

middle  of  the  car.  A roll  bar,  extending  from 
frame  to  roof,  is  heavy  enough  to  permit  the  car 
to  roll  down  a mountainside  without  crushing 
the  occupants.  The  car  is  practically  surrounded 
with  huge,  heavy  fenders  gi\ing  it  a tank-like 
appearance  but  capable  of  absorbing  severe 
crash  forces  without  transferring  damaging  en- 
ergy to  riders.  A person  could  go  through  an 
accident  of  some  magnitude  in  this  ty'pe  of  car 
or  stay  in  it  during  multiple  rollover,  and  have 
a reasonable  chance  of  survival. 

A second  factor  which  might  be  given  some 
attention  in  the  prophylaxis  of  head  injuries 
was  depicted  not  long  ago  in  a cartoon  pub- 
lished by  the  Wall  Street  Journal.  A man,  seated 
on  a bar  stool  had  a glass  in  hand  and  elbow 
well  bent.  I suppose  it  could  be  assumed  that 
he  was  feeling  no  pain  but  the  artist  made  it 
clear  that  he  was  in  no  danger  of  driving  his 
car.  He  ^^'as  secured  to  the  bar  stool  b\'  a seat 
belt!  However,  the  bar  stool  immediately  adja- 
cent to  him  was  emph',  with  the  seat  belt  empty'. 
One  might  wonder  if  seat  belts  on  bar  stools 
to  keep  the  bar  pidgeons  at  the  bar  while  they' 
drink  and  until  the  effects  of  the  alcohol  has 
worn  off,  would  be  a good  idea.  As  you  all  are 
aware,  alcohol  in  automobile  accidents  is  a sig- 
nificant factor  and  stringent  rules  and  enforce- 
ment concerning  dri\  ing  under  the  effects  of  al- 
cohol need  more  aggressive  attention. 

Further  education  of  the  general  populus  con- 
cerning methods  of  preventing  automobile  acci- 
dents certainly  is  needed  and  this  aspect  of  pre- 
vention has  advanced  greatly  in  the  last  four  to 
five  years. 
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effect  of  differential  acceleration 

Treatment  of  brain  injury  in  the  acute  phase 
requires  some  understanding  of  the  mechanism 
and  pathophysiology  involved  in  its  production. 
Figure  2 demonstrates  how  the  force  of  a blow 
to  the  head  is  transmitted  to  the  brain.  The 
force  of  the  blow,  whether  it  is  delivered  on  the 
occipital  portion  of  the  skull,  or  the  frontal  or 
temporal  regions,  accelerates  the  skull  more 
rapidly  than  it  does  the  underlying,  semi-gela- 
tinous brain.  Because  of  this  diflFerence  in  accel- 
eration, there  is  an  area  of  the  brain  opposite  the 
blow  which  suflFers  a certain  amount  of  decreased 
pressure.  There  is,  on  the  other  hand,  increased 
pressure  on  the  brain  immediately  underlying  or 
closest  to  the  accelerating  force.  This  may  pro- 
duce contusion  and  bruising  of  the  brain  close 
to  the  site  of  the  accelerative  force.  Experi- 
mental work  indicates  that  unconsciousness  and 
coma  may  well  be  directly  related  to  the  degree 
of  pressure  increase  which  occurs  intracranially 
at  the  moment  of  impact. 

It  should  be  kept  in  mind  that  the  differential 
movement  of  the  skull  and  brain  may  rupture 
some  of  the  veins  running  from  the  brain  to  the 
dural  sinuses  which  are  closely  adherent  to  the 
skull.  These  veins  traverse  the  subarachnoid 
space.  They  may  be  ruptured  or  torn,  producing 
acute  subdural  hematoma  and  even  hemorrhage 
on  the  surface  of  the  brain. 

The  entire  brain  mass  contained  within  the 
calvarium  acts  somewhat  in  the  manner  of  a bowl 
of  jelly  at  the  time  of  impact,  since  the  brain  is 
semi-gelatinous  in  consistency.  The  degree  to 
which  brain  motion  actually  occurs  within  the 
skull  at  the  time  of  a severe  head  blow  is  sur- 
prising. During  the  war,  Sheldon  and  Pudenz 
demonstrated  this  very  effectively  when  they 
replaced  the  calvarium  of  monkeys  with  a plastic 
calvarium  through  which  one  could  actually  see 
the  surface  convolutions  of  the  brain.  High  speed 
color  movies  were  taken  of  the  brain  and  dem- 
onstrated very  effectively  the  striking  rotational 
and  shearing  forces  at  the  time  of  impact  which 
caused  the  brain  to  “shake  like  a bowl  full  of 
jelly.” 

The  forces  which  produce  this  effect  are  in 
part  dependent  on  the  area  of  the  skull  to  which 
the  blow  is  delivered,  but  the  bony  and  fibrous 
buttresses  within  the  skull  attempt  to  maintain 
the  brain  in  its  normal  position.  As  a result, 
these  buttresses,  particularly  the  greater  wing 
of  the  sphenoid  which  divides  the  frontal  fossa 


Fig.  2.  Diagramatic  representation  of  delayed  force  trans- 
mission from  skull  to  brain,  and  shear  forces  in:  A.  blow 
to  chin;  C,  D,  resulting  progressive  deformity  of  brain 
relative  to  skull;  E,  blow  to  occiput.  B,  anatomic  relation- 
ship of  skull,  dura  veins,  and  brain  surface. 


Fig.  3.  Shear  strains  effective  in  producing  brain  lesions 
(by  gelatin  model  technique)  in;  A,  blow  to  occiput  (later- 
al view);  B,  blow  to  temple  (vertex  view);  C,  blow  to 
chin  (coronal  section).  Black  area  equals  maximum  injury 
site.  Heavy  diagonal  areas  equal  moderate  injury  site. 
Wide  diagonal  areas  equal  minimal  injury  site. 

from  the  middle  fossa,  and  the  tentorium  cere- 
belli  which  divides  the  middle  fossa  from  the 
posterior  fossa,  act  as  restraining  forces;  and  it 
is  the  areas  of  the  brain  directly  apposed  to 
these  buttresses  which  become  bruised  and  con- 
tused most  frequently  in  closed  head  injuries. 
The  areas  of  the  brain  frequently  bruised  by 
these  effects  are  the  orbital  cortex  of  the  frontal 
lobe,  the  medial  temporal  lobe,  and  the  brain 
stem  which  may  be  battered  by  the  floor  of  the 
skull,  or  clivus. 

Shear  strains  have  been  investigated  by  gelatin 
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models.  The  findings  support  this  idea  gi'ing 
a clearer  concept  of  the  physical  basis  for  bruis- 
ing and  contusions  than  the  older  one  of  contre- 
coup  injury,  (Fig.  3). 

concussion 

In  many  head  injuries,  however,  actual  con- 
tusion or  bruising  of  the  brain  does  not  occur 
but  there  is  immediate  loss  of  consciousness.  In 
the  strict  sense  of  the  term,  cerebral  concussion 
means  sudden  loss  of  consciousness  secondary' 
to  a head  blow  but  unassociated  with  any  de- 
monstrable gross  brain  damage.  Cerebral  con- 
cussion is  always  associated  with  transient  loss 
of  consciousness  and  this  means  that  invariably 
a small  degree  of  retrograde  amnesia  is  also 
present. 

It  is  the  responsibility  of  the  physician  caring 
for  a person  who  has  had  a head  injury  to  deter- 
mine, by  adroit  questioning,  whether  or  not  the 
patient  actually  has  had  a cerebral  concussion. 
It  is  not  unusual  for  a person  to  deny  uncon- 
sciousness, if  the  unconscious  episode  was  very 
short.  However,  there  is  evidence,  on  close 
questioning,  that  the  patient  is  somewhat  con- 
fused and  actually  doesn’t  know  precisely  what 
happened  to  him  except  as  he  has  been  told  by 
others.  He  may  have  acted  in  an  automatic 
manner  immediately  after  the  accident  and  may 
even  have  answered  questions  reasonably  well, 
and  yet  he  was  not  a responsible  person  (for 
interrogation  by  a law'y^er,  for  instance)  while 
he  was  in  this  condition.  It  is  important  that 
the  physician  caring  for  him  during  this  time 
recognize  this  fact. 

Diagnosis  of  cerebral  concussion  can  be  made 
if  the  e\’idence  supports  retrograde  amnesia  of 
any  significant  degree.  It  is  likely  that  this  am- 
nesia will  be  permanent,  since  the  concussion 
wipes  out  the  last  few  elements  of  memory 
which  were  being  implanted  in  his  memory 
circuits  just  prior  to  the  accident.  How  much 
memory  loss  there  will  be  following  the  accident 
will,  of  course,  depend  on  severity  of  the  con- 
cussion and  duration  of  unconsciousness. 

the  reticular  activating  system 

Figure  4 demonstrates  the  cerebral  system 
responsible  for  maintenance  of  consciousness  and 
the  wakening  state.  The  reticular  activating 
system  is  a highly  important  portion  of  the  cen- 
tral brain  stem,  extending  from  the  medulla  to 
high  diencephalic  and  thahnic  levels  as  demon- 
strated in  the  illustration.  This  centrally  located 


neuronal  core  is  loosely  inter-connected  anatom- 
ically by  long  fiber  pathways  and  receives  sen- 
sory input  coming  from  all  sensory  systems, 
including  exteroceptive  sensations,  position  sen- 
sations and  all  the  sensations  which  come  in  over 
the  cranial  nerves.  This  system  interacts  closely 
with  the  thalamus  and  cerebral  cortex  to  main- 
tain the  awake  state,  and  it  appears  from  experi- 
mental work,  that  it  is  this  particular  activating 
system  which  is  inactivated,  in  a head  injury, 
to  produce  unconsciousness. 


0 SYSTEM  IN  BRAIN  STEM 


Fig.  4.  Diagramatic  representation  of  ascending  reticular 
activating  system  in  brain  stem  (cat). 

The  brain  stem  is  in  close  opposition  to  the 
floor  of  the  skull— the  clivus— and  is  easily  dam- 
aged by  blows  to  the  head  because  of  this 
physical  factor  plus  the  additional  factor  that  is 
more  closely  supported  by  structures  such  as  the 
tentorium  cerebelli.  The  cerebral  mass  above 
may  tend  to  rotate  on  the  brain  stem,  producing 
severe  torsion  and  shear  stresses. 

The  unconsciousness  of  cerebral  concussion 
may  be  related  directly  to  the  rapidity  with 
which  high  intracranial  pressure  is  produced  by 
the  blow,  or  it  may  be  directly  related  to  the 
acceleration  eflFects  of  the  blow,  either  in  a 
positive  or  negative  way.  Experimentally,  cere- 
bral concussion  has  been  related  to  critical  accel- 
eration forces  in  the  realm  of  28  feet  per  second 
per  second,  but  recent  experimental  work  may 
support  the  idea  that  it  is,  in  actual  fact,  the 
rapidity  with  which  high  intracranial  pressure 
is  produced  that  is  critical  in  producing  cerebral 
concussion. 
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experimental  concussion 

Acute  concussion  is  seldom  observed  clinically, 
usually  because  the  doctor  is  not  present  when 
the  victim  receives  a head  blow  of  sufficient 
force  to  knock  him  out.  Nevertheless,  the  acute 
effects  of  cerebral  concussion  need  to  be  under- 
stood if  the  after-effects  are  to  be  evaluated 
properly.  This  has  been  investigated  rather  ex- 
tensively in  our  own  laboratories.  Figure  5 dem- 
onstrates a compressed  air  gun  which  was  used 
in  the  laboratory  to  produce  cerebral  concussion 
in  monkeys  by  accelerating  the  head  of  the 
monkey  through  the  critical  rate  of  28  feet  per 
second  per  second.  The  animals  were  observed 
carefully  during  the  concussion.  Electroence- 
phalograms of  the  brain  surface,  as  well  as  elec- 
trical activity  in  the  reticular  formation,  were 
recorded.  Parameters  of  blood  pressure,  EKG, 
and  respiration  were  likewise  recorded. 


Fig.  5.  Compressed  air  gun  designed  to  produce  experi- 
mental cerebral  concussion  by  controlled,  rapid  acceler- 
ation. Foltz,  Eldon  L.,  Jenkner,  F.  L.,  and  Ward,  A.  A., 
J Neurosurg  10:342-352  (July)  1953.  Reproduced  by  per- 
mission. 


Clinically,  the  experimental  animal  immedi- 
ately becomes  flaccid,  respirations  stop,  and  cor- 
neal blink  and  ear  reflexes  are  completely  lost. 
This  lasts  for  a variable  period,  after  which  re- 
covery of  these  basic  functions  occurs.  Figure  6 
illustrates  a control  electroencephalogram  on  the 
left  with  the  EKG  and  respirations  recorded  in 
the  bottom  two  channels.  The  recording  on  the 
right  side  of  the  figure  shows  the  EEG,  pulse 
rate,  and  respirations  shortly  after  a concussive 
blow.  The  important  thing  to  note  is  that  res- 
piratory effort  is  practically  gone.  This  is  a 
characteristic  finding  in  cerebral  concussion,  in- 
dicating that  brain  stem  structures  have  been 
injured  significantly.  In  the  acute  phase  of  cere- 


bral concussion,  respiratory  arrest  is  common. 
The  pulse  rate  is  slowed  remarkably,  as  well. 

need  for  artificial  respiration 

In  the  clinical  sense,  application  of  these  facts 
indicates  that  primary  concern  for  the  patient 
who  has  suffered  a severe  head  blow  is  to  ob- 
serve and  aid  respiratory  efforts  if  necessary  until 
the  brain  stem  structures  can  recover  and  again 
set  up  their  own  respiratory  rhythm.  Artificial 
respiration  might  conceivably  be  life-saving  and, 
certainly,  making  sure  that  the  airway  is  clear 
for  such  an  effort  is  highly  important.  Therefore, 
at  the  time  of  an  acute  cerebral  concussion,  the 
primary  concern  is  maintenance  of  an  open  air- 
way and  the  giving  of  respiratory  aid,  if  needed. 


WKCT  KIO  40m«  ATTItt  Lt  1 


Fig.  6.  Scalp  EEG  record,  EKG,  and  respiration  trace  to 
show  acute  effects  of  cerebral  concussion. 


Fig.  7.  CSF  pressure  and  blood  pressure  record  at  time  of 
cerebral  concussion,  showing  very  rapid,  transient,  CSF 
pressure  rise,  but  slow,  persisting  blood  pressure  rise  with 
bradycardia  (cat).  Foltz,  Eldon  L.,  Jenkner,  F.  L.,  and 
Ward,  A.  A.,  J Neurosurg  10:342-352  (July)  1953.  Repro- 
duced by  permission. 


Figure  7 demonstrates  what  happens  to  the 
intracranial  pressure  during  a severe  head  blow. 
Again,  this  is  e.xperimental  work.  The  upper 
trace  represents  spinal  fluid  pressure  at  the 
time  of  a right  parietal  blow.  There  is  some  arti- 
fact at  the  time  of  the  blow  but  it  is  also  quite 
obvious  that  the  intracranial  pressure  went  up 
rapidly.  A number  of  artifacts  appeared,  which 
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niav  ha\  e been  secondary  to  movement,  but  the 
pressure  very  shortly  thereafter  (within  a matter 
of  one  or  two  seconds)  was  hack  to  normal 
where  it  remained.  On  the  contrary,  the  blood 
pressure  rose  to  o%  er  twice  the  control  level.  It  is 
important  to  point  out  that  not  only  did  the 
blood  pressure  go  up  hut  the  pulse  rate  declined. 
It  is  also  important  to  keep  in  mind  that  with 
this  rise  in  blood  pressure  there  was  no  change 
in  the  spinal  fluid  pressure.  This  represents  a 
“pure  concussion”  unassociated  presumably  with 
cerebral  contusion.  If  increased  pressure  follows 
a head  injur\’  of  this  sort,  it  must  be  assumed 
that  contusion  or  bruising  of  the  brain  has  oc- 
curred. The  spinal  fluid  under  these  conditions 
should  show  red  cells,  indicating  more  than  cere- 
bral concussion.  The  diagnosis  must  he  cerebral 
contusion  since  the  red  cells  indicate  that  bruis- 
ing has  occurred.  This  does  not  mean  that  cere- 
bral concussion  has  not  also  occurred,  but  it  does 
make  a diagnosis  of  cerebral  concussion  and 
cerebral  contusion  mandatory.  Under  these  con- 
ditions, increased  intracranial  pressure  may  oc- 
cur hut  with  simple  cerebral  concussion,  in- 
creased intracranial  pressure  is  not  a problem. 

depression  of  reticular  formation 

The  EEG  on  an  experimental  animal  in  figure 
8 shows  what  happens  in  the  reticular  formation. 
The  recording  on  the  upper  channels  shows  the 
surface  recording  and  in  the  last  EEG  channel 
the  recording  is  from  the  reticular  formation. 
At  the  time  of  the  blow  there  is  artifact  of 
recording.  It  is  obvious  that  within  two  seconds 
electrical  activity  in  the  cerebral  cortex  has  been 
reduced,  but  not  nearly  as  strikingly  as  that  in 
the  reticular  formation.  At  six  seconds  after  the 
concussion  the  reticular  formation  shows  very 
little  electrical  activity  and  trace  excursions  are 
reduced  much  more  than  those  in  the  surface 
recording  EEG.  This  would  imply,  of  course, 
that  reticular  formation  function  has  been  dam- 
aged more  than  hemisphere  function. 

Further  proof  of  this  concept  of  reticular  for- 
mation depression  in  cerebral  concussion  was 
elicited  by  a different  technique.  Figure  9 is  a 
diagrammatic  representation  of  the  area  of  the 
brain  stem  reticular  formation  which  was  ex- 
plored by  stereotactically  placed  electrodes  in 
the  primate  immediately  following  cerebral  con- 
cussion. This  area  extended  from  the  mesence- 
phalic tegmentum  to  the  upper  medulla  just 
above  the  vestibular  nucleus  and  \\'as  achieved 
by  using  a grid  of  four  electrodes,  recording  in 


Fig.  8.  Scalp  and  reticular  formation  EEG  at  time  of 
concussion.  At  six  seconds,  note  greater  depression  of 
electrical  activity  in  reticular  formation.  Foltz,  Eldon  L., 
Jenkner,  F.  L..  and  Ward,  A.  A.,  J Neurosurg  10:342-352 
(July)  1953.  Reproduced  by  permission. 


Fig.  9.  Diagram,  parasagittal  section  brain  stem  (monk- 
ey). Cross  Hatched  area  shows  region  where  evoked  sen- 
sory responses  in  reticular  formation  were  recorded  be- 
fore and  after  concussion.  Foltz,  E.  L.  and  Schmidt,  R.  P., 
J Neurosurg  13:145-154  (March)  1956.  Reproduced  by  per- 
mission. 

a bi-polar  manner  between  these  various  elec- 
trode pairs.  The  area  explored  is  lightly  shaded. 
The  area  which  gave  positive  results  is  heavily 
shaded.  This  represents  a para-saggital  or  me- 
dian-saggital  section  of  the  brain,  somewhat  off 
the  mid-line. 

Figure  10  is  a cross-section  of  the  brain  stem 
of  the  monkey  showing  the  pathways  of  these 
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Fig.  10.  Cross-section  of  monkey  brain  stem  at  mesence- 
phalon to  show  12  stracts  of  electrode  grid  whereby  evoked 
responses  were  recorded;  medial  8 electrodes  are  in 
reticular  formation,  and  lateral  upper  2 are  in  primary 
sensory  pathways.  Foltz,  E.  L.  and  Schmidt,  R.  P.,  J 
Neurosurg  13:145-154  (March)  1956.  Reproduced  by  per- 
mission. 


Fig.  11.  Oscilloscope  tracing  of  evoked  response  from 
sciatic  nerve  stimulation:  upper  trace,  primary  sensory 
pathway  (medial  leminiscus);  lower  trace,  reticular  for- 
mation; A,  pre-concussion;  B,  immediately  after  con- 
cussion. Note  absence  of  evoked  response  in  reticular  for- 
mation. Foltz,  E.  L.  and  Schmidt,  R.  P.,  J Neurosurg 
13:145-154  (March)  1956.  Reproduced  by  permission. 


Fig.  12.  Oscilloscope  tracings  as  in  Figure  11:  A,  pre- 
concussion; B.  post-concussion  (note  reduction  in  both 
responses);  C,  four  hours  post-concussion  (note  absence 
of  reticular  formation  and  reduction  in  primary  sensory 
evoked  responses)  Foltz,  E.  L.  and  Schmidt,  R.  P.,  J Neuro- 
surg 13:145-154  (March)  1956.  Reproduced  by  permission. 

medial  electrodes  in  the  reticular  formation. 
The  two  lateral  electrodes  traversed  the  medial 
lemniscus.  The  purpose  of  placing  the  elec- 
trodes was  to  record  evoked  responses  from  the 


medial  reticular  formation  via  the  medial  elec- 
trodes and  record  evoked  sensory  potentials  in 
the  primary  sensory  ascending  pathways  of  the 
medial  lemniscus  via  the  laterally  placed  elec- 
trodes. If  we  could  demonstrate  that  stimulation 
of  the  sciatic  nerve  produced  a large  sensory 
response  in  the  medial  lemniscus,  there  should 
be  a delayed  slower  response  in  the  reticular 
formation  since  this  sensory  input  will  be  trans- 
mitted to  the  reticular  formation.  It  was  our 
intent  to  study  this  secondary  slow  response  in 
the  reticular  formation  immediately  after  cere- 
bral concussion  assuming  that  there  would  be 
changes  in  the  reticular  formation  activity  after 
concussion  if  our  ideas  concerning  the  damage 
to  the  reticular  formation  in  cerebral  concussion 
were  correct. 

Figure  11  shows  the  oscilloscope  tracings  in 
this  experimental  work.  The  primary  sensory 
response  from  the  medial  lemniscus  is  demon- 
strated as  a high  potential,  relatively  short  dura- 
tion response  in  the  control  trace  in  A.  The  sec- 
ond trace  in  A demonstrates  the  polyphasic,  long- 
latency  response  recorded  from  the  medial  reticu- 
lar formation,  a normal  type  of  response,  as  ex- 
pected. In  B,  the  primary  ascending  pathway  is 
still  transmitting  the  response  to  higher  centers 
ten  seconds  after  a cerebral  concussion  blow.  The 
reticular  formation,  on  the  other  hand,  shows 
no  evidence  of  the  evoked  response  such  as  that 
present  prior  to  concussion.  This  implies  rather 
specifically  that  the  sensory  input  coming  from 
the  medial  lemniscus  or  the  primary  ascending 
sensory  pathways  has  not  activated  the  reticular 
formation  and,  presumably,  this  is  secondary  to 
the  cerebral  concussion  which  has  just  been 
induced. 

the  lucid  interval 

Figure  12  shows  the  same  Wpe  of  response 
but  demonstrates  experimentally  a situation 
which  we  frequently  see  clinically.  In  this  in- 
stance, over  a period  of  30  minutes,  the  reticular 
formation  response  has  gradually  disappeared. 
This  is  comparable  to  reaction  of  a patient  who 
has  received  a cerebral  concussion,  seems  to  be 
reasonably  alert  and  responsive  when  he  is  first 
seen  in  the  emergency  room,  but  within  an  hour 
or  so,  begins  to  show  less  responsiveness,  be- 
comes somewhat  disoriented,  is  drowsy  and  falls 
asleep  frequently.  It  appears  in  this  instance, 
that  it  is  not  the  physical  shake-up  of  the  retic- 
ular formation  which  produced  its  loss  of  func- 
tion, but  something  which  acts  more  slowly 
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though  the  initiating  factor  may  have  been  the 
cerebral  concussion. 

This  type  of  response,  at  the  clinical  level,  has 
been  called  a lucid  interval  and  in\  ariably  brings 
up  the  thought  of  an  epidural  hematoma.  I 
should  like  to  emphasize,  however,  that  in  our 
experience  the  presence  of  an  epidural  hema- 
toma under  these  circumstances  is  not  as  com- 
mon as  some  of  the  textbooks  might  lead  one 
to  think.  An  epidural  hematoma  should  be  con- 
sidered in  all  instances  and  the  possibility 
should  be  thoroughly  in\  estigated,  but  something 
does  happen  to  the  reticular  formation  which  is 
progressive,  which  causes  progressive  changes  in 
the  brain  over  a period  of  time,  and,  which  may 
mimic  the  effects  of  an  epidural  hematoma. 

vaso-dilation 

It  has  been  postulated  that  this  may  be  a 
result  of  acetylcholine  which  is  released  into  the 
spinal  fluid  from  damaged  brain  tissue,  recog- 
nizing that  acetylcholine  is  not  present  in  normal 
spinal  fluid,  ^^’hether  the  acetxdcholine  itself 
causes  a loss  of  integrated  activity  of  the  retic- 
ular formation  or  whether  it  is  some  substance 
closely  related  to  acetylcholine  is  not  clear,  yet 
if  an  anticholinergic  drug  of  a powerful  enough 
nature  is  used  to  counteract  the  acetylcholine, 
the  effect  can,  at  times,  dramatically  reverse  the 
lethargy  and  evidences  of  deterioration  in  the 
patient.  It  is  important  to  emphasize  here  that 
aceU’lcholine  is  a powerful  vaso-dilator,  that 
vaso-dilation  has  been  recognized  for  years  as  a 
part  of  the  pathological  picture  in  brains  of  per- 
sons who  died  from  cerebral  concussion,  and  that 
vaso-dilation  will  ultimately  produce  petechial 
hemorrhages  by  diapedesis.  If  a pathophysio- 
logical state  of  reticular  formation  depression 
is  caused  by  the  presence  of  acetylcholine,  its 
presence  over  a period  of  time  may  cause  a 
patho-anatomic  change  secondary'  to  the  hem- 
orrhages which  will  occur  around  the  blood 
vessels  in  the  brain  stem  area  of  the  reticular 
formation. 

The  reversal  or  countering  of  the  acetylcholine 
effect  by  large  doses  of  atropine  has  been  prac- 
ticed in  our  clinical  efforts  for  a number  of  years. 
If  used  in  the  proper  circumstances,  and  in  time, 
it  can  cause  dramatic  reversal  of  reticular  forma- 
tion depression,  i.e.  lightening  of  the  coma  and 
increased  responsiveness  in  the  patient.  Of 
course,  it  must  be  kept  in  mind  that  if  bruising 
and  contusion  have  occurred  in  the  brain  stem 
to  cause  the  reticular  formation  depression  ini- 


tially, large  doses  of  atropine,  as  high  as  6 mg  a 
day,  will  not  reverse  the  effects  of  the  patho- 
anatomic  lesion  and  no  change  in  the  clinical 
status  of  the  patient’s  coma  will  ensue.  There  are 
contraindications  to  the  use  of  atropine  in  these 
high  doses,  such  as  fever  and  tachycardia,  and 
it  should  never  be  used  where  coronary  disease  is 
suspected.  Other  drugs  have  been  inv'estigated, 
but  as  yet,  atropine  appears  to  be  the  best  of 
the  group  although  its  peripheral  muscarinic 
action  prevents  its  use  in  high  enough  dosage 
levels  to  be  as  effective  as  we  would  like. 


Fig.  13.  Twenty-four  hour  record,  by  oscilloscope  tracings, 
of  reticular-formation-evoked,  sensory  response  recovery 
following  concussion.  Foltz,  E.  L.  and  Schmidt,  R.  P.,  J 
Neurosurg  13:145-154  (March)  1956.  Reproduced  by  per- 
mission. 

rate  of  recovery 

Figure  13  illustrates  recovery  from  reticular 
formation  depression  in  a case  of  uncomplicated 
cerebral  concussion  experimentally  produced. 
In  A,  five  minutes  after  concussion,  the  reticular 
formation  response  is  absent.  At  B,  thirty  min- 
utes later,  there  is  an  initial  response.  At  C,  a 
little  better  response  is  occurring  and  at  D,  four 
hours  subsequent  to  C,  response  is  even  better. 
Finally  at  E,  sixteen  hours  after  injury  the  re- 
sponse is  more  nearly  normal  and  at  F,  twenty- 
four  hours  later,  it  is  practically  normal.  This  is 
the  sort  of  recoveiy'  which  one  could  expect  in 
a person  who  has  suffered  a significant  cerebral 
concussion  with  unconsciousness  of  an  hour  or 
so,  and  the  next  day  appears  to  be  normal  neu- 
rologically  but  shows  significant  post-trauma 
amnesia  as  well  as  retrograde  amnesia  from  the 
event. 

intracranial  pressure 

Increased  intracranial  pressure  is  always  a con- 
sideration and  a danger  in  any  closed  head  in- 
jury. Figure  14  shows  the  type  of  cerebral  swell- 
ing which  can  occur  from  a contused  brain.  The 
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right  temporal  lobe  has  been  badly  contused  as 
demonstrated  in  this  illustration  of  a coronal 
section  of  a human  brain.  There  are  a few 
hemorrhages  within  the  cortex  of  the  orbital 
surface  of  the  frontal  lobe,  on  the  medial  surface 
of  the  temporal  lobe,  and  on  the  lateral  surface 
of  the  temporal  lobe.  The  entire  hemisphere  is 
swollen  and  there  is  a shift  of  the  brain  from 
right  to  left  as  demonstrated  by  shift  of  the  mid- 
line structures.  There  is  marked  increase  in  the 
mass  of  cerebral  white  matter  on  the  right  side 
as  compared  to  that  on  the  left. 
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Fig.  14.  Coronal  brain  section  in  cerebral  contusion.  Note 
intracerebral  hematoma  and  swelling  of  entire  right  hemi- 
sphere. 

This  is  the  type  of  cerebral  swelling  which 
can  cause  significant  herniation  of  the  uncus  and 
endanger  the  patient’s  life  because  of  upper 
brain  stem  compression.  At  times,  a temporal 
lobe  this  badly  contused  will  liquify,  expand 
greatly  in  size,  and  will  have  to  be  removed  sur- 
gically in  order  to  provide  adequate  decompres- 
sion. However,  in  many  instances  this  type  of 
swelling  can  be  treated  rather  effectively  by 
one  of  the  recently  recommended  drugs,  either 
manitol  or  concentrated  urea,  given  intravenously 
rather  rapidly  in  the  amounts  of  .5  Gm  per 
kilo.  Either  of  these  will  produce  significant 
diuresis  and  cause  shrinking  of  this  swollen  area. 
They  can  relieve  early  uncal  herniation  with 
cocomitant  brain  stem  compression. 

hemafomata 

Figure  15  demonstrates  another  cause  of  in- 
creased intracranial  pressure  in  closed  head  in- 
jury, the  presence  of  an  expanding  intracranial 
hematoma.  This  illustration  shows  an  epidural 


hematoma  mass,  probably  arising  from  a lacer- 
ated middle  meningeal  artery,  secondary  to  a 
linear  skull  fracture  across  the  middle  meningeal 
groove.  This  is  one  place  in  which  a skull  x-ray 
can  be  of  extreme  value  in  predicting  the  occur- 
rence of  hematoma.  Almost  without  exception, 
an  epidural  hematoma  in  an  adult  is  associated 
with  a skull  fracture  across  the  middle  meningeal 
groove.  The  fracture  can  be  demonstrated  by 
x-ray  and  should  alert  one  to  the  possibility  of 
middle  meningeal  artery  bleeding.  The  hem- 
orrhage commonly  produces  a brain  compressing 
mass  such  as  this  and  ultimately  causes  a brain 
shift  as  shown  in  the  illustration. 

This  mass  will  likewise  cause  brain  stem  com- 


Fig.  15.  Diagram  to  illustrate  effects  of  intracranial  hema- 
toma and  resulting  brain  shift. 


pression  with  uncal  herniation.  There  are  other 
hematomas  which  can  be  produced  by  head  in- 
juries, but  each  will  make  itself  known  by  the 
effect  of  the  mass.  This  includes  epidural  hema- 
tomas, subdural  hematomas,  and  intracerebral 
hematomas.  It  must  be  kept  in  mind  that  intra- 
cerebral hematomas,  in  most  instances,  will  pro- 
duce hemiplegia  and  possibly  aphasia  more 
promptly  than  the  others,  but  these  hematomas 
are  mass  lesions  and  will  be  localized  by  the 
effect  on  the  function  of  the  underlying  brain, 
in  addition  to  causing  signs  of  increased  intra- 
cranial pressure  and  uncal  herniation. 

structures  affected  by  pressure 

Figure  16  is  a diagrammatic  representation  of 
the  structures  going  through  the  so-called  ten- 
torial notch.  The  tentorium  cerebelli  surrounds 
the  posterior  and  lateral  aspects  of  the  mesence- 
phalon or  upper  brain  stem  which  lies  just  dor- 
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sal  to  tlie  base  of  the  skull,  or  clivus.  The  me- 
seucephalic  structures  demonstrated  here  are 
the  aqueduct  and  the  surrounding  central  gray, 
the  third  nerve  nucleus  and  exit  of  the  third 
nerve  through  the  peduncle,  the  peduncles  on 
both  sides  carry  ing  the  cortical  spinal  tracts  and 
other  out-flow  pathways  and  the  superior  colli- 
culus. In  the  central  portion  of  the  mesence- 
phalon lies  the  reticular  formation  w'hich  w'e 
ha\’e  been  discussing,  intermixed  with  the  cells 
of  the  red  nucleus.  The  substantia  nigra  is 
present  in  the  area  just  dorsal  to  the  basis  pedun- 
culi  bilaterally.  The  posterior  cerebral  artery 
is  demonstrated  coming  up  through  the  notch 
laterally  to  supply  the  visual  cortex  of  the  medial 
posterior  hemisphere  or  occipital  lobe. 
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Fig.  16.  Diagramatic  scheme  of  structures  passing  through 
the  incisureal  notch,  all  of  which  are  compressed  in  the 
uncular,  transtentorial  herniation.  White,  L.  E.,  Geriatric 
Surgical  Emergencies,  Chapter  17,  editors  Jesseph  and 
Harkins,  publisher  Little,  Brown  & Company.  1963.  Re- 
produced by  permission. 


The  lineal  gyrus  of  the  medial  temporal  lobe 
is  located  just  lateral  to  the  incisura  of  the  ten- 
torium cerehelli,  and  w'henever  a space  occupy- 
ing mass  is  present  in  the  hemisphere  on  that 
side,  the  expansion  of  this  mass  produces  brain 
shift  of  the  medial  temporal  lobe  so  that  the 
uncal  gyrus  tends  to  push  down  into  this  space 
causing  compression  of  the  brain  stem  structures. 
If  the  mass  is  posterior,  it  may  he  the  hippo- 
campal gyrus  w'hich  is  pushing  dowm  into  this 
area,  hut  in  either  instance  there  is  e\idence  of 
brain  stem  shift  wdth  serious  implications.  As 
might  he  obvious,  the  first  thing  that  happens  is 
impairment  of  consciousness.  The  patient  may 
become  sleepy,  more  difficult  to  aw'aken,  slightly 
disoriented,  and  less  resjionsive.  This  is  the 


first  indication  that  brain  stem  shift  is  occurring 
since  the  reticular  activating  system  is  very  sen- 
sitive to  shift,  presumably  because  blood  supply 
is  impaired  by  the  shift. 

The  second  sign  in  sequence,  as  a rule,  is  the 
enlargement  of  the  homolateral  pupil,  secondary 
to  compression  of  the  third  nerve  by  the  mass 
pushing  through  the  incisura.  The  third  nerve 
loses  control  of  the  tone  of  the  constrictor  fibers 
in  the  pupil,  first,  causing  pupillary  dilation  and 
poor  reaction  to  light,  follow'ed  by  rather  wide 
dilation  of  the  pupil  and  extraoccular  motor 
paralysis,  including  ptosis.  This  can  progress 
to  a complete  third  nerve  palsy  on  the  homolater- 
al side. 

The  third  sign,  often  almost  concomitant  w'ith 
the  pupillary  changes,  is  weakness  in  the  con- 
tralateral extremities  secondary  to  compression  of 
the  peduncle  and  impairment  of  its  blood  supply. 
There  may  be  sensory  loss,  likewise,  associated 
with  the  motor  w'eakness;  and  this  can  progress 
to  a complete  hemiplegia  and  hemihvqialgesia. 

The  last  sign  w'hich  appears  secondary  to  the 
herniation  is  hemianopsia.  It  is  attributed  to 
compression  of  the  posterior  cerebral  artery  as 
it  comes  over  the  tentorium  cerebelli  edge  on 
its  w'ay  to  the  occipital  cortex.  Compression 
of  this  artery  produces  an  infarct  of  the  occipital 
cortex  resulting  in  loss  of  vision  in  the  opposite 
half  of  the  visual  field. 

It  should  be  emphasized  that  as  these  signs 
progress,  the  first  sign,  that  is  the  change  in 
level  of  consciousness,  wall  become  worse.  Con- 
sciousness change  and  disorientation  will  pro- 
gress to  complete  coma.  Unless  something  is 
done  to  reverse  this  status  irreversible  changes 
in  the  vasculature  of  the  reticular  formation  in 
the  brain  stem  will  occur  and  permanent  dis- 
ability or  death  is  inevitable.  Prompt  recognition 
of  this  syndrome  is  extremely  important  since 
its  recognition  mandates  prompt  action  to  correct 
w'hatever  is  causing  this  sort  of  brain  shift  and 
uncal  herniation.  It  must  be  kept  in  mind  that 
there  are  a number  of  variations  of  this  syndrome 
but  they  all  include  the  structures  just  review'ed. 

twist-drill  craniotomy 

The  last  figure,  figure  17,  illustrates  a very 
rapid  method  of  diagnosing  causes  of  intracranial 
mass  lesions  w ith  the  sort  of  herniation  w'e  have 
just  discussed.  The  twdst  drill  craniotomy  tech- 
nique is  demonstrated  as  a diagnostic  and  thera- 
peutic method  of  treating  epidural  and  subdural 
hematomas  as  w'ell  as  intracerebral  hematomas. 
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Fig.  17.  Diagramatic  illustration  of  twist  drill  method  of 
diagnosis  and  treatment  of  intracranial  hematoma.  White, 
L.  E.,  Geriatric  Surgical  Emergencies,  Chapter  17,  editors 
Jesseph  and  Harkins,  publisher  Little,  Brown  & Company, 
1963.  Reproduced  by  permission. 

This  is  done  under  local  anesthesia,  making  a 
wheal  with  procaine  in  the  scalp,  a stab  wound 
through  the  scalp  to  the  cranium,  and  a twist 
drill  hole  through  the  skull  and  dura.  They  are 
usually  located  in  each  skull  quadrant  (Fig.  17- 
D).  A ventricular  needle  is  then  introduced 
through  this  hole  into  the  space  where  the  hema- 
toma is  suspected.  Gentle  aspiration  establishes 
the  diagnosis.  A chronic,  liquified,  subdural 
hematoma  may  be  drained  in  this  manner.  If 
an  acute  epidural  hematoma  is  present,  however, 


rapid  craniotomy  is  mandatory.  This  type  of 
diagnostic  procedure  can  be  e.xtremely  valuable 
for  use  in  the  emergency  room  to  establish 
promptly  the  basis  of  increased  intracranial  pres- 
sure. It  can  be  used  for  draining  intracerebral 
hematomata  as  well  as  for  releasing  pressure 
from  the  ventricular  system.  It  must  be  kept 
in  mind  that  it  is  not  a substitute  for  adequate 
decompression,  however,  and  it  is  used  primarily 
as  a rapid  diagnostic  maneuver. 

In  conclusion,  a few  points  can  be  re-empha- 
sized: 

1.  Cerebral  concussion  can  be  difficult  to 
ascertain  unless  a patient  is  closely  questioned 
relative  to  the  accident.  The  presence  of  any 
degree  of  retrograde  amnesia  is  sufficient  to 
establish  a diagnosis  of  cerebral  concussion. 

2.  Cerebral  contusion  is  present  whenever 
spinal  fluid  pressure  is  elevated  or  red  cells  are 
present  in  the  spinal  fluid  after  a head  injury. 

3.  Progressive  consciousness  loss  over  a period 
of  several  hours  after  a head  injury  can  be  associ- 
ated simply  with  progressive  effects  of  the  con- 
cussion and  is  not  necessarily  indicative  of  epi- 
dural hematoma.  Such  hematoma  needs  to  be 
ruled  out  rather  promptly,  however. 

4.  In  acute  cerebral  concussion,  primary  con- 
cern should  be  directed  toward  maintenance  of 
an  airway  and  the  use  of  artificial  respiration,  if 
needed.  ■ 

BB669  University  Hospital''(5) 


Current  Concepts  in  the  Prevention 
of  Paralytic  Poliomyelitis 
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Attempts  to  produce  a safe  and  effective  polio- 
virus vaccine  were  begun  over  fifty  years  ago, 
after  Landsteiner  isolated  the  first  poliovirus 
in  1909.  The  ultimate  development  of  a formalin- 
ized  vaccine  by  Salk,  which  was  field  tested  in 
1954  and  marketed  in  1955,  heralded  the  end 
of  paralytic  poliomyelitis  as  a major  epidemic 
disease,  although  problems  remained.  Most  dis- 
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turbing  was  the  association  of  paralytic  disease 
with  the  use  of  Salk  vaccine  produced  by  one 
manufacturer,  shown  to  be  due  to  incomplete 
inactivation  of  the  virus  particles. 

Later,  evidence  accrued,  both  in  the  field  and 
in  the  laboratory,  that  many  lots  of  commercially 
available  Salk  vaccine  did  not  possess  optimal 
antigenicity,  particularly  of  the  type  III  polio- 
virus component.  These  matters,  dealt  with  ade- 
quately, it  seemed  reasonable  to  assume  that 
with  the  continued  and  expanded  application, 
at  least  90  per  cent  of  paralytic  poliomyelitis 
might  be  prevented  in  the  United  States.  Because 
inactivated  poliovirus  vaccine  is  less  than  100  per 
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cent  effective  and  because  it  fails,  in  a majority 
of  recipients,  to  prevent  inapparent  polio\irus 
infection,  it  has  been  agreed  by  most  observers 
that  its  use  could  neither  effect  total  control  of 
the  paralytic  poliomyelitis  problem  nor  ensure 
eradication  of  polio\  iruses. 

It  is  not  surprising,  therefore,  that  during  the 
greatest  flurry  of  activity  in  application  of  Salk 
vaccine  to  millions  of  individuals  in  this  country, 
considerable  effort  was  being  directed  toward 
development  of  safe,  effective,  live,  attenuated 
poliox'irus  vaccines  which,  hopefully,  would  ac- 
complish these  tasks.  The  strains  developed  by 
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Following,  the  gradual  emergence  of  paralytic 
poliomyelitis  as  a major  epidemic  disease  in  the 
United  States  100  or  more  years  ago,  the  epidem- 
iology of  the  disease  has  undergone  changes  ap- 
parently related  to  the  widespread  but  non-uni- 
form application  of  inactivated  poliovirus  vac- 
cine. Among  these  changes  are  a dramatic  re- 
duction in  incidence  of  the  disease,  a shift  in  the 
age  distribution  of  cases,  the  shift  of  a larger  pro- 
portion of  cases  to  lower  socio-economic  groups 
and  possibly  a shift  in  the  proportion  of  type  1 
and  type  111  cases. 

The  development  of  live,  attenuated  poliovirus 
vaccines  offers  the  hope  of  area-eradication  of 
virulent  polioviruses,  apparently  not  possible 
with  killed  virus  vaccines.  The  use  of  type  111 
oral,  attenuated  poliovirus  vaccine  has,  however, 
been  associated  with  the  development  of  a num- 
ber of  cases  of  paralytic  disease,  mainly  in  adults. 
Their  risk  from  type  111  live  vaccine  is  probably 
sometchat  higher  than  risk  of  contracting  type 
111  paralytic  poliomyelitis  naturally.  Therefore, 
it  is  suggested  that  those  over  30  years  not  take 
type  111  oral  vaccine  unless  previously  protected 
by  killed  virus  vaccine. 

Reasonable  hope  of  eliminating  virulent  polio- 
viruses involves  feeding  oral  vaccines  to  large 
numbers  of  individuals,  but  they  need  not  be 
adults.  Of  greate.st  concern  is  continued  appli- 
cation to  infants.  Ma.ss  immunization  of  a com- 
munity does  not  solve  the  problem  of  eradication. 
Actually,  if  is  only  a beginning. 


Sabin  were  chosen  for  licensure  and,  subsequent- 
ly, more  than  50  million  persons  in  the  United 
States  have  been  fed  at  least  one  dose  of  oral 
vaccine.  With  completion  of  projected  mass  vac- 
cination programs,  the  figure  could  conceivably 
e.xceed  100  million  before  the  end  of  1963. 

The  Sabin  vaccines  have  had  their  problems, 
too.  Their  association  with  paralytic  disease  in- 
distinguishable from  poliomyelitis  has  caused 
serious  questions  to  he  raised  concerning  their 
safety.  The  significant  tendency  of  mass  oral 
immunization  programs  to  reach  mainly  those 
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Concomitante  al  gradual  desarrollo  de  la 
poliomielitis  paralitica  como  una  mayor  enfer- 
mcdad  epidemica  en  los  Estados  Unidos  de  100 
ahos  a la  fecha,  la  epidemiologia  de  esta  enfer- 
medad  ha  sufrido  algunos  cambios.  Unos  de  los 
mas  recientes  parecen  ser  relacionados  al  difuso, 
mas  no  uniforme  tiso  de  la  vacuna  con  polio- 
virus inactivado.  Se  ha  visto,  una  dramdtica 
reduccion  en  la  incidencia,  cambios  en  la  dis- 
tribucion  por  edadcs  y a grupos  socio-economicos 
mas  bajos  y posiblemente  cambio  en.  la  pro- 
porcion  de  casos  de  tipo  1 a tipo  111. 

La  vacuna  de  poliovirus  atenuado  ofrece  la 
posibilidad  de  erradicar  las  formas  virulentas  lo 
dial  aparentemente  no  es  posible  con  vacunas 
que  contienen  el  virus  muerto.  Sin  embargo,  el 
uso  da  la  vacuna  oral  de  tipo  III  atenuado  ha 
causado  un  numero  de  casos  de  polio  paralitica, 
especialmente  en  adultos.  El  riesgo  de  esta 
eventualidad  es  tal  vez  un  poco  mas  alto  que 
el  riesgo  de  contraer  poliomielitis  puralitica  de 
tipo  111  por  medios  naturales.  Por  lo  tanto  se 
recomicnda  que  personas  de  mas  de  30  ahos  no 
tomen  la  vacuna  oral,  a menos  que  esten  pro- 
tegidos  de  antemano  con  vacuna  Salk. 

La  posibilidad  de  eliminar  polioviruses  virulen- 
tos  implica  el  uso  de  vacunas  orales  en  gran 
niimero  de  personas,  aunque  estas  no  tienen  que 
.ser  adtdtos.  De  la  mayor  importancia  es  la  ad- 
ministracidn  de  esta  vacuna  a nihos.  La  inmun- 
izacion  masiva  en  la  comunidad  no  resuelve 
totalmente  el  problcma  de  la  erradicacion.,  mas 
seguramente  es  un  buen  comienzo. 
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individuals  already  well  protected  with  Salk  vac- 
cine while  failing  to  reach  many  who  have  a 
totally  negative  vaccination  history,  although 
expected,  is  to  be  regarded  with  concern.  The 
possibility  exists  that  mass  oral  immunization 
programs,  if  not  followed  by  routine  programs 
of  vaccine  application  to  infants,  will  lead  to 
development  of  a large  reservoir  of  young  sus- 
ceptibles  within  a few  short  years. 

It  is  the  purpose  of  this  paper  to  consider 
poliomyelitis  vaccines  in  perspective,  in  relation 
to  the  ecology  of  virulent  polioviruses,  and  in 
the  framework  of  our  knowledge  of  the  epidemi- 
ology of  the  disease  itself. 

the  pre-Salk  era 

Following  emergence  of  paralytic  poliomyelitis 
as  a major  epidemic  disease  during  the  past  100 
or  more  years  in  this  country,  there  occurred  an 
interesting  shift  in  the  age  distribution  of  cases 
away  from  the  infantile  paralysis  pattern  to  a 
pattern  of  greater  involvement  of  older  persons. 
The  highest  attack  rates  were  shifted  to  school 
age  persons,  and  an  alarming  number  of  young 
adults  became  affected,  often  with  unusually 
severe  disease. 

A simple  explanation  has  been  advanced  that 
the  risk  of  paralysis  and  its  severity  are  closely 
related  to  age  at  the  time  of  infection,  and  that 
the  average  age  of  infection  has  been  signifi- 
cantly raised  as  result  of  an  improved  standard 
of  living  with  its  hygienic  advantages.  In  certain 
countries  in  which  fecal-oral  ti'ansmission  of  en- 
teroviruses is  greatly  facilitated  by  crowding  and 
lack  of  sanitation,  there  is  serologic  evidence  that 
poliovirus  infection  with  all  three  types  occurs 
generally  at  a very  early  age,  paralytic  disease  is 
rare,  and  epidemic  poliomyelitis  is  unknown. 

effect  of  Salk  vaccine 

Intensive  application  of  Salk  vaccine  has  al- 
tered the  epidemiologic  features  of  paralytic  po- 
liomyelitis significantly.  Most  obvious  is  the 
reduction  in  incidence  of  the  disease,  (Table  I). 
The  case  rate  reached  one  hundred  thirty-six  per 
million  population  in  1952,  the  year  of  highest 
known  incidence.  By  1962  the  rate  had  been 
reduced  to  less  than  four  cases  per  million  popu- 
lation. 

Inequities  in  distribution  of  Salk  vaccine  bave 
been  responsible  for  another  shift  in  the  age 
distribution  of  cases,  causing  a larger  proportion 
of  the  case  load  (now  very  much  reduced)  to 
appear  once  again  in  the  very  young,  with  a 


second  and  much  smaller  peak  in  the  adult  age 
groups.  What  has  happened,  in  fact,  is  that  con- 
trol of  the  disease  has  been  far  more  successful 
in  school  age  populations  than  in  pre-school  and 
adult  groups.  In  table  2 it  can  be  seen  that  0-4 
age  group  contributed  nearly  one-half  of  the 
total  cases  in  1962,  and  that  this  age  group  was 
less  adequately  immunized  than  the  group  of 
older  children  who  experienced  the  highest  case 
rates  immediately  prior  to  Salk  vaccine  use. 


Table  1 

Incidence  of  Paralytic  Poliomyelitis 
in  the  United  States,  1951-62 


Year 

Number  of  Cases 

Case  Rate  per 
1 ,000,000 

1951 

10,0.37 

65.4 

1952 

21,269 

1.36.0 

19.53 

15,648 

98.4 

19.54 

18,308 

113.1 

■19.55 

13,850 

83.9 

19.56 

7,911 

47.1 

19.57 

2,499 

14.6 

19.58 

3,697 

21.2 

19.59 

6,289 

35.5 

1960 

2,.525 

14.0 

1961 

988 

5.4 

1962 

683”  * 

3.7 

* Salk  vaccine  introduced  commercially. 

**  Final  1962  figure  based  on  60  day  follow-up  data. 


Table  2 

Salk  Vaccine  Immunization  Status  and  Incidence  of  Paralytic 
Poliomyelitis  by  Age  Group,  United  States,  1962 
Per  cent  of  Pop. 

Immunized  with  Cases  of  Case  Rate  per 


Age  Group  3 

or  more  Doses* 

Paralytic  Polio** 

1,000,000 

0-  4 

62.3 

338 

16.7 

5-  9 

85.8 

1.39 

7.3 

10-14 

86.2 

70 

3.9 

1.5-19 

79.2 

26 

1.9 

20-29 

55.0 

52 

2.3 

30-39 

44.0 

36 

1.4 

40  & over 

23.9 

22 

0.9 

Total 

60.1 

683 

4.8 

* Supplement  to  Communicable  Disease  Center  Polio- 
myelitis Surveillance  Report  No.  276,  March  29,  1963. 

**  Communicable  Disease  Center  Poliomyelitis  Surveil- 
lance Report  No.  277,  June  7,  1963. 

Estimated  1961  population.  Census  Population  Reports, 
Series  P-25,  No.  246,  March  23,  1962. 

Another  result  of  non-uniform  application  of 
Salk  vaccine  has  been  to  cause  the  shift  of  a 
larger  proportion  of  total  cases  to  certain  lower 
socio-economic  groups.  This  is  clearly  related 
to  greater  penetration  by  Salk  vaccine  programs 
of  the  higher  socio-economic  groups,  leaving  less 
fortunate  populations  to  contribute  a greater 


Data  in  the  tables  were  provided  by  the  Poliomyelitis 
Surveillance  Unit,  Communicable  Disease  Center,  Atlanta, 
Georgia. 
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proportion  of  the  much  reduced  case  load.  The 
occurrence  of  epidemics  with  unusually  high 
attack  rates  in  non-white  populations  in  large 
cities  in  recent  years  provides  con\incing  evi- 
dence of  this  shift. 

A recent  shift  in  the  proportion  of  cases  of 
paralytic  disease  due  to  h pe  I and  t\  pe  III  polio- 
\ iruses  may  be  related  to  Salk  vaccine  use.  Prior 
to  1960,  tvpe  I poliovirus  was  responsible  for 
approximately  80  to  90  per  cent  of  paralytic 
cases.  The  proportion  was  reduced  to  approxi- 
mately 60  per  cent  in  1961.  This  tendency  for 
tvpe  I %irus  to  be  isolated  from  a smaller  pro- 
portion of  cases  of  paralytic  disease  was,  how- 
ever, reversed  in  1962  as  is  shown  in  table  3. 
The  fact  that  the  median  potency  of  the  t>pe  III 
component  of  a significant  proportion  of  lots 
of  Salk  vaccine  was  below  optimal  levels  in  1957- 
59  could  account  for  this  shift,  which  in  realitx' 
then  might  merely  represent  the  effect  of  a great- 
er reduction  in  the  incidence  of  paralytic  disease 
due  to  t\  pe  I virus  than  of  that  portion  due  to 
t)pe  III  \irus.  Currently  a\'ailable  Salk  vaccine 
is  of  satisfactorx-  potency  for  all  three  \ irus  Kpes. 

Table  3 


Poliovirus  Isolates  from  Reported  Paralytic 
Cases  by  Type,  1958-62,  United  States 
Type  1 type  II  Type  III  Totals 


Year  No.  Per  cent  No.  Per  cent 

No.  Per  cent  No.  Per  cent 

1958  846 

80.0  28  2.6 

185  17.5 

1,0.59  100.0 

19.59  1,681 

89.5  9 0.5 

188  10.0 

1,878  100.0 

1960  547 

72.2  1 0.1 

210  27.7 

758  100.0 

1961  211 

60.1  5 1.4 

135  38.5 

351  100.0 

1962  309 

7.5.0  7 1.7 

96  23.3 

412  100.0 

Table  4 

1 

Estimated  Number  of  Doses 

of  Oral  Poliomyelitis 

Vaccine 

by  Month  and  Type 

, United  States,  1962 

Number  of  Doses 

Month 

Type  1 

Type  II 

Type  III 

January 

1,142,920 

None 

None 

Februarv 

44,.550 

4.53,170 

None 

March 

600,633 

680,121 

None 

-\pril 

494,656 

424,030 

91.5,246 

May 

5,.528,40.5 

265,912 

1,674,210 

June 

2,7.54,128 

332,996 

6,082,.574 

July 

1,. 508,732 

1,883,691 

1,911,8.58 

August 

3,160,500 

634,800 

243,939 

September 

9,828,704 

1,917,303 

1,427,894 

October 

8,312,438 

3,223,803 

429,106 

November 

918,416 

8,920,960 

97,871 

December 

U.53 1,673 

2,848,989 

141,3.53 

Uukuowu 

1,416,804 

409,317 

1.54,693 

Totals 

37,242,5.59  21,995,092 

13,078,744 

properties  of  oral  poliomyelitis  vaccines 

The  type  1 oral,  attenuated  poliovirus  vaccine 
developed  by  Sabin  was  licensed  in  this  countn,' 
August  17,  1961.  Types  II  and  111,  also  strains 
developed  in  Dr.  Sabin’s  laboratory,  were 


licensed  October  10,  1961  and  March  27,  1962, 
respectively.  Use  of  Sabin  vaccines  offered  cer- 
tain ob\'ious  ad\  antages,  such  as  ease  of  admin- 
istration and  lowered  cost.  These  were  not,  how- 
ever, their  most  valuable  attributes  in  the  minds 
of  many;  rather,  there  presented  a theoretical 
possibiliU’  of  polio\'irus  eradication  from  their 
use,  since  intestinal  immunity'  was  developed  in 
a high  percentage  of  those  receiving  the  vac- 
cines. In  addition,  the  oral  vaccines  would 
enjoy  a greater  public  acceptance  than  an  inject- 
able agent,  such  as  Salk  vaccine. 

Bulk  of  the  oral  poliomyelitis  vaccine  admin- 
istered in  this  country,  since  licensing,  has  been 
fed  in  mass  immunization  programs.  During 
1961,  an  estimated  586,782  doses  of  h pe  I and 
151,400  doses  of  t\pe  II  were  fed  without  in- 
cident. As  showTi  in  table  4,  a total  of  over 
sev'entx’  two  million  doses  were  fed  in  1962. 

During  1962,  a total  of  65  cases  of  paraKtic 
poliomyelitis  occurred  within  30  days  of  admin- 
istration of  oral  poliomyelitis  vaccine.  Of  these, 
33  had  taken  tv'pe  I vaccine,  7 had  taken  Wpe 
II  \'accine,  and  25  had  received  tx’pe  III  vaccine. 
The  possibility^  that  oral  vaccine  might  be  etio- 
logically  related  to  paralytic  disease  has  received 
considerable  study. 

vaccine-induced  disease 

The  probability'  of  casual  relationship  between 
oral  vaccine  feeding  and  paralytic  poliomyelitis 
is  relatively  small  in  some  cases,  for  a variety' 
of  reasons.  For  example,  the  occurrence  of  a 
vaccine-associated  case  in  an  epidemic  situation, 
the  isolation  of  poliovirus  of  a type  different  from 
that  fed,  or  the  onset  of  illness  within  2 or  3 days 
of  feeding,  should  be  sufficient  reason  to  ques- 
tion seriously'  the  suggestion  that  the  vaccine 
was  etiologically'  related  to  paralytic  disease. 
However,  in  a significant  number  the  association 
of  \ accine  and  disease  is  quite  compatible  with 
a hypothesis  of  vaccine  causation.  In  certain 
others,  the  available  evidence  is  insufficient  for 
proper  evaluation  but  the  possibility  cannot  be 
excluded.  The  argument  that  not  a single  case 
can  be  proved  to  be  vaccine-induced  really'  begs 
the  question,  for  there  is  no  procedure  or  evi- 
dence available  that  could  y ield  proof. 

Employ'ing  the  modified  M’ecker-McBride 
tests,  vaccine-like  polio\  iruses  have  been  isolated 
from  some  cases  and  wild  viruses  from  others. 
It  is  well  known  that  the  vaccine  virus  under- 
goes changes  in  the  gut  which  cause  it  to  lose 
its  vaccine-like  characteristics  during  the  course 
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of  asymptomatic  infection  and,  while  providing 
interesting  information,  these  tests  may  not  be 
used  to  prove  that  a vaccine  virus  was  or  was  not 
responsible  for  paralytic  disease.  Tbe  fact  is  that 
it  would  not  have  been  possible  to  prove  that  a 
single  case  was  vaccine-induced  had  there  been 
ten  thousand  cases  following  feeding  programs, 
and  the  only  profitable  approach  to  the  issue  of 
vaccine-association  with  paralytic  disease  would 
seem  necessarily  to  be  based  instead  upon  epi- 
demiologic considerations. 

Eleven  cases  of  paralytic  disease  occurring 
witbin  30  days  of  type  III  vaccine  in  1962  are 
currently  considered  by  the  Surgeon  General’s 
Oral  Poliomyelitis  Vaccine  Advisory  Committee 
as  compatible  with  the  possibility  of  vaccine-in- 
duction. An  additional  seven  are  considered  in- 
conclusive. The  epidemiologic  evidence  sug- 
gesting that  at  least  some  of  these  18  cases  were 
vaccine-induced  is  appreciable.  The  bulk  of  type 
III  oral  vaccine  was  fed  prior  to  August  1,  in 
1962  and  hence  prior  to  the  peak  seasonal  in- 
cidence of  poliomyelitis.  Cases  presumed  to  be 
vaccine-associated  thus  appeared  early  in  the 
summer.  The  much  more  extensive  application  of 
type  I oral  vaccine  occurred,  on  the  other  hand, 
in  late  summer  and  fall  and,  therefore,  in  the 
midst  of  the  season  of  highest  incidence  of  para- 
lytic disease.  Vaccine  feeding  was  attended  by 
the  appearance  of  only  seven  compatible  cases 
and  six  inconclusive  cases.  Type  II  oral  vaccine 
recipients  produced  no  compatible  cases  and 
only  two  inconclusive  cases  in  1962. 

age  pattern 

The  most  striking  characteristic  of  type  III 
oral  vaccine-associated  cases  is  their  pattern  of 
age  distribution.  If  these  cases  were  coincidental 
and,  therefore,  not  causally  related  to  the 
vaccine,  one  would  expect  them  to  have  a 
fairly  typical  age  distribution  for  paralytic  di- 
sease as  reported  in  this  country.  Actually,  while 
50  per  cent  of  the  683  paralytic  cases  in  the 
United  States  in  1962  were  under  5 years  of  age, 
and  only  16  per  cent  were  adults,  none  of  the 
vaccine-associated  cases  was  under  16  years, 
the  oldest  was  52  years  and  the  median  age  was 
39  years.  They  appear,  thus,  to  be  representative 
of  a sub-population  which  has  experienced  a 
risk  of  paralytic  disease  significantly  higher  in 
the  older  age  group  than  that  experienced  by  the 
general  population. 

The  level  of  risk  associated  with  type  III  oral 
vaccine  feeding  has  been  widely  quoted  as  ap- 


proximately one  per  million,  regarded  by  many 
as  acceptable.  (The  overall  incidence  of  natur- 
ally occurring  type  III  paralytic  poliomyelitis 
was  about  2 per  million  in  1961  and  1 per  mil- 
lion in  1962. ) Tbe  risk  is  acknowledged  as  higher 
in  those  over  age  30.  Just  how  high  cannot  be 
determined  easily,  but  even  a crude  estimate 
would  be  useful. 

Although  complete  data  are  not  available,  it 
is  quite  unlikely  that  more  than  about  4,000,000 
of  the  13,000,000  doses  of  type  III  oral  vaccine 
fed  in  1962  were  received  by  persons  in  the  30-59 
year  age  group.  Since  eight  of  the  eleven  com- 
patible cases  occurred  in  persons  in  this  age 
group,  the  risk  in  this  group  appears  to  have 
been  approximately  one  case  per  500,000.  The 
Salk  vaccination  status  in  this  age  group  is  less 
than  optimal  (see  Table  2),  but  undoubtedly 
was  significantly  higher  among  those  who  were 
actually  fed  oral  vaccine.  If  at  least  .50  per  cent 
were  adequately  Salk  immunized  ( three  or  more 
doses),  a very  conservative  risk  for  the  inade- 
quately vaccinated  person  over  age  30  can  be 
derived  using  the  knowledge  that  none  of  the 
eight  compatible  cases  over  age  30  had  received 
any  Salk  vaccine  prior  to  their  oral  vaccine  feed- 
ing. This  becomes  eight  per  2,000,000  or  approxi- 
mately one  per  250,000,  which  should  be  con- 
trasted with  an  overall  risk  of  naturally  occurring 
type  III  paralytic  poliomyelitis  in  this  same  age 
group  in  1962  of  less  than  one  per  4,000,000  (ex- 
cluding the  vaccine-associated  cases ) and  rough- 
ly one  in  500,000  for  persons  unprotected  with 
three  or  more  doses  of  Salk  vaccine. 

If  any  of  the  compatible  cases  are,  in  fact, 
unrelated  to  the  feeding  of  type  III  vaccine,  the 
risk  has,  of  course,  been  overestimated,  but  in 
defense  of  the  estimate  it  should  be  pointed  out 
that  none  of  the  inconclusive  cases  has  been  in- 
cluded in  its  derivation,  the  Salk  vaccine  status 
of  oral  vaccinees  is  probably  significantly  higher 
than  that  estimated  for  the  general  population, 
and  no  allowance  has  been  made  for  the  very 
real  possibility  of  under-reporting  of  vaccine- 
associated  cases. 

recommendation 

In  view  of  this  evidence,  it  would  seem  best 
to  suggest  that  adults,  particularly  those  over  age 
30,  not  take  type  III  oral  vaccine  unless  ade- 
quately Salk  vaccinated.  Many  observers  have 
felt  that  the  possibility  of  virus  transmission  from 
children  to  adults,  particularly  in  view  of  the 
possibility  of  increased  neurovirulence  during 
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replication  in  the  gut,  was  a deterrent  to  selec- 
tive immunization  of  children.  A number  of 
studies  have  shown  that  household  and  commun- 
it\-  spread  is  fairly  low,  except  in  the  lowest 
socio-economic  settings.  There  was  not,  however, 
in  such  studies  the  opportunitx'  to  measure 
spread  adequately  after  hea\y  seeding  of  an  en- 
tire communitx’  with  polio\irus.  Age-selective 
feeding  of  t\-pe  III  vaccine  has  been  quite 
limited,  but  it  is  reasonable  to  assume  that  very 
large  numbers  of  unvaccinated  adults  have  been 
exposed  to  vaccinated  children  in  the  past  twelve 
months.  Thus  far,  only  two  t\pe  III  household 
contact  cases  have  been  considered  compatible. 
One  of  these  two  was  an  infant. 

The  most  commonly  heiu-d  arguments  favor- 
ing mass  application  of  oral  vaccines  to  all  age 
groups  are  that,  1 ) it  is  necessary  in  order  to 
eradicate  polioviruses  and,  2)  total  family  par- 
ticipation is  needed  in  order  to  obtain  a favor- 
able turnout  of  children  at  immunization  clinics. 
The  former  assertion  may  be  seriously  ques- 
tioned, since  adults  contribute  essentially  nothing 
at  all  to  the  polioxirus  reservoir,  most  of  them 
having  been  naturally  infected  and  immunized 
many  years  prexiously  under  natural  conditions. 
The  latter  argument  is  valid  only  after  the  level 
of  risk  in  adults  fed  vaccine  has  been  estimated 
and  deemed  acceptable.  It  is  doubtful  that  many 
adults  would  take  t\pe  III  oral  vaccine  if  pro- 
vided with  estimate  of  risk  of  paralysis  within 
30  days  after  feeding  compared  with  the  risk 
of  naturally  occurring  txpe  III  paralytic  polio- 
myelitis. In  this  situation  the  decision  to  literally 
exchange  cases  of  adult  paralysis  for  the  possi- 
bility of  preventing  an  undeterminable  number 
of  cases  in  children  must  necessarily  be  made  on 
philosophical  grounds. 

the  future 

Two  potent  x’accines  are  available  for  polio- 
myelitis control,  and  it  would  seem  not  only 
reasonable  but  highly  desirable  that  the  advan- 
tages of  both  be  e.xploited.  If  oral  vaccines 
are  fed  in  mass  immunization  programs  to  per- 
sons of  all  ages  a reasonable  estimate  is  that 
about  150  adults  will  develop  type  III  vaccine- 
associated  paralysis  in  the  United  States,  a num- 
ber greater  than  the  total  which  resulted  from 
the  Cutter  incident  in  1955.  On  the  other  hand, 
the  only  reasonable  hope  of  eliminating  \ irulent 
polioviruses  from  a communitx'  inx  oh  es  the  feed- 
ing of  oral  vaccines  to  large  numbers  of  persons. 


None  of  these  persons  need  be  adults,  however, 
and  the  oral  immunization  of  a significant  seg- 
ment of  the  juvenile  population  will  result  in 
poliovirus  elimination  vv'hether  or  not  any  adults 
are  fed. 

The  only  reason  to  immunize  adults  with  oral 
vaccine,  then,  would  be  to  reduce  their  own 
risk  of  naturally  occurring  paralytic  poliomye- 
litis, a risk  w'hich  in  the  case  of  Wpe  111  disease 
is  lower  than  the  risk  associated  vv’ith  tvpe  III 
oral  immunization.  Thus,  the  continuing  and 
extended  administration  of  Salk  vaccine  to  adults 
and  immunization  of  children  vv'ith  oral  vaccines 
would  appear  to  constitute  the  best  approach 
at  this  time.  The  oral  immunization  of  adults 
w'ho  hav'e  been  adequately  protected  with  Salk 
v'accine  should,  of  course,  be  advocated. 

Perhaps  of  ev'en  greater  concern  than  the  prob- 
lem of  oral  v accine  safetv'  in  adults  is  the  need 
for  the  continued  application  of  oral  v'accines  to 
infants.  Unfortunately,  a few  physicians  have 
been  quoted  to  have  stated  that  once  mass  im- 
munization of  a communitv'  has  been  completed 
the  problem  is  ended.  Actually,  it  has  just  begun. 
Mass  feeding  will  temporarily  eliminate  polio- 
viruses from  a communitv',  and  because  there 
will  be  little  opportunitv'  for  future  bom  child- 
ren to  achiev'e  natural  immunization,  these  young 
age  groups  will  be  univ'ersally  susceptible  to 
re-introductions  of  polioviruses  unless  they,  too, 
have  been  immunized.  Thus,  vv'ith  the  adoption 
of  oral  v'accination  programs  there  is  an  irre- 
vocable commitment  to  provide  these  vaccines 
indefinitely  to  infants  as  they  enter  the  popu- 
lation. Ideally,  infant  immunization  will  be  ac- 
complished routinely  in  the  office  of  everv'  phy- 
sician who  provides  well  child  care.  Even  so, 
there  is  the  risk  of  the  dev^elopment  of  serious 
islands  of  susceptibles  through  failure  to  achieve 
early  immunization,  particularly  in  lovv'er  socio- 
economic settings.  Before  the  poliomyelitis  book 
is  closed  isolated  outbreaks  are  almost  certain 
to  occur.  Some,  perhaps,  may  be  quite  serious. 

Of  particular  importance,  as  the  incidence  of 
pimalytic  poliomyelitis  continues  to  decline,  is 
the  need  for  adequate  surv'eillance  of  paralytic 
disease  of  presumed  infectious  etiology.  Prompt 
reporting  and  detailed  laboratorv'  investigation 
will  be  essential  to  the  continued  ev'aluation  of 
poliomyelitis  vaccines  and  to  the  identification  of 
immunologically  deficient  populations  and 
threatened  outbreaks.  ■ 

Public  Health  Building 
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How  many  make  a bowl  of  soup,  Doctor? 


Naturally,  the  number  of  beans,  peas  or 
lentils  that  go  into  a bowl  of  Campbell’s 
soup  will  depend  on  the  variety  of 
soup  and  on  what  our  experience  and 
our  chefs  tell  us  should  be  in  the  soup. 
But  you  can  be  sure  of  one  thing : every 
bowl  of  Campbell’s  soup  made  with  the  legumes  you 
see  in  our  picture,  will  be  nutritious  and  of  course 
delicious. 

We  think  you’d  enjoy  Campbell’s  Bean  with  Bacon 
Soup,  Green  Pea,  Black  Bean,  Minestrone,  or  Vegetable 
Bean  Soup.  Certainly,  your  patients  would,  too  . . . and 
if  you  can  get  a patient  to  enjoy  the  food  he  needs  to  eat, 
he’ll  be  more  likely  to  stick  to  the  diet  you  prescribe. 

But  when  you  plan  diets  for  patients,  don’t  take  time 
to  count  the  beans.  Instead,  you  can  count  the  calories  or 
grams  of  protein  in  these  soups.  You’ll  see  at  once  that 
several  of  our  soups  would  be  very  desirable  to  use  if  you 


have  a patient  who  needs  to  put  on  weight.  Bean  with 
Bacon  Soup,  for  instance,  contains  about  133  calories  and 
6.8  grams  of  protein  in  a 7 oz.  serving;  and  Chili  Beef 
Soup,  about  131  calories  and  6.2  grams  of  protein. 

At  the  other  end  of  the  scale,  many  of  Campbell’s 
Soups  are  good  to  use  if  you  want  to  give  a patient  some- 
thing satisfying  but  with  fewer  calories.  Vegetable  Bean 
has  about  82  calories  and  4.4  grams  of  protein;  Mines- 
trone only  83  calories  and  about  4.9  grams  of  protein  per 
7 oz.  serving. 

We  feel  you’d  be  interested  in  the  new  series  of  nutri- 
tional analyses  of  all  our  different  soups. 

Write  today  for  your  copy:  Campbell  Soup 
Company,  Dept.  87,  Camden,  New  Jersey. 

Recommend  Campbell’s  Soups  to  your  pa- 
tients . . . and,  of  course,  enjoy  them  yourself. 

There’s  a soup  for  almost  every  patient  and 
diet,  for  every  meal. 


STARTING  TOMORROW  MORNING 


• • 


this  capsule  can  help 


one  of  your  overweight  patients  do  without  her  favorite  (fattening) 
foods  at  meals— and  during  all  the  hours  in  between. 


Dexamyl®  Spansule® 

Trademark  brand  of  sustained  release  capsules 


Each  No.  2 capsule  contains  15  mg.  of  DexedrineTl  (brand  of  dextro  amphetamine  sulfate)  and  1I2  gr.  of  amo* 
barbital,  derivative  of  barbituric  acid  (Warning,  may  be  habit  forming].  Each  No.  1 capsule  contains  10  mg.  of 
Dexedrine  (brand  of  dextro  amphetamine  sulfate)  and  1 gr.  of  amobarbital  [Warning,  may  be  habit  forming]. 


The  active  ingredients  of  the  'Spansule'  capsule  are  so 
prepared  that  a therapeutic  dose  is  released  promptly 
and  the  remaining  medication,  released  gradually  and 
without  interruption,  sustains  the  effect  for  10  to  12 
hours. 

INDICATIONS:  (1)  For  control  of  appetite  in  over- 
weight; (2)  for  mood  elevation  in  depressive  states. 

USUAL  DOSAGE:  One  'DexamyT  Spansule  capsule 
taken  in  the  morning. 

SIDE  EFFECTS;  Insomnia,  excitability  and  increased 


motor  activity  are  infrequent  and  ordinarily  mild. 
CAUTIONS:  Use  with  caution  in  patients  hypersensi- 
tive to  sympathomimetics  or  barbiturates  and  in  coro- 
nary or  cardiovascular  disease  or  severe  hypertension. 
Excessive  use  of  the  amphetamines  by  unstable  indi- 
viduals may  result  in  a psychological  dependence;  in 
these  rare  instances  withdrawal  of  medication  is  recom- 
mended. It  is  generally  recognized  that  in  pregnant 
patients  all  medications  should  be  used  cautiously, 
especially  in  the  first  trimester. 

SUPPLIED:  Bottles  of  SO  capsules. 


Smith  Kline  & French  Laboratories 


Prescribing  information  Jan.  1963 
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Help  protect  the  kidneys  and  other  threatened  organs 


When  treatment  of  hypertension  is  effective  the  danger 
of  damage  to  the  renal  system  is  reduced.’"^  “Hyperten- 
sive patients  suffer  from  vascular  deterioration  roughly 
proportional  to  the  severity  of  the  hypertension . . . Reduc- 
tion of  blood  pressure  to  normotensive  levels  reduces 
or  arrests  the  progress  of  vascular  damage  with  a re- 
sultant decrease  in  morbidity  and  mortality. Because 
Rautrax-N  lowers  blood  pressure  so  effectively,  it  will 
help  provide  this  important  protection  not  only  for  the 
kidneys  but  also  for  the  heart  and  brain  of  your  hyper- 
tensive patients.  Rautrax-N  is  effective  in  mild,^  moder- 
ate,or  severe  hypertension."''^ 

Dosage:  Initially,  1 to  4 tablets  daily  preferably  at 
mealtime.  For  maintenance,  1 or  2 tablets  daily. 

Side  effects  and  precautions:  Rauwolfia  preparations 
may  cause  reversible  extrapyramidal  symptoms  and 
emotional  depression.  Caution  indicated  in  use  with 
depression,  suicidal  tendencies,  peptic  ulcer.  Minor  side 
effects:  diarrhea,  weight  gain,  nausea,  drowsiness.  Ben- 
droflumethiazide  may  cause  reversible  hyperuricemia 
and/or  gout,  unmask  latent  diabetes,  increase  glycos- 


uria in  diabetics.  Caution  indicated  in  use  for  patients 
on  digitalis,  with  severely  damaged  kidneys,  renal  in- 
sufficiency, increasing  azotemia,  cirrhosis.  Contraindi- 
cated in  complete  renal  shutdown.  Minor  side  effects: 
leg  or  abdominal  cramps,  pruritis,  paresthesias,  mild 
rashes. 


Supply:  Rautrax-N— capsule-shaped  tablets  providing 
50  mg.  Raudixin®  [Rauwolfia  serpentina  whole  root],  4 
mg.  Naturetin®  Ibendroflumethiazide],  and  400  mg. 
potassium  chloride.  Rautrax-N  Modified— 50  mg.  Rau- 
dixin [Rauwolfia  serpentina  whole  root],  2 mg.  Nature- 
tin  Ibendroflumethiazide],  and  400  mg.  potassium 
chloride,  in  capsule-shaped  tablets.  For  full  information, 
see  your  Squibb  Product  Reference  or  Product  Brief. 


References:  (1)  Moyer,  J.  H.,  and  Heider,  C.:  Am.  J.  Cardiol. 
9:920  (June)  1962.  (2)  Brest,  A.  N.,  and  Moyer,  J.  H.:  Penn- 
sylvania M.  J.  63:545  (Apr.)  1960.  (3)  Berry,  R.  L.,  and  Bray, 
H.  P.:  J.  Am.  Geriatrics  Soc.  20:516  (June)  1962.  (4)  Hutchison, 
J.  C.;  Current  Therap.  ~ 

Squibb 

Squibb  Quality  j 
—the  Priceless  Ingredient 

SQUIBB  DIVISION  Glin 


Res.  4:610  (Dec.)  1962. 
(5)  Feldman,  L.  H.:  North 
Carolina  M.  J.:  23:248 
(June)  1962. 


RAUTRAX-N  RAUWOLFIA  SERPENTINA  WHOLE  ROOT  (50  MG.), 
BENDROFLUMETHIAZIDE  (4  MG.)  WITH  POTASSIUM  CHLORIDE  (400  MG.),  SQUIBB 
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pain 
swelling 
infection 
of  hemorrhoids 

effectively  relieved 

with  new  formula 

PNS’ 

suppositories 


Each  suppository  contains: 

Pontocaine®  (brand  of  tetracaine)  HCI  . . . 10  mg. 

Neo  Synephrine®  (brand  of  phenylephrine)  HCI  5 mg. 

Neomycin  (as  neomycin  sulfate) 5 mg. 

Superinone®  (brand  of  tyloxapol) 25  mg. 

Bismuth  subcarbonate 100  mg. 

Sodium  propionate 100  mg. 


Suppository  base  contains  fractionated  coconut  oil. 
PNS  Suppositories  contain  Pontocaine  (tetracaine  — 
Winthrop)  for  long-acting,  nonirritating  anesthesia, 
Neo-Synephrine  (phenylephrine  - Winthrop)  for 
dependable  decongestion,  neomycin  for  broad-spectrum 
anti-infective  action  and  Superinone 
(tyloxapol  - Winthrop)  for  its  spreading  effect. 


Tolerance:  PNS  Suppositories  are  generally 
very  well  tolerated.  Slight  burning,  lasting 
a minute  or  two,  has  occurred  in  a few  instances. 
However,  should  evidence  of  sensitivity  appear, 
use  of  the  suppository  should  be  discontinued. 

Directions:  Insert  1 suppository  rectally  after 
each  bowel  movement  and  on  retiring. 

How  Supplied:  Boxes  of  12. 


W/n^rop 

Winthrop  Laboratories 
New  York,  N.  Y. 


1814M 
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Neuroses  . . . Psychoses  . . . Organic  Syndromes  . . . Mental  Retardation 

ALLAN  G.  ROBERTS,  M.D.,  HENRY  COE, 

Medical  Director  Administrator 


10008  S,  E,  Stark  Street  Portland  16,  Oregon 
Inquiries  invited  Phone:  ALpine  2-5571 

Largest  private  psychiatric  hospital  on  the  west  coast.  Est.  1893  ^ 


MOKNIMGSIDE 

HOSPITAL 

Comprehensive  treatment  of  psychiatric  conditions 

• Intensive,  individualized  programs 

• All  treatment  modalities  available 

• Occupational  and  recreational  therapy 

• Long  or  short  term  care 

• All  ages  . . . School  on  premises 


in  treating  topical  infections,  no  need  to  sensitize  the  patient 


USE  ‘POLYSPORINIL 

POLYMYXIN  B-BACITRACIN 

ANTIBIOTIC  OINTMENT 

broad-spectrum  antibiotic 
therapy  with  minimum  risk 
of  sensitization 

Caution;  As  with  other  antibiotic  products,  prolonged  use  may  result  in  overgrowth  of 
nonsusceptible  organisms,  including  fungi.  Appropriate  measures  should  be  taken  if 
this  occurs.  Supplied:  in  Vz  oz.  and  1 oz.  tubes. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,Tuckahoe,  N.Y. 
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in  cerebrovascular  insufficiencies  | 


continued  clinical  evidence  documents 


® © D [LZ^  [?a 


© 


ISOXSUPRINE  HCI 


increases  cerebral  blood  flown  reduces  number  of  ischemic 
attacks^D  well  tolerated  in  long-term  therapy 


Dosage  and  administration : Oral—  10  to  20  mj?.  (1  to  2 tablets)  t.i.d.  or  q.i.d. : I.  M.  — 5 to  10  mp.  b.i.d.  or  t.i.d.  Contraindications: 
There  are  no  known  contraindications  to  oral  administration  in  recommended  doses.  Cautions:  Do  not  give  immediately  post- 
partum or  in  the  presence  of  arterial  bleeding.  Parenteral  administration  not  recommended  in  the  presence  of  hypotension  or 
tachycardia.  Avoid  intramuscular  doses  above  10  mg.  Side  ejects:  Occasional  palpitation  and  dizziness  usually  controllable  by 
dosage  adjustment.  Brief  hypotension  or  tachycardia  may  occur  with  intramuscular  doses  of  10  mg.  or  more. 

For  complete  details  on  indications,  dosage,  administration,  and  clinical  background,  see  the  brochure  of  this  product  available 
on  request  from  Mead  Johnson  Laboratories,  Evansville  21,  Indiana. 

References : (1)  Blouin,  L.,  and  Overman,  R.  R. : Detailed  reports  in  Mead  Johnson  Research  Files.*  (2)  Cloning,  K.,  and  Klaus- 
berger,  E.  M. : Wien.  klin.  Wchnschr.  70:145-149  (Feb.  28)  1958.  (3)  Whittier,  J.  R.,  and  Dhrymiotis,  A.  D.:  Angiology  15:324-327 
(July)  1962.  (4)  Horton,  G.  E.,  and  Johnson,  R C-,  Jr.:  The  Application  of  Radioisotopes  to  the  Study  of  Cerebral  Blood  Flow  and 
the  Effects  of  Isoxsuprine  (to  be  published).  (5)  Dhrymiotis,  A.  D.,  and  Whittier,  J.  R. : Current  Therap.  Res.  4:124-129  (April) 
1962.  ’Available  upon  request  from  Mead  Johnson  Laboratories,  Evansville  21,  Indiana. 

®I»S3  MEAD  JOHNSON  ft  COMPANT,  EVANSVILLE  21,  INDIANA.  14163 


nMead  Johnson 
Laboratories 


Symbol  of  service  in  medicine 


Flavor  you  never  thought  you’d  get  from  any  filter  cigarette! 


You’ll  never  know  how  satisfying  filter  smoking  Dual  Filter  brings  out  the  best  taste  of  these  choice 

can  be  until  you  try  Tareytons,  Fine,  flavor-rich  tobaccos.  Sound  too  good  to  be  true?  Pick  up 

tobaccos  go  into  each  Tareyton.Then  the  famous  a pack  of  Tareytons  today  and  see  for  yourself. 


Dual  Filter  makes  the  difference ri 

DU^  FILTER  1 UrCyLOl I 

f^oducl  oj  o out  middlr  namt  *4  T 
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Tension? 

Hypertension? 

Control  both  with  SerpasiP 

(reserpine  CIBA) 


Patients  with  high  blood  pressure 
plus  one  or  more  symptoms  of  ten- 
sion-restlessness, rapid  heart  rate, 
excessive  sweating,  agitation— bene- 
fit from  the  distinctive  calming  action 
of  Serpasil  (reserpine).  It  shields  the 
tense  hypertensive  patient  from  ner- 
vousness that  raises  his  blood  pres- 
sure. Result:  pressure  goes  down, 
heart  rate  decreases.  Useful  in  all 
grades  of  hypertension,  either  alone 
or  as  a background  agent. 

Average  Dosage;  0.25  to  0.5  mg. 
daily. 

Side  Effects:  Occasional:  lassitude, 
drowsiness,  nasal  congestion,  loose- 


ness of  stools,  increased  frequency 
of  defecation.  Rare:  anorexia,  head- 
ache, bizarre  dreams,  nausea,  dizzi- 
ness. Nasal  congestion  and  increased 
tracheobronchial  secretions  may 
occur  in  babies  of  mothers  treated 
with  reserpine. 

Cautions:  Severe  mental  depression 
has  appeared  in  a small  percentage 
of  patients,  primarily  in  a dosage 
above  1 mg.  daily.  Usually  the 
patient  had  a pre-existing,  incipient, 
endogenous  depression  which  was 
unmasked  or  accentuated  by  reser- 
pine. When  the  drug  is  discontinued, 
depression  usually  disappears,  but 


hospitalization  and  shock  therapy 
are  sometimes  required.  Daily  dos- 
age above  0.25  mg.  is  contraindi- 
cated in  patients  with  a history  of 
mental  depression  or  peptic  ulcer. 
Withdraw  Serpasil  (reserpine)  2 
weeks  before  surgery,  if  possible. 
For  emergency  surgical  procedures, 
vagal  blocking  agents  should  be 
given  parenterally  to  prevent  or 
reverse  hypotension  and/or  brady- 
cardia. 

Supplied:  Tablets,  0.1  mg.,  0.25  mg. 
and  1 mg. 

CIBA 

2/3105MS  SUMMIT,  N.J. 
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ii►mepenzolate  bromides 


calms  the  hyperactive  colon  i 


calms  the 
hyperactive 


RELIEVING  • pain  • cramps  • bloating 
propulsive  hypermotility/ diarrhea 
spastic  contractions/constipation 


Action  is  exerted  selectively  on  the  colon  with  less  effect 
on  other  viscera.  One  or  two  tablets  three  times  a day 
and  one  or  two  at  bedtime  usually  provide  prompt  relief. 
Begin  with  lower  dosage  and  adjust  according  to  response. 
CANTIL  with  phenobarbital  may  be  prescribed  if  seda- 
tion is  required. 

Dryness  of  the  mouth  or  blurring  of  vision  may  occur  but 
is  usually  mild  and  transitory.  Urinary  retention  is  rare. 
Caution  should  be  observed  in  prostatic  hypertrophy  — 
withhold  in  glaucoma. 

CANTIL 

(mepenzolate  bromide)  — 25  mg.  per  scored  tablet. 

Bottles  of  100  and  250. 

CANTIL  WITH  PHENOBARBITAL 

containing  in  each  scored  tablet  16  mg.  phenobarbital 
(warning:  may  be  habit  forming)  and  25  mg. 
mepenzolate  bromide.  Bottles  of  100  and  250. 


LAKESIDE  LABORATORIES,  INC. 

MILWAUKEE  1,  WISCONSIN 


in  atcohoiism:  vitamins  are  therapy 


A full  “comeback”  for  the  alcoholic  is  partly  dependent  on  nutritional  balance... 
aided  by  therapeutic  allowances  of  B and  C vitamins.  Typically,  the  alcoholic  patient 
is  seriously  undernourished . . .from  long-standing  dietary  inadequacy,  from  deple- 
tion of  basic  reserves  of  water-soluble  vitamins. 

Each  capsule  contains:  Vitamin  B]  (Thiamine  Mononitrate)  ...  10  mg.  / Vitamin  B2  (Riboflavin) ...  10  mg.  / Niacinamide... 
100  mg.  / Vitamin  C (Ascorbic  Acid)  ...  300  mg.  / Vitamin  06  (Pyridoxine  HCI)  . . . 2 mg.  / Vitamin  B 1 2 Crystalline  ..  . 
4 mcgm.  / Calcium  Pantothenate ...  20  mg.  Recommended  intake:  Adults,  1 capsule  daily,  for  the  treatment  of  vitamin 
deficiencies.  Supplied  in  decorative  “reminder"  jars  of  30  and  100. 


(SMMM  LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 

«3?5-3 


STRESSCAPS 


Stress  Formula  Vitamins  Lederle 


CLINICAL 

MEETING 

PORTLAND.  OREGON  DECEMBER  1-4.  19B3 


For  the  first  time  in  34  years,  the  American  Medical  Association  returns  to  Portland — America’s  newest  convention 
city — with  a four-day  program  of  compelling  interest  to  every  physician  regardless  of  specialty. 

Symposiums,  lectures,  discussions,  original  research  exhibits — all  presented  by  America’s  leading  clinicians  and  practi- 
tioners— provide  a comprehensive  yet  compact  curriculum  in  postgraduate  education  for  the  busy  practicmg  physician. 


Top  Programs  with  Top  Participants:  ■ Genes,  Chromosomes  and  Immune  Mechanisms  ■ Breast  Cancer  ■ Tissue 
Transplants  ■ Surgical  Aspects  of  Infection  ■ Renal  Physiology  ■ Problems  of  Adolescent  Patients  ■ Heart  and  Blood 
Vessel  Surgery  ■ Clinical  Approach  to  Anticoagulants,  Metabolic  Obesity,  Anemia  and  Edema  ■ Pulmonary  Disease 
AND— Special  Programs  for  All  Specialties  ■ Closed  Circuit  Live  TV  ■ Motion  Picture  Programs 
Complete  scientific  program  and  forms  for  advance  registration  and  hotel  accommodations  — 

JAMA  October  26 

IF  IT’S  NEW- IF  IT’S  IMPORTANT- IT’S  IN  PORTLAND 


TO  ASSURE  YOUR  AMA  ACCOMMODATIONS  AT  THE 
17th  CLINICAL  MEETING  FILL  IN  THE  COUPON  BELOW: 


Circulation  and  Records  Dept. 

American  Medical  Association 

535  North  Dearborn  Street,  Chicago,  Illinois 


60610 


CUT  HERE 

FOR  ADVANCE  REGISTRATION  OF  PHYSICIANS 

This  coupon  must  be  returned  before  November  18,  1963  to  receive  your  advance  registration  identification  card 
for  Portland,  Oregon.  Your  card  will  be  sent  to  you  on  November  21  unless  you  request  an  earlier  mailing  date. 


Name  (PLEASE  PRINT) 

Address ^ 

STREET 

I am  a Member  of  the  AMA  thru  the 

service : 


(EACH  PHYSICIAN  MUST  REGISTER  IN  HIS  OWN  NAME) 


CITY  ZONE  STATE 

State  Medical  Association  or  in  the  following  government 

□ 
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OREGON 


Oregon  State  Medical  Society — 2164  s.  w.  park  place,  Portland  5,  Oregon 

PRESIDENT  Melvin  W.  Breese,  M.D.,  Portland 

SECY.-TREAS.  Jcmes  H.  Seacat,  M.D.,  Salem 

EXECUTIVE  SECRETARY  Mr.  Roscoe  Miller,  Portland 
annual  meeting,  September  25-28,  1963,  Portland 


The  Quality  of  Patient  Ceire 


Melvin  W,  Breese,  President  of  the  Oregon  State 
Medical  Society,  made  medical  education  the  key- 
stone of  his  official  campaign  to  advance  the  quality 
of  patient  care  in  Oregon.  Selecting  it  as  the  theme 
for  his  year  in  office,  he  began  developing  his  pro- 
gram in  May,  1962,  while  still  President-Elect.  The 
quality  of  patient  care  and  his  plan  have  been  the 
only  subjects  of  discussion  as  he  visited  each  of  the 
State’s  twenty-five  component  societies. 

Stimulated  by  a report  from  Columbia  University 
School  of  Public  Health,  on  the  quality  and  cost  of 
care  received  by  teamster  families  in  the  New  York 
area.  Dr.  Breese  asked  two  questions:  “Is  there  a 
problem  in  Oregon?”  and  “If  so,  what  can  be  done 
about  it?” 

He  believes  the  quality  of  patient  care  is  a re- 
sponsibility, not  only  of  each  individual  physician, 
hut  also  of  state  and  local  medical  organizations. 
He  emphasizes  that  this  responsibility  is  self-imposed 
upon  each  individual  physician  when  he  subscribes 
to  the  Principles  of  Medical  Ethics  of  the  American 
Medical  Association.  He  contends  that  constituent 
and  component  medical  societies  obligate  them- 
selves to  assume  responsibilities  in  this  area  when 
they  apply  for  and  receive  their  charters. 

broad  consultation  sought 

Armed  with  these  convictions.  Dr.  Breese,  while 
still  President-Elect,  sought  answers  to  his  questions. 
As  his  first  move  he  called  into  conference  repre- 
sentatives of  those  organizations  and  agencies  he 
believed  were  in  a position  to  provide  the  informa- 
tion he  needed  and  who  eould  best  help  plan  ef- 
fective approaches. 

From  the  State  Board  of  Medical  Examiners,  he 
wanted  to  know  the  major  reasons  for  license  sus- 
pension or  revocation  and  other  disciplinary  actions. 
He  asked  the  State  Board  of  Health  to  give  their  ex- 


perienee  and  observation  in  inspecting  and  licensing 
patient  care  institutions.  Representatives  of  the  Ore- 
gon State  Medical  Society  grievance  and  related 
committees  were  directed  to  provide  information. 
The  president  of  the  Oregon  Association  of  Hos- 
pitals was  invited  to  give  views  and  recommenda- 
tions of  hospital  administrators. 

A strong  believer  that  education,  both  at  the  medi- 
cal school  and  at  postgraduate  levels,  was  the  'foun- 
dation of  any  program  to  advanee  the  quality  of 
patient  care.  Dr.  Breese  brought  in  the  faeulty  of 
the  University  of  Oregon  Medical  School  and  the 
Society’s  Committee  on  Medical  Education.  He  then 
added  to  the  consulting  group  two  senior  citizens 
from  Society  membership  who  through  the  years 
had  demonstrated  continuous  and  vigorous  interest 
in  the  issue,  and  whose  opinions  were  held  in  high 
regard. 

problem  recognized 

After  two  lengthy  conferences  it  was  concluded 
that  a problem  exists  and  that  it  is  a continuing  one. 
It  was  also  agreed  that  any  solution  would  have  to 
incorporate  assumption  of  responsibility  by  individ- 
ual physicians  and  the  local  and  state  medical  so- 
cieties. It  was  also  agreed  that  statutory  authority 
of  the  State  Board  of  Medical  Examiners  and  the 
Oregon  State  Board  of  Health  must  be  utilized  as 
well  as  the  cooperation  of  hospital  administrators. 
And,  of  most  signifieant  importance,  it  was  declared 
that  medical  education  at  all  levels  must  be  geared 
to  the  objective. 

With  this  encouragement  and  support.  Dr.  Breese 
developed  his  plan  which  he  said,  “ ...  is  not  new. 
It  is  just  formalizing  a procedure  for  doing  what  we 
have  been  doing  or  should  have  been  doing  all 
along.”  It  calls  for  the  establishment  of  a Committee 
on  the  Quality  of  Patient  Care  by  the  Oregon  State 
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Medical  Societ>  and  a counterpart  by  each  com- 
ponent society.  It  calls,  also,  for  the  appropriate 
and  timely  utilization  of  resources  available  through 
other  organizations,  and  institutions.  Dr.  Breese  sug- 
gested that  eaeh  component  society  create  a com- 
mittee eomposed  of  their  most  highly  regarded  and 
respected  members  who  would  be  eontinuously  alert 
for  an>-  circumstance  which  might  in  an\-  way  affect 
the  qualih  of  patient  care. 

concern  for  physician  conduct 

Dr.  Breese  was  especially  concerned  about  con- 
duct of  physicians.  He  gave  special  emphasis  to 
alcoholism,  drug  addiction  and  incapaciH'  or  in- 
competency from  whatever  cause  or  an\-  other  be- 
ha\  ior  leading  to  unacceptable  medical  practice.  He 
placed  great  stress  upon  the  fact  that  the  commit- 
tees should  never  engage  in  disciplinar\-  aetivities 
or  become  involved  in  controversies  related  to  the 
scope  of  practice  of  the  various  segments  of  the 
profession. 

The  local  societ)’  committee,  he  declared,  should 
concentrate  on  resolving  the  problem  within  the 
local  medical  community.  The  local  committee  could, 
for  e.xample,  meet  confidentially  with  the  physician 
failing  because  of  an  alcohol  problem,  point  out  the 
dangers  to  himself  and  his  patients,  and  encourage 
him  to  seek  assistance  so  that  he  might  return  to 
full  and  competent  practice  in  the  communiH'.  The 
physician  of  advanced  age  could  be  persuaded  to 
restrict  his  practice  or  to  retire  while  still  holding 
the  respect  and  confidence  of  his  colleagues  and  the 
eommunit>-  and  before  a tragic  incident  might  occur. 

If  unacceptable  practices  or  mismanagement  of 
cases  were  observed,  the  committee  could  recom- 
mend that  a scientific  program,  or  series  of  scientific 
programs,  related  to  the  field  of  medieine  or  surgery 
involved  be  presented  before  the  local  component 
socieh'  bringing  to  them  the  most  reeent  techniques, 
knowledge  and  experience. 

Dr.  Breese  recommended,  further,  that  the  com- 
ponent societ\-  committee  submit  reports  to  the 
committee  of  the  Oregon  State  Medical  Society  re- 
garding the  nature  of  their  problems  and  the  meth- 
ods used  to  solve  them.  They  would  be  reported 
without  identification  of  any  physician  or  phy  sicians 
who  might  have  been  involved. 

.-Mthough  Dr.  Breese  hoped  that  the  vast  majority 
of  such  problems  could  be  resolved  by  the  local 
society  committee,  he  wanted  a Committee  on  Qual- 
ity of  Patient  C.'are  established  by  the  Oregon  State 
■Medical  Society  to  which  the  individual  physician 
or  a local  committee  could  appeal.  In  addition  to 
considering  matters  referred  to  it  by  local  society 
committees,  the  State  committee  could  also  be  given 
the  responsibility  of  disseminating  information  re- 
garding effective  procedures  and  the  practices  fol- 
lowed throughout  the  State.  To  both  committees,  he 


recommended  full  utilization  of  the  resources  of  the 
Society,  the  University  of  Oregon  Medical  School, 
and  the  Oregon  .Association  of  Hospitals.  He  recom- 
mended also  that  they  use,  when  appropriate,  the 
legal  authority  of  the  Board  of  Medical  Examiners, 
and  the  Oregon  State  Board  of  Health. 

With  respect  to  the  two  legal  anns.  Dr.  Breese 
envisioned  that  their  work  would  be  greatly  light- 
ened if  both  the  local  and  state  committees  were  to 
function  effectively.  Incidentally',  in  his  presentation 
before  each  of  the  component  societies  of  the  State, 
Dr.  Breese  was  accompanied  by’  a member  of  the 
Board  of  Medical  Examiners  and  a representative 
of  the  Oregon  State  Board  of  Health. 

postgraduate  education  query 

To  complement  his  proposed  approach  to  the 
quality  of  patient  care.  Dr.  Breese  suggested  that 
the  members  of  the  Society  be  querried  regarding 
their  needs  and  interests  in  postgraduate  education. 
Thereupon,  the  Society’s  Committee  on  Medical 
Education  in  cooperation  with  the  faculty  of  the 
University  of  Oregon  Medical  School  prepared  a 
four-page  questionnaire  eliciting  the  physician’s 
views  on  postgraduate  education  programs  offered 
not  only  on  the  Campus  of  the  University  of  Oregon 
Medical  School  but  also  the  extramural  postgradirate 
corrrses  which  might  be  offered  in  his  ow’rr  home 
commrrrrity.  \\’ell  over  sixty  per  cent  of  the  member- 
ship retunred  the  questiorrnaires  which  are  irow  be- 
ing evaluated  and  will  grride  the  patterir  of  post- 
graduate edrrcation  in  Oregon  in  the  futirre. 

conclusion 

.All  this  errthusiasirr  aird  hard  work  orr  the  par't  of 
Dr.  Breese  had  its  reward.  The  physicians  of  the 
state  recognized  their  responsibility  as  he  presented 
it  to  them  before  their  compoirent  soeieties  atrd  gave 
him  their  unqualified  support.  This  reactiorr  is  re- 
flected by  the  Society’s  House  of  Delegates  which 
at  its  1963  Midyear  Meeting  itr  .April  uiratrimously 
\oted  to  amerrd  the  Bylaws  to  create  a standing 
Committee  on  the  Quality  of  Patient  Care.  The 
functions  of  the  Committee  as  defined  in  the  Bylaws 
are: 

The  Committee  on  Quality  of  Patient  Care  shall: 

( 1 ) stimulate  and  encourage  individual  mem- 
bers and  component  societies  to  be  continuously 
concerned  about  the  quality’  of  patient  care  pro- 
vided by  physicians  and  in  hospitals  and  related 
institutions  within  their  area  of  jurisdiction; 

(2)  consider,  evaluate  and  make  recommen- 
dations regarding  all  matters  relating  to  the 
quality  of  patient  care  brought  to  its  attention 
by  members,  component  societies  or  from  any 
other  sources; 

(3)  disseminate  information  to  members  and 
component  societies  regarding  procedures, 
methods  and  activities  which  have  been  or  may 
be  utilized  to  advance  the  quality’  of  patient 
care; 
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(4)  maintain  appropriate  relationships  with 
the  Oregon  State  Board  of  Medical  Examiners, 
Oregon  State  Board  of  Health,  University  of 
Oregon  Medical  School  and  the  Oregon  Asso- 
ciation of  Hospitals  in  matters  associated  with 
the  quality  of  patient  care; 

(5)  encourage  each  component  society  to 
establish  a committee  with  like  objectives  and 
purposes. 

Legislature  passes  PKU  bill 

The  1963  Oregon  State  Legislature  passed  Senate 
Bill  178  relating  to  phenylketonuria.  It  became  law 
September  3. 

The  law  contains  the  following  provisions: 

SECTION  1:  As  a matter  of  public  policy  of 
the  State  of  Oregon,  every  newborn  infant 
should  be  given  a urinalysis  examination  or  such 
other  examination  or  test  as  shall  be  approved 
by  the  State  Board  of  Health. 

SECTION  2:  The  State  Board  of  Health  shall 
institute  and  carry  on  an  intensive  education 
program  among  physicians,  hospitals,  public 
health  nurses  and  the  public  concerning  the  di- 
sease of  phenylketonuria. 

SECTION  3:  (1)  All  physicians,  public 

health  nurses  and  the  administrators  of  hospitals 
shall  report  the  discovery  of  cases  of  phenyl- 
ketonuria to  the  State  Board  of  Health,  (2) 
The  State  Board  of  Health  shall  furnish  forms 
to  all  physicians,  public  health  nurses  and  hos- 
pitals on  which  the  results  of  tests  for  phenyl- 
ketonuria shall  be  reported  to  the  State  Board 
of  Health. 

In  order  to  implement  the  provisions  of  the  law, 
almost  all  the  hospitals  in  the  state  are  currently 
participating  in  either  Guthrie  blood  and  urine 
detection  or  the  urine  filter  paper  detection.  It  is 
urged  that  all  hospitals  not  now  participating  con- 
sider or  reconsider  action  in  regard  to  participation 
at  an  early  date.  Becent  evidence  has  indicated 
that  confirmed  cases  of  phenylketonuria  have  been 
detected  as  early  as  the  second  day  of  life  by  the 
Guthrie  method.  Therefore,  it  is  important  for  all 
hospitals  now  participating  only  in  urine  screening 
to  consider  full  participation  in  the  Guthrie  method. 
Experience  to  date  would  indicate  that  some  cases 
may  be  missed  through  urine  testing  alone.  The  first 
confirmed  case  of  phenylketonuria  was  detected  by 
blood  Guthrie  method  after  slightly  over  4,000  tests. 
In  nearly  30,000  urine  ferric  chloride  tests,  no  case 
has  yet  been  discovered. 

At  the  present  time  it  is  believed  that  the  Oregon 
State  Board  of  Health  is  aware  of  all  known  cases 
of  phenylketonuria  in  the  State.  Notify  the  State 
Board  of  Health  of  any  diagnosed  cases  which  are 
not  currently  followed  by  them.  A report  form  will 
be  forwarded  for  completion.  All  new  cases  should 
be  reported. 

Forms  for  reporting  results  of  tests  for  phenylke- 
tonuria performed  in  addition  to  the  newborn 
screening  program  are  being  sent  to  all  physicians, 
to  all  hospitals,  and  to  all  health  departments.  Addi- 
tional report  forms  may  be  obtained  from  the  State 


Board  of  Health.  All  reports  received  will  be  kept 
on  file  m the  State  Boai  d of  Health  office  for  any 
future  reference.  It  is  important  to  understand  that 
the  screening  of  newborns  through  hospitals  should 
not  discourage  further  testing  of  all  infants  sev- 
eral times  during  the  first  months  of  life.  Also,  any 
individual,  regardless  of  age,  who  has  a neurologic 
handicap,  such  as  epilepsy,  cerebral  palsy,  or  mental 
retardation,  should  be  tested  for  phenylketonuria. 
Special  filter  papers  for  blood  Guthrie  testing  are 
available  on  request  from  the  State  Board  of  Health. 
All  presumptive  positive  ferric  chloride  tests  should 
be  followed  by  a Guthrie  blood  test  as  the  first  step 
in  confirmation  of  a case. 

The  intent  of  the  law  is  clear.  It  is  the  obligation 
of  the  medical  profession  and  the  Oregon  State 
Board  of  Health  to  see  that  no  baby  born  in  Oregon 
suffers  mental  retardation  because  of  phenylke- 
tonuria. 

The  Director  of  the  Maternal  and  Ghild  Health 
Section  of  Oregon  State  Board  of  Health  will  be 
available  to  assist  in  any  diagnostic  follow-up  and 
to  discuss  phenylketonuria  or  to  answer  any  ques- 
tions. 

Additional  forms  may  be  obtained  from  Oregon 
State  Board  of  Health;  Maternal  and  Ghild  Health 
Section;  P.O.  Box  231;  Portland,  Oregon  97207. 

Home  nursing  course  on  open  TV 

Those  untrained  in  care  of  the  sick  and  injured 
may  be  advised  that  open  channel  TV  from  Portland 
and  Gorvallis  is  being  used  to  present  a ten  week 
course  of  weekly  programs  on  home  nursing  pro- 
cedures, September  I8-November  20.  A film,  pro- 
duced by  the  U.  S.  Army  Signal  Gorps  for  the 
American  Red  Gross,  will  be  transmitted  from 
KOAP-Ghannel  10,  in  Portland,  and  KOAG-Ghannel 
7,  Gorvallis,  7:30  p.m. 

In  conjunction  with  the  television  program,  two- 
hour  workshop  sessions  will  be  held  at  the  Red 
Gross  office  at  4200  S.W.  Gorbett  Avenue,  Port- 
land, October  3,  24,  and  November  21,  starting 
at  7:30  p.m.  Further  information  may  be  obtained 
by  calling  228  8561,  Portland. 


Tacoma 

Electrophysics  Laboratory 

E lectroencephalography 
Electromyography 

Stevens  Dimant,  M.D. 

Marcel  Malden,  M.D. 
Lorraine  Knudson,  R.N. 

Puget  Sound  Medical  Building 
1104-06  South  4th  Street 
Tacoma  5,  Washington 
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for  relaxin’... 


REDUCES  ANXIETY  TENSION 


PROPERTIES:  Haxsen  combines  muscle  relaxant  properties 
of  mephenesin  with  sedative  action  of  secobarbital  sodium 
presenting  a balanced,  safe,  prompt  acting  prescription. 


Each  Tablet  Contains 


Mephenesin  N.  F 6 grs. 

Secobarbital  Sodium  U.S.P V2  gr- 


INDICATIONS:  To  relax  the  tense,  anxious  restless  pa- 
tient, so-called  anxiety-tension  state  . . . gives  pleasur- 
able relaxation,  tranquility. 

SUPPLIED:  Bottles  of  100  and  1000  tablets. 

0 DOSAGE:  Usual  adult  dose:  One  tablet  every  four  hours, 

after  meals.  Economical  to  use. 

HAACK  LABORATORIES,  INC.  • PORTLAND  1,  OREGON 
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WASHINGTON 


Washington  State  Medical  Association — 1309  seventh  avenue,  Seattle  i, Washington 

PRESIDENT  Dean  K.  Crystal,  M.D.,  Seattle 

SECRETARY  WilbuT  E.  Watson,  M.D.,  Seattle 

EXECUTIVE  SECRETARY  Mr.  R.  W.  Neill,  Seattle 
annual  meeting  September  15-18,  1963,  Seattle 


Health  Schemes  and  the  Doctor’s  Freedom 

An  open  letter  to  delegates  to  the  Washington  State  Medical  Association 


Dear  Doctor; 

Many  people  feel  a little  cynical  about  the  doctors’ 
claims  that  they  never  think  of  themselves,  but 
are  fighting  federal  medicine  only  for  the  sake  of 
the  patient.  In  reality,  not  only  do  we  have  nothing 
to  hide  in  desiring  our  economic  and  professional 
freedom,  but  we  have  a democratic  duty  to  protect 
it.  Karl  Marx  said,  “Socialize  medicine  first  and  all 
other  activities  of  a nation  will  follow  as  the  night 
the  day.”  As  the  first  profession  to  be  thus  threatened 
we  are  obliged  to  dramatize  our  situation.  Only  be- 
cause of  countless  such  battles  for  200  years  have 
our  freedoms  been  preserved.  We  might  even  gain 
some  sympathy  from  the  labor  unions  who  have 
struggled  to  establish  the  value  of  their  services 
through  collective  bargaining! 

I should  like  to  propose  a motion  for  adoption 
by  the  House  of  Delegates  of  WSMA; 

RESOLVED,  that  WSMA  and  AMA  should 
conduct  a vigorous  campaign  to  educate  physi- 
cians and  the  public  regarding  the  threat  to 
freedom  inherent  in  any  scheme  that  would  re- 
duce doctors  to  economic  servitude  against  their 
will. 

This  new  and  frank  approach  could  be  added 
to  the  “Operation  Hometown”  program. 

The  import  of  this  motion  can  best  be  appreei- 
ated  by  reading  the  article  by  C.  K.  Higgins  of 
Calgary  in  JAMA  for  May  18,  1963,  entitled  “Com- 
pulsory Health  Insurance  in  Relation  to  Democratic 
Ideals”,  and  Edward  Annis’  inaugural  address, 
“Virtues  of  Freedom”,  JAMA  for  July  13,  p.  103. 
The  following  random  quotations  from  the  article 
by  Dr.  Higgins  may  help  clarify,  though  they  are 
taken  out  of  context  and  order. 


He  quotes  Article  13  of  the  Constitution,  “Neither 
slavery  nor  involuntary  servitude,  except  as  a punish- 
ment for  crime  whereof  the  party  shall  have  been 
duly  convicted,  shall  exist  within  the  United  States 
or  any  place  subject  to  their  jurisdiction.”  He 
pleads  for  the  U.S.  medical  profession  to  make  peo- 
ple realize  that  it  is  carrying  on  a battle  to  upbold 
the  inalienable  rights  of  American  citizens,  and 
that  these  principles  apply  to  the  “freedom  of  citi- 
zens in  all  professions  and  vocations.” 

“Economic  control  is  present  whenever  any 
agency,  government  or  private,  becomes  tbe  sole 
buyer  and  seller  of  medical  services  or  any  other 
service  in  the  community.” 

“—a  power  over  a man’s  subsistence  amounts  to  a 
power  over  his  will.” 

“Social  justice  has  never  been  achieved  by  reduc- 
ing an  individual  or  group  to  servitude.” 

“Free  men  and  institutions  have  the  right  to  place 
a value  on  their  labor  and  serviees.  These  freedoms 
are  endangered  when  the  state  promises  the  people 
the  free  tax-supported  services  of  others  with  the 
known  opposition  of  those  individuals  and  institu- 
tions whose  duty  it  would  be  to  provide  the  services.” 
“The  right  of  a person  to  sell  his  labor  and 
services  upon  such  terms  as  he  deems  proper  is 
the  very  essence  of  individual  freedom,  and,  con- 
versely, a denial  of  this  right  is  the  very  essence  of 
slavery.” 

“There  is  general  agreement  that  free  essential 
services  should  be  provided  for  the  deserving  needy, 
and  there  should  be  agreement  that  it  would  be  wiser 
to  grant  more  generous  benefits  to  those  in  need  than 
to  grant  equal  benefits  to  all,  regardless  of  need.” 
In  regard  to  this  last  point,  it  is  my  personal 
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view  that  it  is  imperative  for  the  profession  to  “get 
on  the  stick”  to  implement  a plan  more  workable 
than  the  Kerr-Mills  Bill.  It  probably  should  be  a plan 
to  aid  the  needy  by  applying  the  aid  through  com- 
mercial insurance  carriers  to  minimize  bureaucratic 
superstructure  and  unnecessary  governmental  con- 
trols and  e.xpense. 

The  profession  in  Saskatchewan  regretted  not 
having  sold  these  ideas  early  enough  and  hard 
enough  to  their  public.  Recently  Alberta  did  adopt 
a plan  contrasting  with  that  of  Saskatchewan.  The 
.\lberta  government  will  subsidize  premiums  for 
needy  persons  through  existing  commercial  agencies 
on  an  optional  basis. 

The  Santa  Barbara  Medical  Society,  in  a pro- 
longed process  of  negotiations  with  the  California 
Medical  Association,  California  Physicians  Service, 
and  State  Welfare  Department,  has  set  up  a prepaid 
medical  program  for  persons  eligible  under  public 
assistance.  The  Bow  Bill,  presently  in  the  House 
Ways  and  Means  Committee,  contains  a number  of 
valuable  features.  The  Foundation  for  Medical  Care 
Plans  of  California  is  accumulating  much  experience 
along  these  lines  as  are  other  groups. 

It  is  to  be  hoped  that  the  best  features  of  these 
plans  can  be  utilized  for  a good  answer  that  would 
satisfy  the  unions  and  others  agitating  for  care  for 
the  needy  elderly  without  destroying  the  freedom 
which  we  all  cherish.  In  the  meantime,  the  delay  in 
developing  such  a program  should  not  deter  us 
from  the  educational  campaign  advised  by  Dr.  Hig- 
gins and  implied  by  Dr.  Annis. 

Yours  sincerely, 

L.  F.  TURNBULL,  M.D. 

Seattle,  Washington 

Berge  heads  AhAA  Judicial  Council 

James  Hallard  Berge,  of  Seattle,  was  named  chair- 
man of  the  Judicial  Council  of  the  American  Medical 
Association  at  the  Atlantic  City  meeting  last  June. 
He  has  been  a member  of  the  Council  since  I960. 
This  five-man  group  has  been  called  the  Supreme 

Court  of  the  AM  A.  Ju- 
dicial power  of  the  As- 
sociation is  vested  in 
the  Judicial  Council 
and  its  decisions  are 
final.  It  has  original 
jurisdiction  in  questions 
of  membership,  contro- 
versies arising  under 
the  Constitution  and 
Bylaws  or  under  the 
Principles  of  Medical 
Ethics.  The  Council 
has  appellate  jurisdic- 
tion on  matters  of  law 
and  procedure,  but  not  of  fact,  arising  between  a 


state  association  and  one  of  more  of  its  component 
societies,  between  component  societies  of  a state 
association,  or  between  a member  or  members  and 
the  various  organizational  units.  The  Council  may 
investigate  general  professional  conditions  and  mat- 
ters pertaining  to  relations  of  physicians  to  one 
another  and  to  the  public.  It  may  also  request  the 
President  to  appoint  investigating  juries  to  which 
it  may  refer  complaints  of  unethical  conduct  appear- 
ing to  be  of  more  than  local  concern.  If,  as  a result 
of  the  investigation,  a member  is  prosecuted  before 
the  Judicial  Council,  it  may  acquit,  admonish,  sus- 
pend or  expel  the  accused  member.  Recorded  opin- 
ions and  interpretations  of  the  Judical  Council  are 
considered  to  be  a part  of  the  Principles  of  Medical 
Ethics.  Of  all  the  councils  and  committees  of  the 
American  Medical  Association,  none  requires  the 
degree  of  wisdom,  care,  and  impartiality  demanded 
of  members  of  the  Judicial  Council.  A heavy  load 
of  responsibility  must  rest  on  the  shoulders  of  the 
chairman  of  such  a group. 

OBITUARIES 

DR.  HOMER  .X.  SMITH  died.  Mdij  29  of  gastric  hemor- 
rhage in  Spokane.  He  received  his  degree  from  the 
State  University  of  loica  College  of  Medicine  in 
Iowa  City  in  1906.  He  was  82. 

DR.  wiLLi.\M  c.  SPEIDEL,  80,  died  June  17  in  Seattle 
of  acute  myocardial  infarction  and  arteriosclerosis. 
In  1908  he  graduated  from  Ru.sh  Medical  College; 
in  1911  he  teas  licensed.  Dr.  Speidel  was  a member 
of  the  International  College  of  Surgeons  and  Ameri- 
can Association  for  Surgery  of  Trauma.  He  was 
retired  from  active  practice. 

DR.  CR.MG  R.  siGM.xN,  of  Olympia,  was  killed  in  an 
automobile  accident  near  Boulder  City,  Nevada  on 
July  20,  at  the  age  of  43.  He  received  his  degree 
from  University  of  Nebraska  College  of  Medicine 
in  1946.  Dr.  Sigman  served  as  flight  surgeon  in 
the  Air  Force  from  1947  to  1954.  He  was  licensed 
in  1959,  and  had  practiced  in  Yelm  since  that  time. 

DR.  BETTY  A.  NILSSON,  died  J U7ie  3 in  Seattle  of  pul- 
monary edema  and  myocardial  insufficiency.  She 
was  85.  Her  degree  was  granted  by  the  University 
of  Illinois  College  of  Medicine  in  1907.  She  was 
retired  from  active  practice. 

DR.  jo.AN  L.  HABERMAN,  39,  died  Jutie  13  from  a 
erwshing  head  injury  received  in  a two-car  head  on 
collision.  Born  in  Wisconsin,  she  graduated  from  the 
University  of  Wisconsin  Medical  School  in  1949. 
She  was  licemed  in  1950.  She  served  as  acting  Co- 
Medical  Director,  Northern  State  Hospital  in  Sedro- 
Woolley.  Dr.  Haberman  was  a resideiit  of  Everett. 

Continued  on  page  745 
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Contraindications:  Hyperpotas- 
semia,  severe  renal  disease, 
adrenal  insufficiency,  hypopara- 
thyroidism. Use  cautiously  in 
sodium-retaining  patients. 


ISOIYTE  M 


^oinlenanco  Solution 


s%  dextrose 


'*>"«  l«<  il|llO*ll  I 


2 *3A073' 


For  over 


of  your 
Patients 


Meets  Maintenance  Needs  for 


Water  and  Electrolytes 


nriM  DAVTCO  lAin  cicmhaic  pai  ic 


ANY 


QUESTIONS? 

Not  with  the  Baxter  parenteral  system.  The 
latex  membrane  has  only  one  “dimple,”  one  obvi- 
ous place  to  add  medication  before  administra- 
tion. No  more  dislodged  air  tubes  or  wasted 
medication. 

This  simplicity  of  design  is  typical  of  all  aspects 
of  the  Baxter  system.  It  is  one  more  reason  why 
we  say  that  “the  difference  is  medical  engineer- 
ing.” Medical  engineering  recognizes  that  sim- 
plicity of  operation  reduces  the  possibility  of 
error  at  your  patient’s  bedside.  Medical  engi- 
neering gives  you  . . . 

SAFETY  THROUGH  SIMPLICITY 


DON  BAXTER,  INC.  GLENDALE.  CALIF 


Responds  Promptly  to 

PRQTAMIDE 

—colloidal  solution  of  denatured 
proteolytic  enzyme— 

Relief  of  pain  is  prompt  in  non-traumatic  neuritis,  including 
herpes  zoster,  when  Protamide  is  administered  early  in  the 
course  of  the  diseased-^  Equally  important,  complete 
recovery  usually  follows  in  three  to  five  days— even  in 
ophthalmic  herpes  zoster 


Dosage:  1 ampul  I.  M.  daily  for  2 to  5 days; 
longer  if  pain  persists. 

Caution:  Avoid  I.  V.  administration. 

Boxes  of  10  ampuls,  1.3  cc.  each, 
for  intramuscular  injection. 


DETROIT  11,  MICHIGAN 


References:  1.  Baker,  A.  G.:  Penn.  Med.  J.  63:697  (May)  1960.  2.  Smith,  R.  T.:  New  York  Med.  (Aug.  20)  1952,  pp.  16-19. 

3.  Smith.  R.  T.:  Med.  Clin.  N.  Amer.  (Mar.)  1957.  4.  Lehrer,  H.  W.;  Lehrer,  H.  G.,  and  Lehrer,  D.  R.:  Northw. 
Med.  (Nov.)  1955.  5.  Sforzolini,  G.  S.:  Arch.  Ophthal.  62:381  (Sept.)  1959.  6.  Gile,  J.  H.:  W.  Virginia  Med.  J. 
59:120-122  (May)  1963. 
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Calms  the 
tense 
and 
anxious 
patient 


‘Miltown’  (meprobamate)  is  a known  and  dependable  drug.  Its  few 
side  effects  have  been  fully  reported.  There  are  no  surprises  in 
store  for  either  the  patient  or  the  physician.  This  is  why,  despite 
the  appearance  of  “new  and  different”  tranquilizers,  meprobamate 
is  prescribed  more  than  any  other  tranquilizer  in  the  world. 


Clinically  Proven 

in  more  than  750  published  clinical  studies 
and  over  eight  years  of  clinical  use 


Outstanding  Record  of 
Effectiveness  and  Safety 


1. 

2. 

3. 


Relieves  anxiety  and  anxious  depression  in  a broad  spectrum 
of  clinical  conditions. 

Doesn’t  leave  patients  “too  groggy”  to  work  or  think  or 
learn. 

Relaxes  both  mind  and  skeletal  muscle.  Relieves  physical 
tension  as  well  as  emotional  stress. 


Slight  drowsiness  may  occur  with  mepro- 
bamate and,  rarely,  allergic  reactions. 
Meprobamate  may  increase  effects  of 
excessive  alcohol.  Use  with  care  in  pa- 
tients with  suicidal  tendencies.  Massive 
overdosage  may  produce  coma,  shock, 
vasomotor  and  respiratory  collapse.  Con- 


sider possibility  of  dependence,  particu-  , 
lady  in  patients  with  history  of  drug  or 
alcohol  addiction.  Withdraw  gradually 
after  prolonged  use  at  high  dosage. 

Usual  dosage:  1 or  2 400  mg.  tablets  t.i.d. 
Supplied:  400  mg.  scored  tablets,  200 
mg.  sugar-coated  tablets;  bottles  of  50. 


the  original 
meprobamate 


Miltown 




WALLACE  LABORATORIES  / Cranbury,  N.  J. 


CM-973S 


M)ctec‘ 

CHLORAL  HYDRATE  U.S.E, SQUIBB 


and  the  rest  is  easy 


With  Noctec  [Chloral  Hydrate  U.S.P.],  your  patients’  rest  will  be  safe  as  well  as  easy.  In  1962,  aUer 
more  than  half  a century  of  clinical  use,  chloral  hydrate  is  still  praised  for  its  “wide  margin  of  safety" 
and  for  its  " ‘light’  rather  than  ’heavy’  ’’  hypnotic  and  sedative  character.*  That's  why  when  you  pre- 
scribe this  Squibb  brand  of  chloral  hydrate,  there’ll  be  no  preliminary  excitement,  no  barbiturate 
’’hangover,"  nothing  but  a sound  refreshing  sleep.  For  easy  rest  for  the  young  and  elderly,  for  cardiac 
patients,  in  psychiatric  complications,  during  the  first  stage  of  labor  and  for  pre-  and  post-operative 
sedation. 

Warning:  May  be  habit  forming.  Side  effects:  gastric  irritation  may  occur  in  some  patients,  excite- 
ment and  delirium  are  rare,  and  tolerance  and  addiction  are  uncommon.  Large  doses  of  choral  hydrate 
should  not  be  used  in  patients  with  severe  cardiac  disease  or  with  marked  impairment  of  renal  or  hepatic 
function. 

Dosage:  Adults:  1 or  2 capsules  (0.5  to  1.0  Gm.)  or  1 or  2 teaspoonfuls  of  syrup,  15  to  30  minutes 
before  bedtime  or  V2  hour  before  surgery.  Children:  25  mg. /lb.  body  weight  (maximum:  2 Gm.)  as  a 
single  hypnotic  dose.  For  sedation,  5 to  10  mg./lb.  body  weight  (maximum: 

1 Gm.).  Supply:  Capsules  — 500  mg.  (/’/z  gr.)  and  250  mg.  (3%  gr.).  Syrup  SQUIBB 

—500  mg.  (Z’/z  gr.)  per  5 cc.  teaspoonful.  For  full  information,  see  your  Squibb  Quality  1 

Squibb  Product  Reference  or  Product  Brief.  —the  Priceless  Ingredient 

•Stetson,  J.B.,  and  Jessup,  C.V.S.:  Anesth.  & Anolg.  41;203,  1962.  .am..  Dnn..o«  Olin 
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Continued  from  page  738 

DR.  E.  DEMAR  ANDERSON,  62,  who  had  practiced  in 
Seattle  for  some  22  years,  died  June  26.  He  was 
graduated  from  Northwestern  University  Medical 
School  in  1932,  was  licensed  in  1940.  Dr.  Ander- 
son was  past  president  and  tru.stee  of  Puget  Sound 
Academy  of  Ophthalmology  and  Otolaryngology. 
Death  was  due  to  cerebral  hemorrhage  from  a con- 
genital arterial  aneurism. 


DR.  JOHN  HENDERSON,  a retired  Seattle  physician, 
died  July  22  in  Utah,  at  the  age  of  97.  He  practiced 
in  Seattle  and  Seahold,  Bainbridge  Island,  where  he 
resided,  from  1910  until  his  retirement  in  1950.  Born 
in  Edinburgh,  Scotland,  he  was  granted  his  degree 
from  the  Gross  Medical  College,  Denver,  in  1901. 
Dr.  Henderson  commanded  a hospital  in  France 
during  World  War  1. 


Choline*  . 
BeU'oe*  • 
Inositol  ■ 
tbufoine  I 
B.boll»*l'’ 

fdjcins'niil 

^nihenol^ 


fortified  • flavored 


10  big  reasons 

why  you  will  prefer 


each  06  « 
Vitawin  *■  (nejo'* 

Useorb.cAodtCI 


. . t5« 

^6snerar . 


vi-syneral  vitamin  drops  fortified 

1.  provides  vitamin  B]2- 

2.  100%  natural  vitamin  A complex. 

3.  100%  natural  vitamin  D complex. 

4.  vitamin  E to  reduce  susceptibility  of  red  blood  cells 
to  hemolysis. 

5.  vitamins  A,  D,  and  E made  aqueous*  for  far  faster 
and  more  complete  absorption  and  utilization. 

6.  vitamin  . . . anticonvulsant  vitamin. 

7.  lipotropic  agents. 

8.  other  essential  B complex  factors  and  vitamin  C. 

9.  delicious  fruity  flavor. 

10.  no  burps  ...  no  fish  oil  taste  or  odor  . . . allergens 
removed. 

‘Protected  by  U.S.  Pat.  No.  2,417,299  owned  and  controlled  by 
U.S.  Vitamin  and  Pharmaceutical  Corporation. 

SAMPLES  of  VI-SYNERAL  VITAMIN  DROPS  FORTIFIED  on  request 

U.S.  vitamin  & pharmaceutical  corporation  • pharmaceuticals 

Arlington-Funk  Laboratories,  division  • 800  Second  Ave.,  New  York  17,  N.Y. 
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PROFESSIONAL  classified 


Practice  Opportunities 

ALLIED  PERSONNEL  OFFICES,  INC. 

Our  recruiting,  screening  and  referral  seiA’ices  can  be 
of  valuable  assistance  to  you  in  securing  the  med- 
ically trained  person  or  situation  you  desire.  Seattle 
offices  247  Logan  Bldg.,  MA.  4-4793,  Everett  office, 
703  Medical  Dental  Bldg.,  AL.  2-3157. 

LOCUM  TENENS  WANTED 

Oct.,  Xov.,  Dec.  Terms  to  be  aiTanged.  Write 
E.  F.  Leibold,  M.D.,  Box  368,  Forks,  Wash. 

GP  FOR  SWEET  HOME,  ORE.  IMMEDIATELY 

General  practice  immediately  available  due  to  the 
death  of  physician;  excellent  opportuniW;  80%  insur- 
ance claims.  Fully  equipped  office.  Terms  flexible. 
Mr.  Charles  O.  Porter,  858  Pearl  St.,  Eugene,  Ore- 
gon. Phone  area  code  503,  342-1218. 

PEDIATRICIAN  WANTED 

To  join  clinic  with  other  specialists,  in  suburban  area 
of  Seattle.  Write  Box  4-A,  Northwest  Medicine,  500 
M’all  St.,  Seattle,  Wash. 

MEDICAL  DENTAL  PERSONNEL 

Openings  in  surgery,  ophthalmology,  otolaryngology', 
orthopedics  and  general  practice.  M^ashington  and 
Oregon  license  required.  Also  associate  positions 
desired  in  obstetrics,  internal  medicine  and  general 
practice,  Seattle  and  Everett  areas.  508  Medical- 
Dental  Bldg.,  Seattle,  Wash.,  MU  2-0545. 

GP  OPPORTUNITY  EASTERN  WASHINGTON 

Active  general  practice,  income  above  national  aver- 
age. Will  sell  for  value  of  equipment,  furnishings 
and  supplies.  Terms  to  suit.  Complete  equipment 
includes  x-ray,  EKG,  ultrasound.  Rented  office  just 
redecorated.  Will  introduce.  Write  Box  2A,  North- 
west Medicine,  500  Wall  St.,  Seattle,  M'ash. 

Locations  Desired 

GP  WISHES  TO  SHARE  OFFICE  PART  TIME 

General  practitioner  with  special  interest  in  internal 
medicine  would  like  to  share  expenses  in  an  office 
part  time.  Prefer  Seattle  area.  Write  Box  3A,  North- 
west Medicine,  -500  Wall  St.,  Seattle,  Wash. 

Office  Space 

MEDICAL  SPACE  FIRST-HILL  SEATTLE 

Suite  at  730  Broadway  now  available  for  one  or  more 
physicians.  For  further  information  call  Mr.  W.  C. 
Mahoney,  MA  2-048.5,  Seattle. 


MEDICAL  SPACE— REDMOND,  WASH. 

Suite  of  1500  sq.  ft.  suitable  for  two  physicians,  in 
Redmond  Shopping  Square.  New  Lake  Washington 
bridge  will  make  this  one  of  the  fastest  growing  areas 
in  the  Northwest.  Just  18  miles  east  of  Seattle.  Con- 
tact Mr.  Sam  Fisse,  522  Queen  Anne  Ave.,  Seattle. 
AT  2-9660,  eve  LA  2-0646. 

NEW  CLINIC  BUILDING-FEDERAL  WAY 

Space  available  for  GP  in  rapidly  growing  area  mid- 
way between  industrial  areas  Seattle-Tacoma.  Suite 
of  offices  alongside  established  GP,  will  reduce 
overhead.  Laboratory'  and  x-ray'  equipment  avail- 
able. Phone  WA  7-3477  or  write  D.  G.  Kohler, 
M.D.,  1305  So.  312th,  Federal  Way',  Wash. 

PHYSICIAN'S  SUITE-ALBANY,  OREGON 

Ideally  located  in  this  attractive  and  prosperous  city. 
Suite  is  in  an  established  5 unit  Medical-Dental 
Building.  Partial  expense-sharing  a possibility',  if 
desired.  Write  or  call  collect;  W.  C.  Roley,  M.D., 
2680  Greenway  Drive,  N.E.,  Salem,  Oregon.  Tel. 
585-1740. 

MEDICAL  OFFICE-BELLEVUE 

Sublease  9 months,  on  lease  for  longer  period.  Partly 
furnished  or  unfurnished.  Furnishings  may'  be  pur- 
chased if  desired.  Established  medical-dental  build- 
ing near  center  of  business  area.  Phone  GL  4-2525. 

MEDICAL  SPACE-SOUTHWEST  SEATTLE 

New  deluxe  air-conditioned  suites  available  now, 
in  beautiful  Seattle  suburban  area.  Close  to  hospitals. 
Locate  in  fastest  growing  school  district  in  the  state. 
Reasonable  rent.  MU  2-3750  or  eves  WE  7-4744, 
Seattle. 

MEDICAL  SUITE-LYNNWOOD,  WASH. 

Suite  available  in  distinctive  medical  building,  ready 
for  immediate  occupancy.  Located  near  Stevens 
Memorial  Hospital.  Call  A.  F.  Stamey,  D.D.S.,  PR 
8-4611. 

NORTHGATE  MEDICAL  CENTER-SEATTLE 

Suite  now  available  for  one  or  two  phy'sicians,  at 
10560  - 5th  N.E.  For  further  information,  contact 
Mr.  George  Buck,  MU  2-3533. 

SNO-KING  AREA 

Applications  are  being  invited  for  space  in  a well- 
designed,  15-unit  building  soon  under  construction. 
Centrally  located;  2 blocks  from  Stevens  Memorial 
Hospital.  Address  inquiries  to  Director,  Tri-City 
Professional  Center,  143  - 5th  Ave.  North,  Edmonds, 
Wash.  Phone  PR  8-1151. 
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NEW  MEDICAL  OFFICE  INTERCITY  AREA-EVERETT 

Suite  available  for  physician  in  group  of  offices,  ar- 
ranged to  individual  specifications.  Will  finance. 
Write  or  call  Norman  Anderson,  Intercity  Medical 
Dental  Center,  91st  and  Hiway  99  South,  Everett, 
Wash.,  EL  3-2485. 

NEW  PROFESSIONAL  BUILDING-EVERETT 

Suites  available  October  1st,  in  new  medical  building 
located  off  Broadway  Interchange  at  Eastmont  Shop- 
ping Plaza,  South  Everett.  Interiors  finished  as  de- 
sired. Individually  conti'olled  air  conditioning;  ample 
parking,  one  block  from  new  Eastmont  elementary 
school.  Phone  Mr.  Martin  Selig,  Seattle,  MA  2-6816, 
evenings  EA  5-8519  or  EA  4-0549  collect,  or  write 
to  2609  First  Ave.,  Seattle  98121. 


Equipment 

SOUNDSCRIBER 

Dictating  and  transcribing  equipment;  each  unit 
in  excellent  condition.  Price  per  unit  $75.  Contact 
Oregon  Farm  Bureau  Ins.  Co.,  1730  Commercial  St., 
S.E.,  P.  O.  Box  2209,  Salem,  Oregon. 

Services 

PERISTALTIC  ENEMA  SERVICE 

Referred  cases.  Mary  E.  Stack,  R.N.,  offices  in 
Rhododendron  Building,  Room  102,  1006  Spring  St., 
Seattle,  Wash.  Call  MA  3-2971. 

Real  Estate 

UNDEVELOPED  WATERFRONT-PICTURESQUE  SAN  JUANS 

Stewart,  Prevost  Bay,  100'x422'  deep,  bordering 
State  Park.  Mr.  O.  Kemp,  8329-22nd  N.W.,  Seattle. 


58  YEARS 

SERVING  THE  MEDICAL  PROFESSION 
IN  THE  NORTHWEST 


★ Chart  Folders  ★ Shelf  Filing 

★ Interior  Designs 
For  Office  and  Reception  Room 
★ Steel  and  Wood  Furniture 
★ Printing,  Engraving,  Lithographing 
■Ar  Office  Supplies 


TRICK  & MURRAY 


1 1 5 Seneca  Street 
Phone  MAin  2-1440 


Seattle  1,  Washington 

Free  Parking 


MEDICAL  TREATMENT  FOR  ALCOHOLISM 


A member  of  the  American  Hospital  Association  and  ap- 
proved by  the  American  Medical  Association.  Devoted 
exclusively  to  providing  medical  and  psychiatric  care  for 
alcoholics  and  medical  research  in  the  field  of  alcoholism. 

7106  35th  AVE.,  S.W.  • SEATTLE  6,  WASHINGTON  • WEst  2-7232 
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DIRECTORY  OF  Adv€?  tlS€TS 


AMA  Registration  Form  732 

American  Tobacco  Company 

Tarey ton  cigarettes  727 

Ames  Company,  Inc. 

Basic  urine  tests  689 

Baxter,  Don,  Inc. 

Isohjte  M Insert  739-740 

Brown  Pharmaceutical  Co.,  The 

Cerebro-Nicin  69S 

Burroughs-Wellcome  & Company 

Neosporin  691 

Polysporin  725 

Campbell  Soup 

Soup  (Legumes)  721 

Ciba  Pharmaceutical  Company 

Ritalin  684 

Serpasil  728 

Cutter  Laboratories 

Temrin  Back  Cover 

Endo  Laboratories 

Percodan  690 


Haack  Laboratories,  Inc. 

Haxsen  736 

Neosorb  683 

Lakeside  Laboratories 

Cantil  Insert  729-730 

Lederle  Laboratories 

Stresscaps  731 

Lilly,  Eli  and  Company 

Novrad  698 

Mead  Johnson  Laboratories 

Vasodilan  CVD  726 

Morningside  Hospital 

Comprehensive  treatment  of 
psychiatric  conditions  725 

Parke,  Davis  and  Company 

Benadryl  Inside  Front  Cover 

Raleigh  Hills  Hospital 

Treatment  of  alcoholism  694 

Robins,  A.  H.  Company,  Inc. 

Robaxisal  680-681 

Roche  Laboratories,  Inc. 

Librium  Third  Cover 

Roerig,  J.  B.  and  Company 

Tao  Insert  685-688 


Searle,  G.  D.  and  Company 

Pro-Banthine  696 

Shadel  Hospital,  Inc. 

Treatment  of  alcoholism  747 

Sherman  Laboratories 

P rot  amide  74 1 

Smith,  Kline  & French  Laboratories 

Dexamyl  722 

Squibb,  E.  R.  & Sons 

Mysteclin  F 682 

Noctec  744 

Rautrax-N  723 

Tacoma  Electrophysics  Laboratory  735 

Trick  & Murray 

Office  supplies  747 

U.  S.  Vitamin  & Pharmaceutical  Corp. 

Vi-Syneral  745 

Wallace  Laboratories 

Deprol  692-693 

Miltown  742-743 

Witter,  Dean  and  Co. 
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Meetings 


OF  MEDICAL  SOCIETIES 


AMA  Annual — San  Francisco,  June  21- 
25,  1964,  New  York,  June  20-24, 
1965. 

AMA  Clinical— PorUand,  Dec.  1-4,  1963; 
Miami  Beach,  Nov.  29-Dec.  2,  1964. 

Idaho  State  Medical  Association — June 
17-20,  1964,  Sun  Valley. 

Northwest  Soc.  for  Clin.  Research — Jan. 
10-11,  1964,  Vancouver,  B.  C. 

Pres.,  Denys  K.  Ford,  Vancouver 
Sec.,  R.  E.  Beck,  Vancouver 

Oregon  State  Medical  Society — Sept.  25- 
28,  1963,  Portland. 

Washington  State  Medical  Association — 
Sept.  15-18,  1963,  Seattle. 

West  Coast  Allergy  Society,  Dec.  5-7, 
1963,  Las  Vegas,  Nevada 
Pres.,  M.  Coleman  Harris,  San  Fran- 
cisco 

Sec.,  James  E,  Stroh,  Seattle 


Oregon  State  Society  of  Anesthesiolo- 
gists— Portland,  3rd  Friday  (except 
June,  July,  Aug.) 

Pres.,  J.  A.  Siebs,  Eugene 
Sec.,  P.  E.  Schaff,  Portland 

Oregon  Urological  Society — Quarterly 
Meetings,  University  Club,  Portland 
Pres.,  John  Hand,  Portland 
Sec.,  John  R.  Barr,  Portland 

Portland  Academy  of  Hypnosis  — 3rd 
Monday  (Sept.-May)  Congress  Hotel 
Pres.,  Arnold  Rustin 
Sec.,  Irl  Clarg 

Portland  Academy  of  Pediatrics — 1st 
Monday 

Pres.,  W.  M.  Clark,  Jr. 

Sec.,  J.  W.  Bussman 

Portland  Surgical  Society — last  Tuesday 
(Sept.-May),  UOMS  Library 
Pres.,  H.  Minor  Nichols 
Sec.,  H.  W.  Baker 


OREGON 


Ore.  Acad.  Ophth.  & Otolar. — Portland 
Aero  Club,  4th  Tue.,  Sept.-May. 
Pres.,  M.  Harvey  Johnson,  Portland 
Sect.,  D,  W.  McDaniel,  The  Dalles 

Oregon  Dermatologic  Society — Portland 
2nd  Wednesday  (Nov.,  Jan. -Apr.) 
Pres.,  Sheldon  Walker,  Portland 
Sec.,  F.  A.  J.  Kingery,  Portland 

Oregon  Pathologists  Association — Port- 
land, 2nd  Wednesday  (Feb.,  Apr., 
Oct.,  Dec.) 

Pres.,  Terence  Cochran,  Portland 
Sec.,  K.  D.  McMilan,  Eugene 

Oregon  Radiological  Society — Univer- 
sity Club,  Portland,  2nd  Wednesday 
through  school  year 
Pres.,  Fred  C.  Shipps,  Jr.,  Portland 
Sec.,  James  A.  Schneider,  Portland 

Ore.  Soc.  Obst.  & Gynec. — Portland, 
Park  Heathman,  3rd  Frl.  (Oct.,  Nov., 
Jan.,  May) 

Pres.,  W.  L.  Hartmann,  Portland 
Sec.,  T.  A.  Treanor,  Portland 


WASHINGTON 

Puget  Sd.  Acad.  Ophth.  & Oto. — 3rd 
Tues.  (Oct.-May)  Seattle  or  Tacoma. 
Annual — Seattle,  Jan.  17,  18,  1964. 
Pres.,  H.  L.  Maier,  Tacoma 
Sec.,  D.  F.  Milam,  Jr.,  Bellevue 

Seattle  Academy  of  Surgery — 3rd  Wed. 
bi-monthly;  Seattle  Yacht  Club. 
Pres.,  E.  B.  Parmelee 
Sec.,  W.  S.  Brown 

Seattle  Gyn.  Soc. — 3rd  Wed.  exc.  June, 
Aug.,  Dec.,  Feb. 

Pres.,  D.  M.  McIntyre,  Seattle 
Sect.,  E.  T.  MacCamy,  Seattle 

Seattle  Pediatric  Society — 3rd  Friday 
(Sept.-May),  College  Club 
E.  J.  Wollenweber,  Seattle 
A.  L.  Skinner,  Seattle 

Seattle  Surg.  So. — 4th  Mon.  (Sep.- 
June)  Annual — Seattle,  Jan.  24-25, 
1964. 

Pres.,  Eric  Sanderson,  Seattle 
Sec.,  R.  C.  Coe,  Seattle 


Spokane  Society  of  Internal  Medicine — 
Quarterly,  Rockwood  Clinic 
Annual— Mar.  7,  1964 
Pres.,  Loren  Gothberg 
Sec.,  Arch  Logan,  Jr. 

Tacoma  Academy  of  Internal  Medicine 
—4th  Tuesday  (Sept.-May) 

Pres.,  R.  A.  Kallsen 
Sec.,  R.  A.  O’Connell 

Tacoma  Surgical  Club — May  2,  1964,  3rd 
Tuesday  (Sept.-May) 

Pres.,  Dumont  Staatz 
Sec.,  Robert  B,  Burt 

Washington  Academy  of  Clinical  Hyp- 
nosis— 3rd  Friday  (Sept.-June) 
Pres.,  Tom  Wall,  D.M.D.,  Seattle 
Sec.,  John  E.  Nelson,  Seattle 

Washington  Academy  of  General  Prac- 
tice— Tacoma,  May  14-16,  1964 
Pres.,  Duncan  Robertson,  Seattle 
Sec.,  John  Gahringer,  Wenatchee 

Washington  State  Obstetrical  Associa- 
October  12,  1963,  Yakima. 

Pres.,  R.  K.  Plant,  Seattle 
Sec.,  F.  LeCocq,  Yakima 

Washington  State  Radiological  Society 
— Seattle,  4th  Mon.,  (Sept.-Apr.) 
Business  Session,  Meany  Hotel,  Sci- 
entific Sn.  UWSM  X-ray  Dept. 
Pres.,  W.  A.  Chesledon,  Seattle 
Sec.,  R.  H.  Rosenberg,  Seattle 

Wash.  St.  Soc.  of  Anesthesiologists 
Pres.,  M.  W.  Bulmer,  Wenatchee 
Sec.,  Robt.  M.  Kintner,  Wenatchee 

Wash.  St.  Soc.  of  Allergy 

Pres.,  Alexander  Altrose,  Seattle 
Sec.,  Samuel  H.  Tarica,  Seattle 

Washington  State  Society  of  Internal 
Medicine— Sept.  18,  1963 
Pres.,  D.  M.  Ulrich,  Seattle 
Sec.,  J.  H.  Lindberg,  Seattle. 

Yakima  Obstetrical  and  Gynecological 
Society — Last  Monday  (except  July, 
Aug.,  Dec.) 

Sec.,  A.  W.  Bostrom,  Jr. 

Yakima  Surgical  Society — Last  Thurs- 
day (Sept.-May) 

Pres.,  James  P.  Thompson 
Sec.,  Donald  K.  Williams 
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Formerly  nervous  and  tense,  now 
better  able  to . . . 


This,  in  essence,  is  what  happens  when  you 
place  a patient  on  Librium  (chlordiazepox- 
ide  HCl).  Since  this  agent  generally  relieves 
anxiety  and  tension  without  dulling  mental 
clarity  or  inducing  drowsiness,  most  pa- 
tients become  better  able  to  function  nor- 
mally, take  an  active  interest  in  family  and 
surroundings,  meet  and  solve  daily  prob- 
lems. This  antianxiety  agent  is  virtually 
free  from  extrapyramidal  side  effects,  and 
does  not  produce  or  deepen  depression. 


DOSAGE:  Oral -Usual  adult  dose  in  mild  to  moderate 
anxiety  and  tension  is  5 or  10  mg,  3 or  4 times  daily; 
in  severe  anxiety  and  tension,  20  or  25  mg,  3 or  4 
times  daily.  Parenteral —To  control  acute  conditions, 
the  usual  initial  adult  dose  is  50  to  100  mg  I.M.  or 
I.V.;  not  more  than  300  mg  should  be  given  during  a 
6-hour  period.  □ SIDE  EFFECTS:  Oral  — Drowsiness 
and  ataxia,  usually  dose-related,  have  been  reported 
in  some  patients  — particularly  the  elderly  and  debili- 
tated. Paradoxical  reactions,  i.e.,  excitement,  stimu- 
lation, elevation  of  affect  and  acute  rage,  have  been 
reported  in  psychiatric  patients;  these  reactions  may 
be  secondary  to  relief  of  anxiety  and  should  be 
watched  for  in  the  early  stages  of  therapy.  Other  infre- 
quent dose-related  side  effects  have  included  isolated 
instances  of  minor  skin  rashes,  minor  menstrual  ir- 
regularities, nausea,  constipation,  increased  and  de- 
creased libido.  Parenteral  — Following  parenteral  ad- 
ministration some  patients  may  become  drowsy  or 
unsteady.  The  injectable  form  has  occasionally  pro- 
duced mild,  transitory  fluctuations  of  blood  pressure. 
□ PRECAUTIONS:  Oral  — In  elderly,  debilitated  pa- 
tients, limit  dosage  to  smallest  effective  amount  to 
preclude  development  of  ataxia  or  oversedation  (not 
more  than  10  mg  per  day  initially,  to  be  increased 
gradually  as  needed  and  tolerated).  Until  the  correct 
maintenance  dosage  is  established,  patients  receiv- 
ing this  agent  should  be  advised  against  possibly 
hazardous  procedures  requiring  complete  mental 
alertness  or  physical  coordination.  Although  this 
agent  is  a valuable  aid  in  acute  and  chronic  alcohol- 
ism, caution  patients  about  possible  combined  effects 
with  alcohol.  Caution  should  be  exercised  in  admin- 
istering it  to  addiction-prone  individuals.  Careful  con- 
sideration should  be  given  to  the  pharmacology  of  any 
agents  to  be  employed  with  Librium  (chlordiazepoxide 
HCI)  — particularly  the  MAO  inhibitors  and  phenothia- 
zines.  Observe  usual  precautions  in  impaired  renal 
or  hepatic  function.  Periodic  blood  counts  and  liver 
function  tests  may  be  advisable  in  protracted  treat- 
ment. Parenteral  — Parenteral  administration  is  indi- 
cated primarily  in  acute  states,  and  patients  receiving 
this  form  of  therapy  should  be  kept  under  observa- 
tion, preferably  in  bed,  for  a period  of  up  to  three 
hours.  Ambulatory  patients  should  not  be  permitted 
to  operate  a vehicle  following  injection.  The  usual 
precautions  of  reduced  dosage  should  be  observed 
when  treating  patients  with  impaired  renal  or  hepatic 
function.  The  injectable  form  should  not  be  given  to 
patients  in  shock  or  comatose  states.  Reduced  dos- 
age (usually  25  to  50  mg)  should  be  used  for  elderly 
or  debilitated  patients,  and  for  children. 


Anxiety  and  tension  relieved 
Alertness  maintained 


Librium* 


(chlordiazepoxide  HCl) 


enjoy  her 


the  successor 
to  the  tranquilizer® 


rpoTHIJ] 


ROCHE 


Library, 

College  of  Phy.of  P(,i 
i9  South  32nd  Street 

New  for  Candiaa  aipicaiib 

STAINLESS  (WASHABLE) 
GENTIAN  VIOLET  THAT 
CONSIDERS  THE  PATIENT 
AS  WELL  AS  THE  PROBLEM 

Foaming  action  propels  medication  to 
every  part  of  the  vaginal  vault  for  quicker, 
more  efficient  treatment. 

• Higher  concentrated  gentian  violet,  in  aerosol 
foam,  cures  moniliasis  with  as  little  as  4 to  6 
applications.^ 

• Relieves  burning  and  itching  instantly  ...  and 
won’t  burn  upon  application. 

• Special  wetting,  dispersing  and  adhering  agents 
promote  more  effective,  longer-lasting  treatment 
per  application. 

• Nonstaining  and  so  easily  washed  off  there's  no 
need  for  patients  to  wear  external  pads  to  protect 
undergarments. 

Available  with  two  different  applicators— one  for  physi- 
cian-administered office  use,  the  other  for  self-treat- 
ment at  home. 


(HOME)  (OFFICE) 


Each  aerosol  can  contains  (exclusive  of  propellant) 
Gentian  Violet  1.35%;  Polyvinylpyrrolidone;  Benton- 
ite, U.S.P.:  Kaolin,  N.F.;  Corn  Starch;  Propylene 
Glycol,  U.S.P.;  Dioctylsodium  Sulfosuccinate,  N.F.; 
Sodium  Lauryl  Sulfate;  Glycerine,  U.S.P.;  Polysorbate 
80;  Benzalkonium  Chloride. 

1.  Karnaky,  K.  J.:  Tri-State  M.  J.  10:5,  1962. 
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Helps  the  epileptic  to  realize  his  potential 

DILANTIN 

(DIPHENYLHYDANTOIN  SODIUM) 

PARKE-DAVIS 


ll  he  most  effective  form  of  emotional  approach  remains  the  demonstra- 
)n  to  the  patient  that  the  seizure  phenomena  can  be  adequately  con- 
* died  with  anticonvulsant  medication.”' 

[present,  diphenylhydantoin  sodium  is  generally  regarded  as  the  stand- 
d in  anticonvulsant  medication  because  of  its  effectiveness  in  control- 
ig  grand  mal  and  psychomotor  seizures.^  '®  It  possesses  a wide  margin. 
I safety,  and  incidence  of  side  effects  is  minimal.'’  With  this  agent, 
i!  ersedation  is  not  a problem.®  Moreover,  its  use  is  often  accompanied 
I improvement  in  the  patient’s  memory,  intellectual  performance,  and 
I lotional  stability." 

J lications:  Grand  mal  epilepsy  and  certain  other  convulsive  states. 

[ 

t ecautions:  Toxic  effects  are  infrequent:  allergic  phenomena  such  as 
: lyarthropathy,  fever,  skin  eruptions,  and  acute  generalized  morbilli- 
S m eruptions  with  or  without  fever.  Rarely,  dermatitis  goes  on  to 
foliation  with  hepatitis,  and  further  dosage  is  contraindicated.  Eruptions 
!>n  usually  subside.  Though  mild  and  rarely  an  indication  for  stopping 
fsage,  gingival  hypertrophy,  hirsutism,  and  excessive  motor  activity  are 
casionally  encountered,  especially  in  children,  adolescents,  and  young 


adults.  During  initial  treatment,  minor  side  effects  may  include  gastric 
distress,  nausea,  weight  loss,  transient  nervousness,  sleeplessness,  and 
a feeling  of  unsteadiness.  All  usually  subside  with  continued  use.  Mega- 
loblastic anemia  has  been  reported.  Nystagmus  may  develop.  Nystagmus 
in  combination  with  diplopia  and  ataxia  indicates  dosage  should  be  re- 
duced. Periodic  examination  of  the  blood  is  advisable. 

DILANTIN  Sodium  (diphenylhydantoin  sodium)  is  available  in  several  forms 
including  Kapseals,®  0.03  Gm.  and  0.1  Gm.,  bottles  of  10(1  and  1,000. 


REFERENCES:  (1)  Hammill,  J.  F.;  J.  Chron.  Dis.  8:448,  1958.  (2)  Roseman,  E.-. 
Neurology  11:912,  1961.  (3)  Bray,  P.  F.;  Pediatrics  23:151,  1959.  (4)  Chao,  D.  H.; 
Oruckman,  R.,  & Kellaway,  P.:  Convulsive  Disorders  of  Children,  Philadelphia, 
W.  B.  Saunders  Company,  1958,  p.  120.  (5)  Crawley,  J.  W.:  Ml.  Clin.  North  America 
42:317,  1958.  (6)  Livingston,  S.:  The  Diagnosis  and  Treatment  of  Convulsive  Dis- 
orders in  Children,  Springfield,  III.,  Charles  C Thomas,  1954,  p.  190.  (7)  Ibid.: 
Postgrad.  Med.  20:584,  1956.  (8)  Merritt,  H.  H.:  Brit.  M.  J.  1:666,  1958,  (9) 
Carter,  C.  H.:  Arch.  Neurol  & Psychiat.  79:136,  1958.  (10)  Thomas,  M.  H.,  in 
Green,  J.  R,,  & Steelman,  H.  F.t  Epileptic  Seizures,  Baltimore,  The  Williams  & 
Wilkins  Company,  1956,  pp.  37-48.  (11)  Good- 
man, L.  S.,  & (iilman.  A.:  The  Pharmacological 
Basis  of  Therapeutics,  ed.  2,  New  York,  The 
Macmillan  Company,  1955,  p.  187.  \4863 
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Does  this  happen  to  you? 


*The  example  above  shows  what  can  happen  to  interest  or  other  income  you  receive  from  invest- 
ments. It’s  based  on  approximate  Federal  taxes  paid  by  an  individual  in  the  $16,000  to  $18,000 
taxable  income  bracket.  A suggestion  for  increasing  your  ’’take  home”  interest  is  explained  below. 


here  can  be  a big  difference  between  the  yield  you  earn  before 
nd  after  Federal  income  taxes.  That’s  true  whether  you  are  earning 
. %,  4%  or  10%  on  money  you  have  invested.  The  illustration 
hove  is  just  one  example  of  how  Federal  taxes  cut  down  actual 
arnings.  Even  in  lower  income  brackets  these  taxes  are  substantial, 
’or  individual  income  between  $10-12,000  the  Federal  income 
IX  rate  is  38%. 

i^hy  not  invest  some  of  your  surplus  savings  in  the  tax-exempt 
onds  issued  by  local  and  state  governments  and  keep  all  the 
icome  you  earn  from  these  bonds?  You  can  purchase  municipal 
I onds  yielding  3.50%  or  more.  It  would  take  a 7%  taxable  return 
) equal  this  tax-exempt  yield  if  you  are  in  the  50%  tax  bracket 
or  more  if  you  are  in  a higher  tax  bracket. 

here’s  no  mystery  to  purchasing  municipal  bonds.  Dean  Witter  & 
0.  maintains  a special  department  that  purchases  part  or  all  of 
ntire  issues  and  offers  them  to  investors  like  you  who  want  to  buy 
ne  or  more. 

f you  are  interested,  talk  to  an  Account  Executive  at  Dean  Witter 
Co.  Let  him  help  you  select  bonds  to  fit  your  requirements.  Or 
ist  write  “bonds”  on  a card  and  mail  to  our  nearest  office.  We 
ill  send  you  a copy  of  our  informative  booklet,  “The  Story  Behind 
lunicipal  Bonds”  together  with  a list  of  our  current  offerings, 
here’s  no  obligation. 


Dean  Witter  & Co. 

Members  New  York  Stock  Exchange  • Pacific  Coast  Stock  Exchange 

1603  Hewitt,  Everett  — AL  9-3156 
440  Washington  Building,  Seattle  — MA  4-6800 
944  Pacific  Ave.,  Tacoma  — FU  3-4535 
220  Equitable  Bldg.,  Portland  — CA  6-6571 
935  Lloyd  Center,  Portland  — AT  2-7211 
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Because  it  is  more  resistant  to  disintegration,  has  a lower  renal  clearance  rate  than  earlier 
tetracyclines' ..  . a favorable  depot  effect  resulting  from  protein  binding  and  greater  mg. 
potency ...  all  giving  higher,  sustained  in  vivo  activity  which  continues  long  after  the 
last  dose. 

DECLOIVIYCIIV 

DEMETHYLCHLORTETRACYCLINB  HCI 


£«ecf/Ve  in  a wide  range  of  everyday  infections-respiratory,  urinary  tract  and  others— in  the  young  and  aged— the  acutely 
or  chronically  ill— when  the  offending  organisms  are  tetracycline-sensitive.  Side  Effects  typical  of  tetracyclines  which 
may  occur;  glossitis,  stomatitis,  proctitis,  nausea,  diarrhea,  vaginitis,  dermatitis,  overgrowth  of  nonsusceptible  organ- 
isms. Also;  photodynamic  reaction  (making  avoidance  of  direct  sunlight  advisable)  and,  very  rarely,  anaphylactoid  reac- 
tion. Reduce  dosage  in  impaired  renal  function.  Capsutes,  150  mg.  and  75  mg.  of  demethylchlortetracycline  HCI 
Average  Adult  Daily  Dosage:  150  mg.  q.i.d.  or  300  mg.  b.i.d.  1.  Kunin,  C.  M.;  Dornbush,  A.  C.,  and  Finland,  M.;  Distribu- 
tion and  Excretion  of  Four  Tetracycline  Analogues  in  Normal  Young  Men.  J.  Clin.  Invest.  38;1950  (Nov.)  1959. 

l-EDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 
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Why  treat  early, 
mild  or  labile 
hypertension? 

Current  opinion  strongly  indicates  that  the  early  control  of  mild  or  intermittent  hyper- 
tension prevents  or  delays  the  rise  of  blood  pressure  to  dangerous  levels  that  disable 
the  patient  or  shorten  his  normal  life  span/’®’®’^'^  It  is  at  this  early,  still  responsive,  stage 
that  treatment  is  most  effective— blood  pressure  is  more  easily  held  in  check  and  symp- 
toms either  disappear  or  do  not  develop.  Therapy  should  be  not  only  safe  and  effective, 
but  as  free  as  possible  from  disturbing  side  effects  that  may  burden  the  often  asympto- 
matic hypertensive  patient.  Therapy  with  CAPLA  (mebutamate)  closely  meets  these 
requirements. 


the  right  therapy  for  the  early,  mild 

Brief  Summary 

Indications:  ‘Capla’  (mebutamate)  is  indicated  for  control  of  hypertension,  either  alone  in  mild  cases, 
or  in  conjunction  with  diuretics  or  peripherally  acting  hypotensive  agents  in  more  severe  cases. 
Its  mild  tranquilizing  properties  are  often  found  an  additional  benefit  to  its  antihypertensive  action. 
Side  effects:  Drowsiness  and  occasional  lightheadedness,  usually  transient,  are  often  signs  of  dosage 
higher  than  necessary  for  therapeutic  effect.  Contraindications:  There  are  no  known  contraindica- 
tions to  mebutamate. 

Complete  product  information  available  in  the  product  package  or  to  physicians  on  request. 
Dosage:  Usual  dosage,  one  300  mg.  tablet  3 or  4 times  daily,  before  meals  and  at  bedtime.  Dosage 
should  be  adjusted  to  individual  requirements;  for  example,  older  patients  may  require  lower  dosage. 
Supplied:  Each  tablet  contains  mebutamate,  300  mg.;  bottles  of  100  white,  scored  tablets. 

References:  1.  Berger,  F.  M.;  Douglas,  J.  E;  Kletzkin,  M.;  Ludwig,  B.  J.,  and  Margolin,  S.:  The  pharmacological 
properties  of  2-methyl-2-jec-butyl-l,  3-propanediol  dicarbamate  (mebutamate,  W-583),  a new  centrally  acting  blood 
pressure  lowering  agent,  J.  Pharmacol.  & Exper.  Therap.  754:356,  Dec.  1961.  2.  Bohensky,  F.  B.:  Mebutamate,  a 
new  drug  for  the  treatment  of  hypertension.  New  York  J.  Med.  62:841,  March  15,  1962.  3.  Carter,  F.  S.:  Experience 
with  a new  antihypertensive  agent,  Bol.  Asoc.  med.  Puerto  Rico.  54:149,  May  1962.  4.  Corcoran,  A.  C.:  Principles  of 
chemotherapy  in  hypertension,  J.  Indiana  M.  A.  55: 184,  Feb.  1962. 5.  Corcoran,  A.  C.,  and  Loyke,  H.  E:  Mebutamate 
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Whv 

mebutamate) 

is  indicated. 

CAPLA  (mebutamate)  aims  at  the  ideal  in  therapy  for  the  early,  mild  or  labile  patient— 
to  treat  the  hypertension  while  avoiding  dangerous  or  distressing  side  effects.^'^’^*’^’*®'^^’**'^® 
With  the  first  dose,  CAPLA  (mebutamate)  begins  to  ease  pressure  toward  normal;  and, 
on  regular  dosage,  helps  hold  blood  pressure  to  a more  normal  range.  CAPLA  (mebu- 
tamate) works  gently  by  acting  directly  at  the  vasomotor  control  centers  to  normalize 
the  flow  of  constricting  impulses  from  the  brainstem  to  the  arterioles.*  With  this  unique 
central  acting  pressure  lowering  agent,  all  autonomic  and  most  other  side  effects  are  ^ 
avoided.^’^’^'^’*®'*®’**'^® 


or  labile  hypertensive... CAPLA 

(mebutamate) 

as  antihypertensive  agent  in  hospital  outpatients,  J.A.M.A.  75/:  1043,  Sept.  22,  1962.  6.  Costello,  A.  C.:  Clinical 
experience  with  the  antihypertensive  drug,  mebutamate,  M.  Times.  91:52,  Jan.  1963.  7.  DuChez,  J.  W.:  Clinical 
evaluation  of  a new  antihypertensive  drug  acting  in  the  CNS,  Scientific  Exhibit,  American  Medical  Association, 
New  York,  June  25-30,  1961.  8.  Duncan,  G.  G.;  Essential  hypertension,  the  dilemma  it  presents,  Pennsylvania  M.  J. 
64:1442,  Nov.  1961.  9.  Duncan,  G.  G.:  Dilemmas  in  the  management  of  essential  hypertension.  New  York  J.  Med. 
62:1573,  May  15,  1962.  10.  Fishback,  D.  B.,  and  Castor,  L.  H.:  Effective  hypertension  therapy  with  least  side  effects: 
Observations  on  mebutamate  and  hydrochlorothiazide,  J.  Am.  Geriatrics  Soc.  77:432,  May  1963.  11.  Gobel,  W.  K.: 
Clinical  report  on  mebutamate— a new  antihypertensive  agent.  North  Carolina  M.  J.  2i: 349,  Aug.  1962.  12.  Hobbs, 
L.  E:  Mebutamate,  a new  approach  to  the  treatment  of  hypertension.  Circulation  (Pt.  II).  24:956,  Oct.  1961. 
13.  Holloman,  J.  L.  S.,  Jr.:  Treatment  of  hypertensive  patients  with  mebutamate,  a new  antihypertensive  drug, 
J.  Nat.  M.  A.  54:94,  Jan.  1962.  14.  Kheim,  T,  and  Kountz,  W.  B.:  Treatment  of  hypertension  in  geriatric  practice, 
New  York  J.  Med.  62:1596,  May  15,  1962.  15.  Kolodny,  A.  L.:  Technic  of  drug  evaluation  in  hypertension.  New 
York  J.  Med.  62:1585,  May  15,  1962.  16.  Leslie,  C.  H.:  A new  antihypertensive  drug  (mebutamate)  in  the  treatment 
of  refractory  hypertension  in  geriatric  patients:  preliminary  report,  J.  Am.  Geriatrics  Soc.  70:85,  Jan.  1962.  17.  Page, 
I.  H.,  and  Dustan,  H.  E:  Persistence  of  normal  blood  pressure  after  discontinuing  treatment  in  hypertensive  patients. 
Editorial,  Circulation.  25:433,  March  1962.  18.  Shubin,  H.:  Evaluation  of  mebutamate  (Capla),  a new  concept 
in  hypertension  therapy.  Scientific  Exhibit,  American  College  of  Cardiology,  New  York,  May  17-20,  1961.  19.  Snow, 
E.  W : Efficacy  of  mebutamate  as  a basic  antihypertensive  drug  compared  with  previously  prescribed  antihypertensive 
drugs,  Clin.  Med.,  in  press.  20.  Turek,  L.  H.:  Clinical  evaluation  of  mebutamate,  an  antihypertensive  agent: 
preliminary  report,  Clin.  Med.  5:1335,  July  1961. 
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CHOOSE  THE  PRODUCT 
TO  HT  THE  NEED 


‘CORTISPORIN’t*. 

POLYMYXIN  B-NEOMYCIN-GRAMICIDIN  . 
with  HYDROCORTISONE  ACETATE  0.5%  Qh, 

CREAM 


a new  vanishing  cream  base  | 


1/2  OZ. 


‘CORTISPORIN’l 

POLYMYXIN  B - BACITRACIN  - NEOMYCIN 
fl'ITH  HYDROCORTISONE 

OINTMENT 


a special  low  melting  point  base 


anti-inflammatory 
bactericidal 
antipruritic 
rarely  sensitizing 


CRIF. AM— Ingredients : Each  gram  contains  ‘Aerosporin’®  brand 
Polymyxin  B*  Sulfate  10,000  Units;  Neomycin  Sulfate  (equiv- 
alent to  3.5  mg.  Neomycin  Base)  5.0  mg.;  Gramicidin  0.25  mg.; 
Hydrocortisone  Acetate  5.0  mg.  (0.5%). 

In  a smooth,  white,  water-washable  vanishing  cream  base  with 
a pH  of  approximately  5.0.  Inactive  ingredients:  liquid  petro- 
latum, white  petrolatum,  propylene  glycol,  polyoxyethylene  poly- 
oxypropylene  compound,  emulsifying  wax,  distilled  water,  and 
0.25%  methylparaben  as  preservative. 

Available : In  tubes  of  7.5  Grams. 

OINTMENT  — /npredicnfs;  Each  gram  contains  ‘Aerosporin’® 
brand  Polymyxin  B*  Sulfate  5,000  Units;  Zinc  Bacitracin  500 
Units;  Neomycin  Sulfate  5 mg.  (equivalent  to  3.5  mg.  Neomycin 
Base);  Hydrocortisone  10  mg.  (1%). 

In  a special  white  petrolatum  base. 

Available : In  tubes  of  % oz.  and  % oz. 

♦U.S.  Patent  Nos.  2,565,057-2.695.261 


Indications : Wherever  inflam- 
mation or  infection  occurs 
and  is  accessible  for  topical 
therapy. 

Contraindications : These 
drugs  are  contraindicated  in 
tuberculous,  fungal  or  viral 
lesions  (herpes  simplex,  vac- 
cinia and  varicella). 

Caution:  As  with  other  anti- 
bacterial preparations,  pro- 
longed use  may  result  in 
overgrowth  of  nonsusceptible 
organisms,  including  fungi. 
Appropriate  measures  should 
be  taken  if  this  occurs. 


Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 
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calms  the  hyperactive  colon 


calms  the 
hyperactive 
colon 


IN- irritable  colon 
spastic  colon 
ulcerative  colitis. 


RELIEVING -pain -cramps -bloating 
propulsive  hypermotility/ diarrhea 
spastic  contractions/constipation 


Action  is  exerted  selectively  on  the  colon  with  less  effect 
on  other  viscera.  One  or  two  tablets  three  times  a day 
and  one  or  two  at  bedtime  usually  provide  prompt  relief. 
Begin  with  lower  dosage  and  adjust  according  to  response. 
CANTIL  with  phenobarbital  may  be  prescribed  if  seda- 
tion is  required. 

Dryness  of  the  mouth  or  blurring  of  vision  may  occur  but 
is  usually  mild  and  transitory.  Urinary  retention  is  rare. 
Caution  should  be  observed  in  prostatic  hypertrophy  — 
withhold  in  glaucoma. 

CANTIL 

(mepenzolate  bromide)  — 25  mg.  per  scored  tablet. 

Bottles  of  100  and  250. 

CANTIL  WITH  PHENOBARBITAL 

containing  in  each  scored  tablet  16  mg.  phenobarbital 
(warning:  may  be  habit  forming)  and  25  mg. 
mepenzolate  bromide.  Bottles  of  100  and  250. 


LAKESIDE  LABORATORIES,  INC. 

MILWAUKEE  1,  WISCONSIN 


1- 


continued  clinical  evidence  documents 
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ISOXSUPRINE  HCI 

increases  cerebral  blood  flown  reduces  number  of  ischemic 
attacks'^  □ well  tolerated  in  long-term  therapy 


Dosage  and  administration : Oral  — 10  to  20  mg.  (1  to  2 tablets)  t.i.d.  or  q.i.d. ; I.  M.  — 5 to  10  mg.  b.i.d.  or  t.i.d.  Contraindications : 
There  are  no  known  contraindications  to  oral  administration  in  recommended  doses.  Cautions:  Do  not  give  immediately  ]>ost- 
partum  or  in  the  presence  of  arterial  bleeding.  Parenteral  administration  not  recommended  in  the  presence  of  hypotension  or 
tachycardia.  Avoid  intramuscular  doses  above  10  mg.  Side  effects:  Occasional  palpitation  and  dizziness  usually  controllable  by 
dosage  adjustment.  Brief  hypotension  or  tachycardia  may  occur  with  intramuscular  doses  of  10  mg.  or  more. 

For  complete  details  on  indications,  dosage,  administration,  and  clinical  background,  see  the  brochure  of  this  product  available 
on  request  from  Mead  Johnson  Laboratories,  Evansville  21,  Indiana. 

References : (1)  Blouin,  L.,  and  Overman,  R.  R. : Detailed  reports  in  Mead  Johnson  Research  Files.*  (2)  Cloning.  K.,  and  Klaus- 
berger,  E.  M.;  Wien.  klin.  Wchnschr.  70:145-149  (Feb.  28)  1958.  (3)  Whittier,  J.  R.,  and  Dhrymiotis,  A.  D.:  Angiology  15:324-327 
(July)  1962.  (4)  Horton,  G.  E.,  and  Johnson,  P C.,  Jr.:  The  Application  of  Radioisotopes  to  the  Study  of  Cerebral  Blood  Flow  and 
the  Effects  of  Isoxsuprine  (to  be  published).  (5)  Dhrymiotis,  A.  D.,  and  Whittier,  J.  R. : Current  Therap.  Res.  4:124-129  (April) 
1962.  *Available  upon  request  from  Mead  Johnson  Laboratories,  Evansville  21,  Indiana. 

©1963  MEAD  JOHNSON  a COMPANY,  EVANSVILLE  21,  INDIANA.  14163 
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Symbol  of  service  in  medicine 


I 


Tension? 

Hypertension? 

Control  both  with  SerpasiT 

(reserpine  CIBA) 


Patients  with  high  blood  pressure 
plus  one  or  more  symptoms  of  ten- 
sion-restlessness, rapid  heart  rate, 
excessive  sweating,  agitation— bene- 
fit from  the  distinctive  calming  action 
of  Serpasil  (reserpine).  It  shields  the 
tense  hypertensive  patient  from  ner- 
vousness that  raises  his  blood  pres- 
sure. Result:  pressure  goes  down, 
heart  rate  decreases.  Useful  in  all 
grades  of  hypertension,  either  alone 
or  as  a background  agent. 

Average  Dosage:  0.25  to  0.5  mg. 
daily. 

Side  Effects:  Occasional:  lassitude, 
drowsiness,  nasal  congestion,  loose- 


ness of  stools,  increased  frequency 
of  defecation.  Rare:  anorexia,  head- 
ache, bizarre  dreams,  nausea,  dizzi- 
ness. Nasal  congestion  and  increased 
tracheobronchial  secretions  may 
occur  in  babies  of  mothers  treated 
with  reserpine. 

Cautions:  Severe  mental  depression 
has  appeared  in  a small  percentage 
of  patients,  primarily  in  a dosage 
above  1 mg.  daily.  Usually  the 
patient  had  a pre-existing,  incipient, 
endogenous  depression  which  was 
unmasked  or  accentuated  by  reser- 
pine. When  the  drug  is  discontinued, 
depression  usually  disappears,  but 


hospitalization  and  shock  therapy 
are  sometimes  required.  Daily  dos- 
age above  0.25  mg.  is  contraindi- 
cated in  patients  with  a history  of 
mental  depression  or  peptic  ulcer. 
Withdraw  Serpasil  (reserpine)  2 
weeks  before  surgery,  if  possible. 
For  emergency  surgical  procedures, 
vagal  blocking  agents  should  be 
given  parenterally  to  prevent  or 
reverse  hypotension  and/or  brady- 
cardia. 

Supplied:  Tablets,  0.1  mg.,  0.25  mg. 
and  1 mg. 

CIBA 

2/3105M9  SUMMIT,  N.J. 
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115  reasons 
why 

SYNALAR® 

(fluocinolone  acetonide) 

is 

replacing 

hydrocortisone 


nn.  n and  Kortinn.  (J.  W ; Rogardinc 
of  a m-w  doubly-fluormatcd  corlicoid. 
imcmol(jnc-16.  IT-acelonidt*.  Haul  Gesch- 

• 370  i Apr  ■ 1960. 

>n.  H.  M.  Ji  • Fluocinolone  Acclomde. 
83  W'J  Jan’  1961. 

J.  K . A new  corlicoid  for  topical  thera- 
led  al  the  Med  Soc  Meeting  of  California 
.1. 

T.  <7  al'  Clinical  result  of  rtuocmolone 
presented  at  the  69  kh  regional  meeting  of 
a-se  Association  of  Dermatology.  Tokyo 
61. 

■iubio.  J . and  Barba  Rubio,  M • Topical 

■ )cinulone  acetonidc  in  dermatology.  Son 
.»t/:374  Sept'  1961. 

Clinical  eX[XTiments  with  a new 
;ii  inflammatory  fluocinolone  acetonide. 
(i  6*y:1747  'S<'pt  1961. 

r.:  Thirty  cases  of  various  dermatoses 

rh  Synalar.  Presented  al  the  41st  meeting 
•anese  .Association  of  Dermatology  (Sept' 

j.  R ' A new  corlicoid  for  topical  thera- 
lolone  acetonide,  Calif  Med  5^5:224  (Oct) 

K,  K • Treatment  of  refractory  derma- 
Huoanolone  acetonide.  Cutt  Ther  Res 
.v>  1961. 

erg.  T II.  and  Macotela.  E.  K.:  New 

in  dermatology.  Prtsonted  to  .Associacion 
•I  Occidente.  Guadalajara.  Mexico  ■' Nov 

M M.  and  Levy.  E.  J,:  Fluocinolone 

a new  topical  corticosteroid:  clinical  and 
ogical  evaluation.  / Xeic  Drugs  7:262 

■ 1961. 

.ida.  M.  1^  Tse  of  rtuociriolone  acetonide 
it  infianimatoiv  (lerriiatitidrs.  Sent  Mtd 
17  Dec  1 1961. 

• Ortega,  R Fluocinolone  acetonide  in 
iitmeiil  c)f  various  dermatoses,  .s>w  Med 
If)  ■ Dec  s.  1961. 

V ■ Experience  with  a new  topical  ster* 
lied  al  the  l(>4th  regional  meeting  of  the 
\ssociation  of  Di-rmatology,  Niigata  (Dec' 

ille.  J..  Clinical  study  of  a new  cream- 
coid  for  dermatological  use.  Gaz  XI ed 
:W01i  Dec.  1961. 

T.  el  al:  Experience  with  KS-1401.AT 

-sented  al  the  15th  regional  meeting  of  the 
Aswiciation  of  Dermatology  and  .Associa- 
tilogy.  Aamaguchi  Dec  1961. 

'.  j R.  'Popical  tlierapy  of  psoriasi'^ 
molone  acetonidi'.  Arch  Derm  .S/:1029 

>1. 

II  . et  al:  'Phe  use  of  fluocinolone  aceton- 
lopical  treatment  of  eczematous  diseases. 
I 56:279  1961. 

i.  'Preatment  of  some  dermatoses 

iiolr)nt  acetonidi'.  Skin  Rtscarch  J;71  1961- 

la.  M.  et  al'  Clinical  experience  with  RS- 
earn.  Derm  {’ml  35:628  1961. 

.m.  I Improved  dermatologic  therajn' 
w to|)ical  steroid,  fluocinolone  acetonide. 
.It  the  .Amer  Soc  r>f  Osteopathy  ijan  17 

a.  'P  ; Fifiedi  cases  of  iiiflammalory 
treated  with  fluocinolone  acetonide.  / 
Is.sH  -/7 : 13  ' Jan  > 1962. 

a,  N..  and  Ohmori.  S. : Clinical  use  of 

earn  (fluocinolone  acetonide i.  Derm  I'ml 


Since  1960,  115  clinical  papers 
have  appeared  or  are  in  press  on 
the  use  of  fluocinolone  acetonide. 
These  reports,  on  4,562  patients, 
confirm  the  success  of  Synalar 
(fluocinolone  acetonide)  in  the 
treatment  of  a wide  range  of  in- 
flammatory dermatoses. 

Documented  results  show  that 
this  important  advance  in  topical 
therapy: 

• is  consistently  effective  both 
initially,  and  should  retreatment 
be  required 

• rapidly  relieves  pruritus 

• controls  both  chronic  and 
acute  conditions 

• is  economical  because  less 
medication  is  required  to  rapidly 
achieve  optimum  results 


AVAILABLE:  for  initiation  of  therapy — Cream 
0.025%,  5 and  15  gm.  tubes;  for  maintenance 
therapy— Cream  0.01%,  45  gm.  tubes;  for  emol- 
lient effect— Ointment  0.025%,  15  gm.  tubes;  for 
infected  dermatoses — Neo-Synalar®  (0.025%  fluo- 
cinolone acetonide,  0.5%  neomycin  suifate)  Cream, 
5 and  15  gm,  tubes, 

PRECAUTIONS:  Synalar  (fluocinolone  acetonide) 
preparations  are  virtually  non-sensitizing  and  non- 
irritating; neomycin  rarely  produces  allergic  re- 
actions. Although  side  effect  are  not  ordinarily 
encountered  with  topically  applied  corticosteroids, 
as  with  all  drugs,  a few  patients  may  react  unfavor- 
ably. Where  there  is  systemic  infection  or  severe 
local  infection,  systemic  antibiotics  should  be 
considered,  based  on  susceptibility  testing. 

an  original  steroid  from 

SYNTEXE 

LABORATORIES  INC.,  PALO  ALTO,  CALIF. 


Write  for  a clinical  supply  to  see 
why  Synalar  (fluocinolone  aceto- 
nide) is  replacing  hydrocortisone 
as  the  topical  anti-inflammatory 
agent  of  preference. 

Complete  listing  of  published  re- 
ports available  on  request. 


52.  I Irfll-Smith.  S.  P:  "Polythene”  coverings  in 

dermatological  treatment.  Bril  .Med  } 3:1233  (Nov 
10)  1962. 

.54.  McKenzie.  A.  \V  : Percutaneous  absorption  of 
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ods of  comjiaring  percutaneous  absorption  of  steroids. 
Arch  Derm  5^:608  (Nov)  1962. 

56.  Scholtz.  J.  R.:  Progress  report  on  corticosteroid 

topical  therapy  by  the  surface  depot  method.  The 
Schoch  Letter  (Nov)  1962. 

57.  Nonami.  E..  et  al:  Clinical  result  of  E'lucort 
cream.  Weekly  Med  Times  No  718  (Dec  12)  1962. 

58.  Robinson.  H.  M.  Jr.:  Evaluation  of  recent  anti 
inflammatory  and  anti-pruritic  agents.  The  Schoch 
Letter  ( Dec ) 1962. 

59.  Samitz,  M.  H,:  Clinical  evaluation  of  topical 
fluocinolone  acetonide  cream.  Cwrr  Ther  Res  4:589 
■ Deo  1962. 

60.  A'oshida.  V,.  et  al:  Effect  of  Flucort  cream  on 
skin  diseases.  Presented  at  the  Northeast  Regional 
Meeting  of  the  Japanese  Association  of  Derm 
(Sendai)  (Dec)  1962. 

61.  Bjornberg.  A.,  and  Ilellgrcn.  L. : Topical  treat- 

ment with  fluocinolone  acetonide,  .Acta  Dermatovener 
■12:426  1962. 
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Jananj--  Derm  Assn  Tokyo)  to 
Derm  7s  (Teiit  1963, 
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G Corticosteroids  - applicaiir 
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new  topical  corticosteroid : flue 
Di  rmalologia  /-/:86  1963. 

99  Longuel.  Y : FlutKinolone 

ert-am  in  the  healing  of  periumi 
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100,  \’ickcis.  C K !!.:.  Existeni 
.-itralum  corneum.  .4rch  Derm  88 

101.  Arno.  I C.;  Wapner.  P.  M. 
E • The  lojiical  use  of  fluocinoli 

relief  of  vuTvar  and  perineal 
Albert  Emstem  Med  J. 


62.  Eunabashi,  'T..  luid  Ikeda.  S : Clinical  n^'iilt  of 

I'lucorl  cream  in  dermatological  held.  / .\eiv  Rem- 
edies & Clinic  77:17  19(>2. 


63.  Ilaiada,  G . et  al: 
inflammatoi  V dei  mato'^ 
2:2  1962. 


Effect  i)f  Elucoit  cleam  on 
s,  J Sew  Remedies  iX:  Clinic 


64.  Halo.  T,.  cl  al:  Experiences  with  Flucort  cieam 

in  treatment  of  dermatoses.  / .Yew  Remedies  tX  Clinic 
77:570  1962. 


65:  Kitamuia,  K..  et  al:  Tlierapeulic  experience  of 

<ome  dermatoses  with  Flucort  cream.  / Sew  Rem- 
edies & Clinic  77:700  1962. 


lo3.  Bjoinbere,  .A  and  llellgreti 
acetonide  • a new  ^leroid  with  an 
in  pr«  <-  Al  ia  Deonalovencr. 


In3.  i^jornbiig.  A,,  and  Ileilgien 
chronic  discoid  lupus  erylhematos 
acetonide,  in  Bril  J Derm 


1D4.  Garcia  Mum 
dermatologic  ther 
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lo5.  Hartman.  W : Practical  cx 

topical  corticosteroid  ' Fluocinol 
])ress:  The  Gegenw 


66.  Nakama.  T. : Experience  with  Flucort  cream 

a new  j)owcrfuI  corticosteroid.  Derm  I rol  < Fukuoka  ' 
3 7:466  1962. 

67.  Noguclii.  A'.,  el  al:  Experience  with  Flucort 

cream  therapy.  / .Yew  Remedies  Clinic  11  10  19()2. 


106  Illig.  L.;  .Alteration  of  ski 
riasis  vulgaris,  in  pre-".  Dculsch 

107.  Izaki,  M.  ai:  Treatment 

ditions.  particularly  contact  eczen 
acetonide  cream,  in  Derm 


68.  Robinson.  H.  M , Jr.;  Raskin.  J,:  and  Dunseath. 
W.  J.  K : Surface  depot  steroid  therapy.  Scientilic 

ICxhibit.  57lh  Congress  Southern  Med  .Association 
19(>2. 


108.  Kaikoff.  K \V,  and  Holtz, 
examinations  on  th«-  regression  c 
under  local  fluocinoloni  therapy 
.Med  Forsch. 


1)9.  Sailo,  F. : Ex|>eriencc  with  Flucort  cream  thera- 
py. J Sew  Remedies  & Clinic  77:11  1962. 

70.  Sakamoto.  K..  et  al:  Pliable  plastic  method  for 

the  treatment  of  psoriasis  with  Flucort.  Skin  Res 
4:22o  1962. 

71.  Sekiguchi.  T. : Experience  with  Flucort  cream, 

/ Sew  Remedies  Clinic  11 :15  1962. 

72.  A'aguchi.  IT:  Treatment  of  dermatoses  with 

Klucurt  cream.  / Sew  Remedies  Clinic  77:13  19(i2. 

73.  Voshino.  K..  rl  al:  Experience  of  treatment 

with  0.025%  fluocinolone  acetonide  ointment  ' Flu- 
cort cream  I,  Skin  Res  7:230  1962. 

74.  Alvarez  Ude.  F : Psoriasis  and  other  resistant 

ricrinatoscs  and  fluocinolone.  Medicamenta  39:24 
■Jan  15:  19(t3. 


109.  Nakamura.  K.:  Experiem 

some  skin  diseases  with  fluocinolc 
in  presL^:  Derm  ('rol  Fukuoka*. 

110.  NamittT.  T.  ei  aT  Expci 
cream  in  treatment  of  dermatoses 
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Remedies 

111.  Odagiri.  11.;  Experience  in 
acetonide  ointment,  in  ptYvN.  UV, 

112.  Scholtz.  J.:  Not*  on  Syn: 

acetonide  solution,  in  im-vs;  Ti 
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coordinated  action 


against  G.I.  pain,  spasm  and  anxiety 


ENARAX  5 provides  concerted  somatopsychic 
action  against  symptoms  of  peptic  ulcer,  func- 
tional bowel  syndrome  and  many  other  G.l.  dys- 
functions. Oxyphencyclimine,  the  anticholinergic 
with  chemically  “built  in”  prolonged  action,  gives 
sustained  relief  of  hyperacidity  and  hypermotility— 
while  Atarax®  {hydroxyzine  HCI)  relieves  the  ten- 
sion which  aggravates  or  causes  these  symptoms. 
Each  ENARAX  5 tablet  contains  oxyphencyclimine 


HCI  5 mg.,  hydroxyzine  HCI  (Atarax)  25  mg. 
Prescribe  ENARAX  10  when  extra  potency  is  de- 
sired. Low  toxicity  and  minimal  side  reactions 
permit  substantial  flexibility  of  dosage.  Whichever 
strength  you  choose,  your  G.l.  patients  are  bound 
to  benefit  from  the  concerted  therapeutic  action 
of  ENARAX.  Each  ENARAX  10  tablet  contains 
oxyphencyclimine  HCI  10  mg.,  hydroxyzine  HCI 
(Atarax)  25  mg. 


Precautions  and  Side  Effects:  As  with  other  anticholinergic  agents,  dryness  of  the  mouth,  blurring  of  vision,  consti- 
pation and  urinary  hesitancy  frequently  occur,  but  may  decrease  or  disappear  as  therapy  continues  or  is  adjusted. 
Use  with  care  in  patients  with  prostatic  hypertrophy.  Not  recommended  for  patients  with  an  associated  glaucoma 
except  with  ophthalmological  supervision. 


New  York  17,  N.Y. 

Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-Being® 


GEARED  FOR 
CONTROL  OF 
G.l.  DISORDERS 


Oxyphencyclimine  HCI  -f  Atarax  (hydroxyzine  HCI) 
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CORRESPONDENCE 

This  department  is  a forum,  provided  for 
free  individual  expression.  Letters  are  pub- 
lished as  received  and  given  little  or  no 
editing.  Proof  is  submitted  when  time  per- 
mits, before  publication.  Responsibility  for 
statements  rests  with  the  authors  of  these 
communications  and  not  with  this  journal 
which  strives  only  to  protect  the  right  of 
individuals  to  speak  for  themselves.  Ed. 


Tanana  Revisited 

EDITOR,  NORTHWEST  MEDICINE: 

Dr.  Fritz  needed  about  one  hundred  words  to  say 
that,  in  his  opinion,  wholesale  removal  of  tonsils  and 
adenoids  appeared  to  be  indicated  in  the  treating  of 
the  Alaskan  native  children,  (northwest  medicine, 
August  1963).  Instead  he  used  several  thousand 
words  for  recrimination,  frustration  and  self-glori- 
fication that  got  rather  sickening  as  one  continued 
to  read.  One  did  continue  to  finish  the  article, 
though  no  longer  interested  in  the  subject  matter, 
but  to  count  out  of  sheer  curious  wonder,  the  num- 
ber of  “I’s”,  “me’s”  and  “my’s”.  There  are  at  least 
sixty-six. 

Not  that  I agree  with  this  modest  savior  who 
compares  himself  with  Semmelweis.  No  indeed.  For 
eight  years  as  a physician  for  the  Office  of  Indian 
Affairs  in  Alaska  (and  therefore  incompetent  accord- 
ing to  the  Doctor)  I removed  approximately  an  apple 
box  full  of  tonsils  and  adenoids.  I am  not  particu- 
larly proud  of  having  done  so.  I know  now  that  most 
of  these  should  have  been  left  alone  and  am  naive 
enough  to  believe  an  important  barrier  to  infection 
was  often  removed  needlessly. 

On  the  other  hand,  improved  living  standards  and 
diet,  better  hygiene,  which  is  deplorable  throughout 
native  Alaska,  and  the  use  of  sulfonamides  and  anti- 


biotics serve,  as  tliey  do  elsewhere  to  control  these 
infections  which  Dr.  Fritz  so  loquaciously  deplores. 

This  prophet  crying  in  the  wilderness  would  be 
more  convincing,  perhaps,  were  he  a bit  more  hum- 
ble. His  sincerity  is  suspect. 

Very  truly  yours, 
L.  A.  WHITE,  M.D. 

642  Eugene  Medical  Center 
Eugene,  Oregon 


Use  of  Endotracheal  Tube 

EDITOR,  NORTHWEST  MEDICINE: 

On  page  598  of  the  August,  1963  northwest 
MEDICINE,  Henry  D.  Green,  an  anesthetist,  writing 
on  “Anesthetic  Problems  in  Severely  Injured  Patients” 
stated:  “The  endotracheal  tube  may  even  be  left  in 
place  five  to  seven  days,  if  it  is  changed  regularly 
as  with  a tracheostomy  tube.” 

Anesthetists  have  saved  many  lives  by  prompt 
insertion  of  an  endotracheal  tube;  but  to  leave  a 
tube  in  place  for  over  one  day  may  produce  contact 
ulcers,  granulomas,  and  chronic  laryngitis.  The 
most  serious  objection  to  an  indwelling  endotracheal 
tube  is  the  formation  of  mucous  plugs.  One  such 
catastrophe  occurred  a number  of  years  ago  in  the 
Children’s  Orthopedic  Hospital.  ^ 

Will  an  anesthetist  be  around  in  the  middle  of  the 
night  when  the  tube  comes  out  or  becomes  plugged? 
Reinsertion  requires  a direct  laryngoscopy  by  a 
skilled  physician. 

A tracheostomy  canula  can  be  cleaned  by  a nurse 
or  house  physician.  It  is  less  traumatic  and  far 
safer  than  the  most  carefully  inserted  endotracheal 
tube. 

Sincerely, 

WILLARD  F.  GOFF,  M.D. 

432  Stimson  Building 
Seattle  1,  Washington 
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The  Lady  Governors  of  the  Old  Men’s  Home  at  Haarlem 


FRANS  HALS,  1580/81-1666 


In  Geriatrics... 

METAMUCII!  Provides  Bland  Smoothage 

brand  of  psyllium  hydrophilic  mucilloid 


The  tendency  of  the  elderly  to  subsist  on  low- 
residue  foods  often  is  a prime  cause  of  bowel 
sluggishness.  Adequate  fecal  content  is  nec- 
essary to  maintain  normal  colonic  function, 
since  intracolonic  distention  is  nature’s 
method  of  stimulating  reflex  peristalsis. 

Metamucil,  therefore,  fulfills  a basic  func- 
tion in  the  treatment  of  geriatric  constipa- 
tion. It  both  softens  hard,  dehydrated  fecal 
concretions  and  adds  smooth,  nonirritant, 
easily  compressible  hydrophilic  bulk. 

Metamucil  applies  a physiologic  principle 
to  correct  constipation  naturally. 

Average  Adult  Dose:  One  rounded  tea- 
spoonful of  Metamucil  powder  (or  one 
packet  of  Instant  Mix  Metamucil)  in  a glass 
of  cool  liquid.  To  Metamucil  powder,  a re- 


fined, purified  and  concentrated  psyllium 
hydrophilic  mucilloid,  an  equal  amount  of 
dextrose  is  added  as  a dispersing  agent.  Each 
dose  of  the  powder  furnishes  a negligible 
amount  of  sodium  and  14  calories.  To  the 
mucilloid  in  Instant  Mix  Metamucil  citric 
acid,  sodium  bicarbonate  and  mild  flavoring 
are  added.  Each  dose  of  Instant  Mix  Meta- 
mucil furnishes  0.25  Gm.  of  sodium  and  3 
calories.  Metamucil  is  available  as  Meta- 
mucil powder  in  containers  of  4,  8 and  16 
ounces  and  as  flavored  Instant  Mix  Meta- 
mucil in  cartons  of  16  and  30  single-dose 
packets. 

G.  D.  SEARLE  & CO. 

CHICAGO,  ILLINOIS,  60680 

Research  in  the  Service  of  Medicine 
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EDITORIAL 

AMA  at  Portland 


The  1963  Clinical  Meeting  of  the  American 
Medical  Association  at  Portland,  December  1-4, 
will  provide  an  exceptional  opportunity  for  those 
who  wish  to  keep  abreast  of  progress.  The  pro- 
gram has  been  planned  to  cover  all  fields  in 
which  rapid  progress  is  being  made  but  will  also 
cover  a number  of  familiar  topics  about  which 
there  is  new  thought.  If  quality  of  program  may 
be  used  as  an  indicator,  registration  at  the  Port- 
land meeting  should  break  all  records  for  a 
medical  meeting  in  the  Northwest. 

Clinical  meetings  of  the  American  Medical 
Association  are  designed  to  do  two  things.  They 
are  primarily  postgraduate  review  sessions  and 
they  bring  the  AMA  to  those  who  may  not  have 
ready  opportunity  to  attend  the  annual  sessions. 
While  the  annual  meeting,  held  in  June  each 
year,  does  not  lack  in  educational  material,  it  is 
not  restricted  in  scope  and  includes  consideration 
of  every  phase  of  AMA  activity.  The  clinical 
meeting  concentrates  on  material  of  interest  in 
the  daily  practice  of  medicine.  Annual  meetings 
are  held  in  only  four  major  cities,  rotating  usually 
—Chicago,  Atlantic  City,  San  Francisco,  New 
York.  Clinical  meetings  are  scheduled  to  per- 
mit attendance  by  those  in  other  sections  of  the 


country  who  cannot  easily  get  to  the  larger 
meeting.  Due  to  the  fact  that  they  are  planned 
to  cover  practical  matters,  they  are  of  consider- 
ably more  interest  to  the  clinician,  than  are  the 
annual  meetings. 

Although  major  emphasis  is  on  education,  the 
clinical  meeting  also  includes  a meeting  of  the 
House  of  Delegates.  Reports  of  committees  on 
work  in  progress,  reports  of  officers,  and  resolu- 
tions, are  given  official  consideration  by  the  only 
policy  making  body  of  the  AMA.  Reference 
committees  of  the  House  hold  open  hearings  at 
which  any  AMA  member  may  present  his  views 
or  urge  specific  action.  Those  unfamiliar  with 
the  function  of  the  House  of  Delegates,  or  who 
do  not  realize  its  power  through  representation 
should,  by  all  means,  watch  at  least  part  of  its 
operation  while  in  Session  at  Portland. 

The  1963  Clinical  Meeting  at  Portland  will 
provide  an  excellent  opportunity  for  those  in  the 
area  to  benefit  from  fulfillment  of  the  two  ob- 
jectives  of  AMA  clinical  meetings.  It  brings  a 
superb  postgraduate  review  session  and  a demon- 
stration of  the  way  any  member  may  influence 
the  organization.  It  will  be  an  interesting 
meeting.  ■ 


Maybe  It’s  a Cosmetic 


Gertrude  Stein  must  have  disciples  in  the  Food 
and  Drug  Administration  who  go  around  mut- 
turing,  “A  drug  is  a drug,  is  a drug,  is  a drug” 
while  others  in  that  fountainhead  of  pharma- 
cologic wisdom  must  be  repeating,  in  sotto  vo’ce, 
“It  is  not,  it  is  not,  it  is  not.”  Maybe  it’s  a cos- 
metic. 

The  momentous  problem  of  deciding  about 
drug  vs.  cosmetic  has  arisen  over  the  sun  tan  busi- 
ness, or  rather,  the  business  of  preventing  it  or 
augmenting  it.  The  delicate  balance  of  decision 
seems  to  swing  about  the  prevention-augmen- 
tation balance.  If  the  manufacturer  appeals  to 
those  bent  on  stimulating  their  melanophores, 
he  may  call  his  product  a cosmetic.  As  swiftly 
as  a watermelon  seed  escaping  from  pressure 


between  thumb  and  finger,  he  frees  himself 
from  disclosing  the  ingredients  in  his  concoction. 

If,  however,  he  prints  his  advertisements  in 
red,  rather  than  brown,  and  claims  he  can  take 
four-sevenths  of  the  letters  out  of  sunburn,  he’s 
a drug  maker  and  subject  to  all  the  rules  apply- 
ing to  those  who  make  tetracyclenes  and  pred- 
nisolone. He  has  to  disclose. 

If  he  claims  for  the  stuff  an  ability  to  prevent 
tanning,  or  prevent  sunburn,  or  aid  in  healing 
sunburn,  he’s  in  the  drug  business  and  must 
list  the  active  ingredients  on  the  label.  If  he 
says  it  helps  produce  a tan,  he’s  only  selling 
cosmetics  and  needn’t  say  a thing  about  what’s 
in  the  bottle,  even  if  it’s  full  of  dihydroxyacetone. 

It’s  just  that  simple  in  the  wonderful  world  of 
bureaucracy.  ■ 
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100 No. 

PUIVULES- 

ILOSONE' 

Erythromycm  Ettolote  Copsuiev,  U S.P. 

to  250  mg  < 8as« 

Proptoinrt  CfytbfMiiFCta  Estv 
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CAUTION— fiKtefol  (U.S.A  ) i<tw  pfoKfcm 
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Ilosone  IS  better  absorbed— It  provides  high,  long-lasting  levels  of  antibacterial  activity- 
two  to  four  times  those  of  other  erythromycin  preparations— even  on  a full  stomach.  Ilosone  is 
bactericidal— It  provides  bactericidal  action  against  streptococci,  pneumococci,  and  some 
strains  of  staphylococci.  Ilosone  activity  is  concentrated— It  exerts  its  greatest  activity 


against  the  gram-positive  organisms— the  often 
tions  of  the  respiratory  tract  and  soft  tissues. 

Indications:  Ilosone  is  an  antibiotic  indicated  in  infections  caused 
by  micro-organisms  sensitive  to  erythromycin,  especially  strepto- 
cocci, staphylococci,  and  pneumococci.  Side-Effects:  Even  though 
Ilosone  is  the  most  active  oral  form  of  erythromycin,  the  incidence 
of  side-effects  is  very  low.  Infrequent  cases  of  drug  idiosyncrasy, 
manifested  by  a form  of  intrahepatic  cholestatic  jaundice,  have 
been  reported.  There  have  been  no  fatal  or  definite  residual  effects. 
Gastro-intestinal  disturbances  not  associated  with  hepatic  effects 
are  observed  in  a small  proportion  of  individuals  as  a result  of  a 


fing  pathogens  in  most  common  bacterial  infec- 
Available  in  Pulvules®,  suspension,  and  drops. 

local  stimulating  action  of  the  medication  on  the  alimentary  tract. 
Cutaneous  manifestations  of  hypersensitivity  may  be  observed 
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Treatment  of  the  psychiatric  patient  in  the  of- 
fice of  the  general  practioner  has  been  the  sub- 
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The  treatment  of  the  psijchiatric  patient  in  the 
office  of  the  general  practitioner  creates  a num- 
ber of  anxieties.  On  the  one  hand,  the  patient 
who  may  be  fearful  and  depressed,  approaches 
treatment  with  trepidation.  The  physician,  on 
the  other  hand,  is  often  too  busy  or  feels  too 
insecure  to  devote  sufficient  time  and  attention 
to  the  emotionally  troubled  patient. 

There  are  no  rules  of  thumb  or  listings  of 
techniques  which  would  lead  to  the  successful 
treatment  of  the  psychiatric  patient  in  the  office 
of  the  physician.  Only  the  communication  of 
feelings  of  respect,  appreciation,  and  under- 
standing of  the  patient,  i.e.,  a personal  support- 
ing relationship  between  physician  and  patient, 
will  produce  the  desired  therapeutic  result. 
Treatment  in  psychiatry  at  any  level  of  sophisti- 
cation is  a personal  procedure.  If  the  phy.sician 
is  to  provide  a therapeutic  experience  for  his 
patient,  he  must  possess  .sufficient  understanding 
of  emotional  illnesses  to  accept  the  often  diffi- 
cult to  understand  behavior  without  criticism  or 
ridicule. 

Fortunately,  the  physician  is  not  alone  as  he 
approaches  the  emotionally  disturbed  patient  on 
the  community  level.  Rehabilitation  of  the  psy- 
chiatric patient  requires  the  professional  skills 
of  many  disciplines.  Cooperation  between  the 
physician  and  other  community  resources  will 
greatly  enhance  the  therapeutic  effectiveness  of 
the  physician. 
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Dr.  Rew  was  Chairman,  Executive  Committee,  Washing- 
ton State  Medical  Association  at  the  time  this  paper  was 
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ject  of  anxiety  laden  discussions  for  a long  time. 
The  problem,  of  course,  is  twofold.  On  the  one 
hand,  the  patient  who  is  fearful  and  depressed, 
or  even  overtly  anxious,  approaches  the  treatment 
situation  with  trepidation.  The  physician,  on  the 
other  hand,  is  often  too  busy  and  over-worked 
or  too  disinterested  to  devote  sufficient  time  to 
the  troubled  soul  before  him. 

Treatment  in  psychiatry,  at  any  level  of  so- 
phistication, is  a personal  procedure.  While 
drugs,  examinations,  environmental  manipula- 
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El  tratamiento  del  enferrno  mental,  en  al 
consultorio  del  medico  general,  plantea  una 
serie  de  problemas.  For  tin  lado,  el  paciente, 
temeroso  y deprimido,  viene  con  trepidacion.  El 
doctor,  por  otro,  estd  a menudo  rnuy  ocupado  o 
se  cree  incapaz,  consecuentemente  no  devota  el 
tiempo  y la  atencion  necesaria  al  paciente  erno- 
cionalmente  perturbado. 

No  hay  reglas  fijas  o listas  de  tecnicas  que 
aseguren  el  exito  en  el  tratamiento.  Solo  la  com- 
unicacion  de  sentimientos  de  respeto,  aprecia- 
cion  y entendimiento  al  paciente,  es  dccir  una 
firme  relacion  inter-personal  entre  enfermo  y 
doctor  puede  producir  el  residtado  deseado.  El 
nivel  del  tratamiento  p.siquidtrico  es  decision 
personal.  Para  darle  al  paciente  una  real  experi- 
encia  terapeutica,  el  doctor  ha  de  poseer  un 
adecuado  conocimiento  de  enfermedades  men- 
tales,  para  aceptar  la  a menudo  dificil  de  enten- 
der  conducta,  sin  criticar  o poner  al  enfermo  en 
ridicido. 

Afortunadamente,  el  medico  no  estd  solo,  al 
enfrentarse  a estos  problemas  en  la  comunidad. 
La  rehabilitacion  del  enfermo  psiquiditrico  de- 
manda  la  destreza  profesional  de  diferentes  per- 
sonas. La  cooperacion  entre  el  medico  y otros 
recursos  de  la  comunidad  aumentard  significan- 
temente  la  eficacia  del  medico  general. 
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tion,  and  the  like,  proxide  some  benefits  to  the 
patient,  the  ax  ailabilitx’  of  these  tools  in  no  way 
alters  the  fundamental  need  of  the  patient  to 
relate  closely  to  a supporting,  understanding  fig- 
ure in  his  life. 

Many  questions  arise,  however,  as  to  how  this 
goal  may  be  accomplished.  How  may  the  phy- 
sician come  to  understand  and  support  the  psy- 
chiatric patient  for  whom  he  may  hold  little 
interest?  How  may  the  family  doctor  overcome 
some  of  his  own  an.xieties  and  culturally  inspired 
attitudes  which  pertain  to  the  psychiatric  pa- 
tient? 

Attitudes  are  always  difficult  to  change  and 
an.xieties  are  hard  to  overcome  but  a new  ap- 
proach is  never  impossible.  As  we  come  to  know 
more  about  people  and  their  frailties,  we  can 
at  first  tolerate  their  peculiar  behavior  and 
eventually  come  to  accept,  support,  and  respect 
them. 

In  this  paper  we  shall  attempt  to  cover  three 
main  topics.  Firstly,  we  shall  present  a brief  the- 
oretical discussion  about  the  causation  of  mental 
disorders.  This  section  will  be  directed  toward 
improx  ing  the  understanding  of  the  psychiatric- 
patient  and,  hopefully,  toxvard  the  creation  of  a 
more  accepting  attitude  toxvard  the  mentally  ill. 

Secondly,  xve  shall  discuss  some  of  the  things 
xvhich  the  general  practitioner  can  do  xvith  the 
psychiatric  patient  in  his  office. 

Finally,  xve  shall  discuss  the  role  of  the  phy- 
sician as  a member  of  the  mental  health  team 
in  xvhich,  and  through  xvhich,  he  cooperates  xvith 
other  humanitarians  xvho  attempt  to  relieve  suf- 
fering. 

human  needs 

There  are  probably  as  many  theories  about  the 
dex-elopment  of  emotional  illnesses  as  there  are 
people  xvho  attempt  to  explain  them.  Each  au- 
thor, also,  is  guilty  of  having  his  oxvn  peculiar 
method  of  presentation.  Although  this  subject 
does  not  lend  itself  xvell  to  brevity,  the  folloxving 
paragraphs  reflect  a theoretical  explanation  of 
the  development  of  emotional  disorders  xvhich 
might  prove  beneficial  to  the  general  practitioner 
as  he  tries  to  understand  better  the  psychiatric- 
patient  in  his  office. 

We  have  come  to  recognize  that  emotional  ill- 
nesses have  their  origin  in  conflicts.  “Conflict”  is 
a good  term  because  it  implies  a clash  of  ideas, 
philosophies  and  hopes.  Man  is  made  up  of 
needs.  Some  of  these  motivate  the  life  preserving 


forces  xvithin  him.  Others  help  him  maintain  his 
identity  as  a human  being.  Still  other  needs  rep- 
resent his  ambitions  in  relationship  to  people. 
While  it  is  difficult  to  say  xvhich  of  his  needs  is 
the  most  important,  there  is  little  question  but 
that  his  needs  to  relate  positively  to  people,  to 
be  accepted  by  them  and  to  give  and  take  in 
interpersonal  relationships  are  the  needs  xxffiich 
are  the  most  difficult  to  satisfy  in  our  culture. 

Wdienever  anything  prevents  the  accomplish- 
ment of  these  satisfactions,  i.e.,  xvhen  one  cannot 
find  the  satisfaction  for  his  pressing  needs,  the 
individual  is  in  conflict  xvith  those  forces  xxdiich 
seem  to  xvork  against  his  finding  pleasure.  If  he 
can  overcome-  the  forces  opposing  him,  then  all 
is  xvell.  But,  if  the  individual  is  the  loser,  then  a 
series  of  emotional  reactions  develop.  For  in- 
stance, he  first  experiences  a profound  frustra- 
tion, that  is,  a sense  of  not  being  able  to  xvin. 
Then  there  comes  the  feeling  of  anger  which 
inevitably  is  associated  xvith  failure. 

hosfilify  leads  to  anxiety 

Anger,  or  hostility  as  xve  usually  refer  to  it, 
creates  a nexv  and  difficult  problem.  Our  socieW 
cannot  accept  hostile  feelings,  particularly  xvhen 
the  feelings  are  very  strong.  In  fact,  xve  have 
come  to  viexv  hostility  as  dangerous;  xve  even  leg- 
islate against  it!  Thus,  the  development  of  anger 
xvhich  is  inex-itable  and  understandable  in  the 
face  of  frustration  places  the  individual  in  fur- 
ther jeopardy;  it  places  him  in  overt  conflict  xvith 
his  society.  This  is  frightening  and  xve  describe 
his  apprehensive  state  as  “anxiety.” 

It  is  around  this  nucleus  of  anxiety  that  xve 
see  the  development  of  the  particular  psychiatric 
problem.  Anxiety  is  difficult  to  live  xvith  because 
it  is  so  painful.  Wffien  anxiety  is  pressing,  the 
personality  cannot  long  endure.  Thus,  the  indi- 
vidual, consciously,  or  more  often  at  an  uncon- 
scious level,  finds  xvays  of  dealing  xvith  the  un- 
comfortable anxiety  problem. 

So  far  in  this  discussion  xve  have  seen  that  the 
people  xvho  ultimately  develop  emotional  prob- 
lems have  experienced  a basic  conflict  in  xvhich 
some  pressing  need  has  gone  unsatisfied.  As  a 
result  of  this  situation  the  individual  has  felt 
inadequate  and  angry.  The  anxiety  xvhich  he 
experiences  is  intensive,  painful  and  must  be 
dealt  xvith.  The  particular  psychiatric  disorder 
xx'hich  evolves,  and  xvith  xvhich  the  general  prac- 
titioner is  confronted,  is  a defense  against  the 
anxiety  problem. 
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a way  of  escape 

The  personality  has  found  ways  of  dealing 
with  the  anxiety  which  are  less  troublesome  and 
less  painful  than  dealing  with  the  anxiety  itself. 
It  is  difficult  to  understand  that  a patient  who  is 
aloof,  restricted,  depressed,  delusional,  halluci- 
nated, or  who  has  any  one  of  a number  of  phys- 
ical symptoms  that  are  not  founded  in  organic 
disease  is  actually  more  comfortable  than  he 
would  be  if  he  were  to  deal  directly  with  his 
basic  problem.  But  the  personality,  always  con- 
cerned about  the  economics  of  the  emotional 
side  of  life,  has  found  that  the  use  of  the  symp- 
toms of  the  several  psychiatric  disease  entities 
supports  the  integrity  of  the  personality  and 
makes  life  a bit  easier. 

Thus,  the  physician  who  deals  with  the  psy- 
chiatric patient  in  the  private  office  must  come 
to  see  the  patient  as  anxious,  troubled,  and  com- 
plaining of  symptoms  which  defend  him  against 
his  primary  problem.  Often  the  symptoms  divert 
the  attention  of  the  patient  and  his  doctor  from 
the  true  problems  which  present  themselves. 

tolerance  and  understanding 

In  acquiring  a new  attitude  toward  the  emo- 
tionally disturbed  patient,  it  is  imperative  that 
the  physician  become  tolerant  of  his  patients.  To 
be  offended  by  the  hostility  which  inevitably 
creeps  into  the  situation,  is  to  deny  that  there  are 
basic  problems  underlying  the  hostility  that  must 
first  be  met.  To  be  irritated  with  the  several 
symptoms  which  the  patient  presents,  is  again  to 
lose  sight  of  the  underlying  problem.  To  be  fear- 
ful of  the  patient  is  to  see  him  as  a threat  rather 
than  a human  being  who  is  frightened  and  de- 
pendent. It  can  be  safely  stated  that  the  physi- 
cian who  sees  the  anxiety  laden  patient  in  his 
office  must  approach  that  patient  with  under- 
standing, must  see  him  as  a fellow  human  being 
who  is  in  trouble  and  who  is  frightened,  and 
must  accept  him  as  an  individual  in  need  of 
recognition  and  support  rather  than  as  one  who 
needs  to  be  shunned,  punished  or  denied. 

To  treat  the  psychiatric  patient  in  the  office 
means  to  meet  the  unsatisfied  needs,  to  assist  in 
the  self  understanding  which  the  patient  may 
acquire,  and  to  give  enough  support  to  help  the 
patient  re-establish  his  contacts  with  his  fellow 

rp. 

men. 


there  is  a method  but  no  rule 

We  wish  it  were  possible  to  list  in  numerical 
fashion  some  techniques  or  rules  of  thumb  which, 
if  skillfully  employed,  would  lead  to  the  success- 
ful treatment  of  the  patient  in  the  office  of  the 
physician.  This  unfortunately,  is  not  possible. 
What  is  possible,  however,  is  a discussion  of  the 
role  of  the  physician  as  he  relates  himself  to 
the  emotionally  disturbed  patient. 

If  we  can  accept  the  theory  that  the  psychiat- 
rically  ill  are  insecure,  an.xious  and  depressed, 
that  they  feel  isolated  and  unworthy,  and  that 
their  difficulties  in  relating  to  people  are  pro- 
found, the  role  of  the  physician  as  a counselor 
and  strong  supporting  figure  is  quite  clear.  When 
the  physician  listens  to  the  patient  and  accepts 
his  anxieties  without  ridicule  or  resentment,  he 
conveys  to  the  patient  the  idea  that  his  doctor 
views  him  as  a troubled  individual  who  is  worthy 
of  time  and  attention,  and  as  a fellow  human 
being  whose  suffering  is  of  great  concern  to  his 
doctor.  To  convey  this  message  to  an  individual 
who  has  never  before  known  a comfortable 
supporting  relationship  is  to  give  him  a gift  of 
love  and  respect.  On  this  basis,  life  becomes 
meaningful,  reasonable,  and  filled  with  Jiope. 

Communication  between  the  emotionally  dis- 
turbed patient  and  his  doctor  is  sometimes  diffi- 
cult to  establish.  But,  with  a willingness  on  the 
part  of  the  physician  and  sincere  encouragement 
from  him,  relatedness  becomes  possible. 

As  the  patient  expresses  his  feelings,  he  actu- 
ally has  an  opportunity  to  “hear  himself  talk.” 
This  introspection  can  lead  to  an  improved  self- 
understanding and,  because  the  doctor  is  a good 
listener,  he  can  make  some  interpretation  to  the 
patient  which  may  add  immeasurably  to  this 
understanding.  Certainly,  insight  is  helpful.  The 
unknown  is  always  frightening.  To  know  more 
about  oneself  is  anxiety  relieving. 

meeting  hostility 

At  times,  because  of  the  patient’s  angry  feel- 
ings and  his  disappointment  in  earlier  relation- 
ships, he  may  become  abusive,  feel  that  his  doc- 
tor is  against  him,  or  behave  in  ways  that  are 
rather  unpleasant.  If  the  physician  has  acquired 
enough  knowledge  about  emotional  illnesses  and 
if  he  is  personally  secure,  he  will  be  able  to  meet 
this  hostile  attack  with  understanding  and  kind- 
ness. To  do  so  is  to  be  therapeutic.  To  counter 
hostility  v'ith  hostility  is  to  perpetuate  the  pa- 
tient’s difficulties  in  relating. 
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The  physician,  of  course,  assumes  his  tradi- 
tional role  as  the  examiner  and  the  prescriber, 
hut  these  characteristics  are  so  much  a part  of 
the  physician  that  they  need  not  be  discussed 
here.® 

In  the  past,  when  our  population  was  small- 
er and  pressures  not  as  great,  family  physi- 
cians tended  to  be  all  things  to  all  people.  But, 
the  world  has  become  highly  specialized  and 
verv  complex,  and  today  the  total  treatment 
ser\ices  in  psychiatry  include  ministerial  coun- 
seling, vocational  training  and  rehabilitation,  rec- 
reational opportunities,  as  well  as  assistance  from 
various  health  and  social  agencies. 

When  the  family  physician  was  the  only  re- 
source to  which  the  patient  and  his  family  could 
turn  during  a period  of  crisis,  the  doctor  was 
fortunate  in  that  he  knew  the  total  family  and 
its  strengths  and  weaknesses.  Today  however, 
this  total  \ iew  is  usually  lacking.  In  emotional 
illness  a gap  in  knowledge  could  be  a real  hin- 
drance in  helping  the  patient  with  his  problem. 
In  fact,  it  is  rare,  indeed,  that  the  “identified” 
patient  within  a family  group  is  the  only  one 
needing  understanding  and  treatment. 

a supporting  team  is  ready 

The  physician,  as  a part  of  the  total  family  of 
services,  is  in  a position  to  recognize  the  needs 
of  his  patients  and  their  families  and  to  make 
appropriate  referrals. 

W e wish  there  were  an  easy  way  to  learn 
about  resources  within  one’s  communitv'.  The 
fact  is,  however,  that  just  as  medicine  has  be- 
come specialized  and  complex,  so  have  the  vari- 
ous resources  within  the  communitv'.  Referral 
procedures  would  be  simplified  if  there  were  a 
central  coordinating  person  or  agency  in  the 
communitv',  but  this  is  often  not  the  case.  It 
behoov'es  physicians,  therefore,  to  learn  all  they 
can  about  their  communities.  This  knowledge 
can  be  of  benefit  to  patients  whether  they  are 
suflFering  from  an  emotional  or  a physical  illness! 

Fortunately,  in  every  communitv'  there  is  at 
least  one  agency  that  can  be  of  help  to  the  physi- 
cian as  he  cares  for  emotionally  disturbed  pa- 


• The  reader  is  directed  to  an  extremely  fine  article  by 
Herman  Hirsh  entitled  “The  General  Practitioner  and  the 
Former  Mental  Patient”  in  GP,  March,  1963.  Dr.  Hirsh  has 
discussed  the  role  of  the  general  practitioner  as  it  per- 
tains to  the  former  mental  patient  with  special  emphasis 
on  the  traditional  role  which  the  physician  holds.  His 
suggestions  concerning  the  handling  of  questions  fre- 
quently asked  by  former  patients  should  be  very  helpful 
to  the  physician. 


tients  in  his  office.  Even  in  sparsely  settled 
counties  there  are  public  health  nurses  and  pub- 
lic assistance  offices.  Both  of  these  agencies  make 
it  a part  of  their  responsibilitv'  to  know  what  is 
available  and  the  specific  eligibility  requirements 
for  service,  whether  this  be  vocational  help, 
ministerial  counseling,  recreational  opportunities, 
social  agency  service,  or  the  like. 

It  is  asking  too  much  to  expect  an  insecure 
patient,  already  frightened  by  his  poor  inter- 
personal relationships,  to  go  from  agency  to 
agency  until  he  finds  the  one  that  is  appropriate 
for  his  needs  and  for  which  he  is  eligible. 

Since  the  physician  can  get  into  difficulty  by 
identifv'ing  too  closely  with  the  patient  member 
of  a family,  it  is  of  prime  importance  that  he 
keep  his  thinking  objective  as  he  ev'aluates  the 
total  family  group.  Again  this  may  call  for  coop- 
erative discussions  with  another  professional  per- 
son in  a health  or  social  agency  who  may  know 
the  other  members  of  the  family  or  who  may  be 
the  best  referral  source  for  help  to  the  other 
family  members.  Referral  to  an  allied  profes- 
sional on  the  mental  health  team  for  help  for 
a family  member  other  than  the  patient  may  be 
among  the  more  important  services  the  physician 
can  accomplish  on  behalf  of  his  patient. 

blending  available  skills 

Occasionally,  professional  orientations  and 
e.xperience  get  in  the  way  of  cooperative  work 
on  behalf  of  a patient.  Physicians  are  so  accus- 
tomed to  being  in  charge  of  the  patient’s  care 
that  they  inadvertently  may  create  difficulty  by 
telling  other  members  of  the  treatment  team 
what  to  do  for  the  patient  or  his  family.  Com- 
munication with  other  professions  is  a two-way 
street.  It  involves  the  art  of  listening  as  well 
as  talking,  and  it  becomes  a sharing  of  informa- 
tion on  behalf  of  the  person  or  persons  involved. 
Effective  communication  among  team  members 
is  dependent  on  mutual  respect  for  professional 
roles,  training  and  performance. 

Sometimes  physicians  hesitate  to  cooperate  be- 
cause they  consider  communication  about  a pa- 
tient to  be  a violation  of  professional  confidence. 
This  need  not  be  a worry  since  in  planned  refer- 
rals it  is  important  to  get  the  patient’s  consent. 
No  social  agency,  no  minister,  no  recreational 
therapist,  should  want  to  become  involved  in 
helping  the  patient  without  that  patient’s  partici- 
pation. Thus,  any  he.yrtancy  based  on  a fear  of 
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violating  a professional  confidence  is  unneces- 
sary. 

With  a cooperative  approach,  communications 
between  one  profession  and  another  can  be  com- 
fortable and  mutually  rewarding.  It  makes  it 


possible  for  the  family  physician  to  be  recog- 
nized by  patients,  families,  and  the  whole  com- 
munity as  a working  part  of  a team  of  resources 
ready  and  able  to  participate  in  alleviating  the 
stresses  of  an  emotional  illness.  ■ 

P.  O.  Box  867,  (Dr.  Conte) 


Stokes-Adams  Disease 

M.  LEO  HUGHES,  JR.,  M.D./ROBERT  L.  KING,  M.D./G.  HUGH  LAWRENCE,  M.D. 

Seattle,  Washington 


Stokes-Adams  disease  refers  to  recurrent  attacks 
of  transient  cerebral  ischemia  that  are  caused  by 
ventricular  asystole  in  association  with  chronic 
atrial  ventricular  heart  block.^  The  symptoms  of 
of  Stokes-Adams  attacks  may  be  momentary 
faintness  and  dizziness,  syncope,  or  loss  of  con- 
sciousness followed  by  convulsions.  They  are  due 
to  a sudden  decrease  in  cerebral  blood  flow 
resulting  from  the  inadequate  cardiac  output 
of  ventricular  asytole.  The  occurrence  and  sever- 
ity of  these  symptoms  depend  upon  certain 
variables’— the  abruptness  and  duration  of  the 
asytole,  the  position  and  activity  of  the  body, 
and  the  condition  of  the  cerebral  vessels. 

duration 

Duration  of  asystole  is  the  most  important 
variable  as  it  is  more  directly  related  to  the 
Stokes-Adams  attacks.  The  longer  the  period  of 
asystole  the  greater  the  incidence  of  attacks  and 
the  more  severe  the  symptoms  of  an  attack. 
Ventricular  asystole  usually  varies  from  3 to  15 
seconds  but  may  be  longer.  Body  position  and 
activity  refer  to  whether  erect  or  recumbent  and 
whether  motionless  or  active.  Both  the  erect 
position  and  being  motionless  enhance  the  sever- 
ity of  an  attack.  Involvement  of  cerebral  vessels 
with  arteriosclerosis  increases  the  severity  of 
symptoms.  The  combination  of  cerebral  arterio- 
sclerosis and  the  erect  position  in  association 
with  ventricular  asytole  have  a particularly 
adverse  effect.  There  will  be  a higher 
incidence  of  the  more  severe  symptoms  as  well 
as  a greater  number  of  attacks  since  both  will 
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occur  with  shorter  periods  of  asystole.  Stokes- 
Adams  attacks  are  commonly  more  frequent  and 
more  severe  in  older  individuals,  especially  if 
they  have  a tendency  to  stand  motionless.  De- 
pending upon  the  several  variables  and  their 
combination,  the  symptoms  of  a Stokes-Adams 
attack  or  seizure  may  be  of  increasing  severity. 
However,  the  predominant  determinant  of  the 
severity  of  symptoms  is  the  directly  related  dur- 
ation of  asystole.^  Ventricular  asystole  of  3 to 
5 seconds  duration  may  produce  momentary 
faintness  and  dizziness.  The  syncope  range  is 
5 to  10  seconds  and  after  10  seconds,  clonic  con- 
vulsive movements  may  follow  loss  of  conr-cious- 
ness. 

mechanism 

The  mechanism  of  asystole  is  usually  ven- 
tricular standstill  but  may  be  ventricular  fibril- 
lation, flutter  or  tachycardia.’  '*  These  undesirable 
cardiac  mechanisms  result  from  unpredictable 
behavior  of  the  idioventricular  pacemaker.  There 
may  be  a delayed  pacemaker  response  as  well 
as  depression  or  acceleration  of  the  pacemaker. 
Ventricular  standstill  may  be  caused  by  either 
a delayed  response  or  a depressed  pacemaker 
whereas  an  accelerated  pacemaker  produces 
ventricular  fibrillation,  flutter  or  tachycardia. 

These  asystole  mechanisms  in  Stokes-Adams 
disease  occur  mainly  under  two  conditions. 
The  more  frequent  situation  is  during  the  trans- 
ition from  partial  to  complete  AV  block.  Here 
the  response  of  the  idioventricular  pacemaker 
is  delayed,  producing  ventricular  standstill.  The 
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other  situation  occurs  during  constant  or  fixed 
complete  A\'  block  when  spontaneous  depression 
or  acceleration  of  the  idioventricular  pacemaker 
produces  standstill  or  fibrillation. 

Stokes-Adams  disease  is  seen  mainly  in 
older  individuals  with  arteriosclerotic  heart  dis- 
ease or  calcific  aortic  stenosis  or  both.'-*  The 
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The  occurrence  and  severity  of  Stokes-Adams 
symptoms  depend  upon  the  duration  of  asystole. 
The  longer  the  period  of  asystole,  the  greater  the 
incidence  of  attacks  and  the  more  severe  the 
symptoms.  Ventricular  asystole  usually  varies 
from  three  to  fifteen  seconds,  but  may  he  longer. 
The  mechanism  of  asystole  is  usually  ventricular 
standstill  but  may  be  ventricular  fibrillation, 
flutter,  or  tachycardia.  These  undesirable  cardiac 
mechanisms  result  from  unpredictable  behavior 
of  the  idoventricular  pacemaker 

The  two  therapeutic  aspects  of  Stokes-Adams 
disease  are:  1)  resuscitation  from  an  attack, 
2)  prevention  of  recurrent  seizures. 

Resuscitation  can  be  accomplished  by  external 
electrical  stimulation  and  external  countershock 
defibrillation.  Preventing  recurrent  attacks  re- 
mains the  major  problem  requiring  a combined 
medical-surgical  approach  for  its  solution.  Sym- 
pathomimetic  amines  are  the  mainstay  of  med- 
ical therapy.  Oral  ephedrine,  .sublingual  and  oral 
Isoproterenol  frequently  provide  highly  effective 
therapy  when  attention  is  given  to  the  proper 
dosage  schedule. 

For  assured  prevention  of  seizures,  the  unre- 
liable, intrinsic,  ventricular  pacemaker  must  be 
replaced  by  a reliable  one  to  drive  the  ventricle 
continuously  and  indefinitely.  The  external  elec- 
tric pacemaker  is  impractical  for  long-term  use. 
Implantation  of  myocardial  electrode  and  con- 
nection to  a subcutaneous  pacemaker,  provides 
prolonged,  direct  cardiac  stimulation. 

In  the  combined  medical-surgical  approach 
to  the  management  of  Stokes-Adams  disease, 
medical  mea.sures  to  prevent  recurrent  seizures 
are  given  an  initial,  thorough  trial.  Recent  at- 
tacks and  chronic  cardiac  decompen.sation,  de- 
spite adequate  medical  therapy,  are  both  indi- 
cations for  the  .surgical  approach. 


underlying  pathological  process  invohing  the 
AV  node  and  bundle  of  His  is  usually  fibrosis 
secondary  to  the  ischemia  resulting  from  coron- 
ary atherosclerosis.  Occasionally  the  process  may 
be  calcification  extending  from  the  aortic  valve 
luea. 
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La  ocurrencia  y severidad  del  “Stokes-Adams” 
son  contingentes  a la  duracion  de  la  asistolia. 
A mas  largo  periodo  de  asistolia  la  mayor  fre- 
quencia  de  los  ataques  y la  mayor  severidad  de 
los  sintomas.  La  asistolia  ventricular  general- 
mente  varia  entre  tres  y quince  segundos,  pero 
puede  ser  mas  larga.  La  asistolia  generalmente 
es  debida  al  paro  ventricular,  pero  tambien 
puede  ser  el  resultado  de  la  fibrilacion,  el 
“flutter”  o la  taquicardia.  Estos  indeseables  me- 
canismos  cardiacos  resultan  del  erratil  comporta- 
miento  del  “pacemaker”  ideoventricular. 

Los  dos  aspectos  terapeuticos  del  smdrome  de 
“Stokes-Adam.s”  son:  1)  terminacion  del  ataque 
y 2)  prevencion  de  ataques  subsecuentes. 

La  terminacion  del  ataque  se  puede  lograr  con 
estimulacion  electrica  externa  y “countershock” 
defibrilacidn  externa.  La  prevencion  de  ataques 
recurrentes  sigue  siendo  el  problema  mayor  y 
requiere  combinado  tratamiento  medico-quirur- 
gico  para  su  solucion.  Las  aminas  simpaticomi- 
meticas  son  el  baluarte  del  tratamiento  medico. 
Efedrina,  por  vias  oral  y sublingual  y isoprotere- 
nol, oral,  a menudo  proveen  una  terapia  muy 
cficaz,  aunque  mucha  atencion  ha  de  darse  al 
apropiado  plan  de  las  dosis. 

Para  asegurar  prevencion  de  los  ataques,  el 
erratil,  intr'msico  “pacemaker”  ventricidar,  ha  de 
ser  cambiado  por  uno  confiable  que  estunule  al 
ventriculo  continua  e indefinidamente.  El  “pace- 
maker” electrico  externo  es  imprdctico  para  uso 
prolongado.  Implantacion  de  un  electrodo  en  el 
miocardio,  conectado  a un  “pacemaker”  subcu- 
tdneo  provee  estimulacion  card'iaca  prolongada 
y directa. 

En  la  terapia  de  la  enfermedad  de  “Stokes- 
Adams”,  medidas  mcdicas  se  emplean  inicial- 
mente,  dandoseles  una  concienzuda  prueba. 
Ataques  recientes  e insnficiencia  cardiaca  cron- 
ica,  a pesar  de  adecuada  terapia  medica,  son 
indicaciones  para  el  tratamiento  quirurgico. 
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Table  1 

Therapeutic  aspects  of  Stokes-Adams  Disease 

Resuscitation  from  current  attacks 
1.  External  electrical  procedures 

a.  pacemaker:  standstill 

b.  defibrillator:  flutter,  fibrillation 
Prevention  of  recurrent  seizures 

1.  Drug  therapy 

a.  sympathomimetic  amines 

2.  Electrical  stimulation 

a.  external  pacemaker 

b.  internal  pacemaker 


management 

The  therapeutic  problems  in  Stokes-Adams 
disease  have  two  main  aspects— resuscitation 
from  a current  attack  and  prevention  of  recurrent 
seizures.^"  (Table  1)  Resuscitation  from  ventri- 
cular standstill,  tachycardia  and  fibrillation  can 
be  accomplished  by  external  electrical  stimulation 
with  a pacemaker  and  external  countershock 
with  a defibrillator.  Preventing  recurrent  attacks 
remains  the  major  problem.  Drug  therapy,  espe- 
cially with  the  sympathomimetic  amines,  is 
valuable  and  effective  in  this  regard  and  remains 
the  mainstay  of  prevention.  However,  intractable 
patients  are  seen  and  medical  therapy  for  them 
is  less  than  completely  satisfactory.  The  external 
pacemaker  can  be  used  for  such  preventive 
purposes  only  a relatively  short  period  of  time. 
Recently  there  has  been  renewed  interest  in  the 
prevention  of  attacks  of  Stokes-Adams  disease. 
This  renewed  interest  has  been  due  to  the 
development  of  an  internal  pacemaker”  ''  with 
a suitable  myocardial  electrode”  ” for  prolonged, 
direct,  cardiac  stimulation.  The  newly  developed 
internal  pacemaker  has  made  possible  a surgical 
approach  to  the  prevention  of  recurrent  attacks. 

drugs 

The  various  drugs  used  in  the  therapy  of 
Stokes-Adams  disease  are  the  sympathomimetic 
amines,  vagolytic  drugs,  potassium  decreasing 
drugs  and  digitalis  preparations.  The  sympatho- 
mimetic amines  are  the  mainstay  of  medical 
therapy  with  isoproterenol,  ephedrine  and  epine- 
phrine being  the  drugs  of  choice.  These  medi- 
cations stimulate  the  myocardium  producing 
primarily  increased  rhythmicity  but  also  produc- 
ing myocardial  irritability.  They  are  useful  only 
when  the  cardiac  mechanism  is  ventricular  stand- 
still, since  in  this  situation  the  increased  rhyth- 
micity will  arouse,  accelerate  and  maintain  the 
ventricular  pacemaker.  The  increased  myocardial 
irritability  from  these  drugs  may  yield  the  un- 


desirable ventricular  arrbytbmias  of  ectopic  beats, 
tachycardia  and  fibrillation.  When  the  mechan- 
ism of  asystole  is  ventricular  tachycardia  or 
fibrillation,  the  sympathomimetic  amines  are 
of  no  benefit.  In  this  situation  these  drugs  may 
even  be  harmful,  since  the  increased  myocardial 
irritability  would  enhance  the  fibrillation  or 
tachycardia.  At  present,  there  is  no  satisfactory 
drug  available  for  the  prevention  of  attacks  due 
to  ventricular  fibrillation,  flutter  or  tachycardia.” 

The  vagolytic  drugs  are  rarely  helpful  in  com- 
plete AV  block  and  only  occasionally  are  they 
of  benefit  in  partial  block.  Atropine  acts  to 
inhibit  vagal  reflexes  which  increase  the  block 
at  the  level  of  the  AV  node. 

Chlorothiazide”  and  prednisone^"  may  prove 
to  be  useful  through  the  increased  excretion  of 
the  myocardial  depressant,  potassium.  This  is 
an  indirect  method  of  stimulating  the  myocar- 
dium. Molar  sodium  lactate”  also  indirectly 
stimulates  the  myocardium  through  an  obsure 
mechanism  related  to  alkalosis  and  electrolyte 
alteration  including  decreased  serum  potassium. 
In  general,  molar  sodium  lactate  is  less  effective 
than  the  sympathomimetic  amines.” 

Digitalis  preparations  are  used  when  con- 
gestive heart  failure  complicates  Stokes-A''dams 
disease.  In  this  situation,  the  increased  force  of 
systolic  contractions  and  the  enhanced  myo- 
cardial efficiency  produced  by  these  drugs  coun- 
teract their  possible  depressive  action  on  the 
conduction  system. 

Myocardial  depressant  drugs,  such  as  quini- 
dine,  procaine  amide  and  potassium,  are  con- 
traindicated in  Stokes-Adams  disease  and  high 
degree  AV  block.””  This  is  true  no  matter  which 
one  of  the  cardiac  mechanisms  is  responsible  for 
the  asystole. 

Drug  therapy  in  preventing  Stokes-Adams 
attacks  does  not  meet  with  complete  success  in 
all  patients.  However,  sublingual  and  oral  iso- 
proterenol and  oral  ephedrine  provide  highly 
effective  prevention  when  attention  is  given  to 
their  proper  administration.  The  sublingual  and 
oral  administration  of  these  two  amines  remains 
the  preferred  form  of  initial  treatment  as  well 
as  being  the  established  method  for  long-term 
management.”  ” The  majority  of  patients  with 
Stokes-Adams  disease  can  be  successfully  treated 
in  this  manner.  (Table  2) 

Sublingual  isoproterenol  is  given  as  one  10 
mg  or  15  mg  tablet  every  one  to  six  hours  with 
the  usual  dose  being  15  mg  every  four  hours.” 
Oral  isoproterenol  is  recommended  as  one  30 
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Table  2 

Administration  and  dosage  of  sympathomimetic  amines  in 
Stokes-Adams  disease 

cpliedrine 

oral  (25  to  50  mg)  t.i.d.  or  q.i.d. 
isoproterenol 

sublingual  (15  mg)  q 1 to  6 hours 
oral  sustained  action  (30  mg)  q 4 to  6 hours 
subcutaneous  or  IM  (0.2  mg)  q 1 to  4 hours 
I\'  (dilute  solution)  2 to  5 mg  per  liter 
epinephrine 

subcutaneous  or  IM  (0.3  to  0.5  mg)  q 1 to  4 
hours 

I\’  (dilute  solution)  2 to  5 mg  per  litter 

mg  sustained  action  tablet  every  four  to  twelve 
hours  with  the  average  dose  being  one  tablet 
ever\'  si.x  hours.  Oral  isoproterenol  as  compared 
to  sublingual  administration  is  reported  to  main- 
tain a more  stable  cardiac  mechanism  at  an 
increased  rate  with  fewer  side  effects.^-  How- 
ever, the  oral  tablet  has  only  recently  become 
available  and  as  yet  has  limited  clinical  evalua- 
tion. Oral  ephedrine  is  prescribed  in  doses  of 
25  mg  to  50  mg  four  times  a day.  If  more  than 
200  mg  per  day  is  given,  parado.xical  myocardial 
depression  may  occur.  Frequently,  a short-act- 
ing barbiturate,  such  as  pentobarbital  or  amo- 
barbital,  is  combined  with  ephedrine  to  offset 
its  central  nervous  system  stimulation.  It  may 
be  that  only  one  of  these  sympathomimetic 
amines  will  be  necessary  to  prevent  attacks  or 
it  may  require  a combination  of  both  drugs. 
Ephedrine  and  oral  isoproterenol  may  be  taken 
at  the  same  time  but  sublingual  isoproterenol  is 
prescribed  to  take  be  ween  the  ephedrine  doses. 
Other  pharmacologic  agents,  such  as  the  potas- 
sium-decreasing drugs,  may  be  used  in  conjunc- 
tion with  the  epinephrine-like  medications. 

W’hen  Stokes-Adams  attacks  continue  despite 
the  maximum  amount  of  sublingual  and  oral 
amines,  parenteral  therapy  with  isoproterenol  or 
epinephrine  is  indicated.^-  The  subcutaneous  or 
intramuscular  injection  of  these  two  drugs  is 
effective  at  a dose  of  0.2  mg  isoproterenol  ever\’ 
one  to  four  hours  and  0.3  mg  to  0.5  mg  of  epine- 
phrine every  one  to  four  hours,  .\lthough  this 
form  of  parenteral  therapy  is  useful,  the  situation 
is  usually  more  rapidly  controlled  and  stabilized 
with  continuous  intravenous  infusion  of  dilute 
solutions  of  either  amine. ^ Initially,  2 mg  of 
either  isoproterenol  or  epinephrine  is  added  to 
500  cc  of  5 per  cent  glucose  solution  and  the  rate 
of  flow  adjusted  to  maintain  the  ventricular  rate 
at  around  40  beats  per  minute.  The  desired  flow 
rate  is  not  ov'er  20  drops  per  minute  making  it 
necessary  to  concentrate  the  solution  with  addi- 


tional drugs.  Mdien  idioventricular  rates  rise 
above  50  beats  per  minute  they  predispose  to 
lethal  arrhythmias. 

Epinephrine  and  isoproterenol  differ  in  their 
effects  on  blood  pressure  and  the  higher  pace- 
makers. Because  of  these  differences,  one  drug 
may  be  prefered  over  the  other  in  certain  circum- 
stances.® Blood  pressure  is  elevated  by  epine- 
phrine while  isoproterenol  usually  has  no  effect 
on  blood  pressure  or  occasionally  can  cause  a 
slight  drop.  Therefore,  with  high  blood  pressure, 
isoproterenol  is  the  drug  of  choice  and  when  the 
blood  pressure  is  normal  or  low,  epineplirine  is 
preferable.  Isoproterenol  accelerates  the  high 
pacemakers,  such  as  the  sino-auricular  node,  to 
a greater  degree.  If  the  AV  block  decreased  dur- 
ing tlierapy,  the  increased  atrial  rate  would  be 
transmitted  to  the  ventricle  producing  a sudden 
rapid  response.  Therefore,  epinephrine  should 
be  used  when  a less  degree  of  AV  block  has 
recently  been  present.  Both  of  these  drugs  may 
produce  potentially  fatal  ventricular  arrhythmias 
although  it  has  been  suggested  that  isoproteme- 
nol  has  less  tendency  towards  such  toxic  action.^ 
At  the  present  time,  this  point  remains  unsettled. 

positive  control 

Despite  the  available  pharmacologic  measures, 
some  attacks  of  Stokes-Adams  disease  due  to 
ventricular  standstill  continue  to  recur  and  may 
be  fatal.  In  addition,  tliose  seizures  due  to  ven- 
tricular tachycardia,  flutter  or  fibrillation  are  not 
prevented  by  any  pharmacologic  agent  available 
Today.  Therefore,  for  assured  prevention  of  sei- 
zures, whether  due  to  ventricular  standstill  or 
fibrillation,  the  unreliable  idioventricular  pace- 
maker must  be  replaced  by  a reliable  extrinsic 
electric  pacemaker  to  drive  the  ventricle  con- 
tinuously and  indefinitely.®  External  electrical 
stimulation,  the  endocardial  electrode  and  the 
percutaneous  placed  myocardial  electrode  are  im- 
portant for  short-term  use.®  The  last  two  tech- 
niques involve  direct  electrical  stimulation  with 
the  electrode  being  either  in  or  on  the  heart. 
This  obviated  some  of  the  difficulties  of  the 
e.xternal  electric  pacemaker  but  other  severe 
limitations  for  long-term  use  remained.  However, 
the  recent  implantation  of  a myocardial  electrode 
at  thoracotomy  imd  the  connection  to  a sub- 
cutaneous pacemaker  removed  these  limitations 
and  provided  a potentially  permanent  electric 
cardiac  pacemaker.’ 

Over  the  past  three  years,  increasing  numbers 
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of  these  potentially  long-term  pacemaker  elec- 
trode units  have  been  surgically  implanted  in 
intractable  Stokes-Adams  disease.^-’-""  The  pre- 
liminary reports  from  these  various  centers  have 
been  favorable  with  the  mortality  around  10  per 
cent  and  decreasing  with  experience.  Initially, 
complications  and  morbidity  ranged  as  high  as  30 
per  cent  but  with  the  expected  technical  refine- 
ments they  have  decreased  to  less  than  10  per 
cent  in  the  more  recent  cases.  Rehabilitation  has 
occurred  in  over  80  per  cent  of  the  patients. 

Over  one-half  of  the  implanted  pacemaker 
elecrode  units  have  been  in  successful  operation 
from  one  to  three  years.  This  indicates  that  the 
major  problem  of  a rising  threshold  for  stimula- 
tion has  been  solved  to  some  extent.  This  solu- 
tion involved  the  use  of  special  bipolar  myocar- 
dial electrodes  (stainless  steel,  pure  platin- 
um),®” suitable  insulators  (silicon.  Teflon)''” 
and  careful  implantation  to  avoid  tissue  reaction. 

The  primary  indication  for  the  surgical  im- 
plantation of  the  pacemaker  electrode  unit  is 
intractable  Stokes-Adams  disease.”-”  (Table  3) 

Table  3 

Indications  for  surgically  implanted  long-term 
electric  pacemaker 

1.  Intractable  Stokes-Adams  disease 

2.  Complete  heart  block  with  congestive  heart 

failure  and  limited  physical  activity 

Satisfactory  management  of  recurrent  attacks 
requires  a combined  medical-surgical  approach. 
Medical  measures  to  prevent  recurrent  seizures 
should  be  given  a thorough  trial.  Recent  attacks 
despite  adequate  medical  therapy  indicate  sur- 
gical intervention.  Since  a prominent  clinical 
feature  of  Stokes-Adams  attacks  is  a striking  un- 
predictability, the  need  for  surgical  intervention 
may  occur  abruptly.  This  fact  necessitates  that  the 
hospital  management  of  these  patients  be  a high- 
ly coordinated,  joint  affair.  The  related  roles  of 
the  medical  man  and  surgeon  in  this  situation 
is  somewhat  analogous  to  their  function  in  the 
management  of  upper  gastrointestinal  bleeding. 

There  may  be  a second  but  less  frequent  indi- 
cation for  a surgically  implanted  electric  pace- 
maker.” (Table  3)  The  fixed  ventricular  rate  in 
complete  heart  block  may  prevent  Stokes-Adams 
attacks  but  it  may  also  adversely  effect  cardiac 
function.  Cardiac  hypertrophy  and  decreased 
exercise  tolerance  frequently  occur  and  conges- 
tive heart  failure  often  developes.  In  patients 
with  limited  physical  activity  and  congestive 
heart  failure,  this  surgical  procedure  may  occas- 


ionally be  indicated  to  increase  the  ventricular 
rate  and  to  improve  cardiac  function. 

Within  the  past  year,  we  have  seen  six  patients 
with  chronic  AV  heart  block  and  recurrent 
Stokes-Adams  attacks.  These  patients  were  re- 
ferred as  possible  candidates  for  the  surgically 
implanted  pacemaker.  In  five  patients,  the  re- 
current attacks  were  prevented  with  institution 
of  adequate  medical  therapy.  These  patients 
have  continued  to  be  free  of  attacks  on  mainte- 
nance medication.  A 66-year-old  male  with  non- 
preventable  attacks  underwent  left  thoracotomy 
for  implantation  of  the  myocardial  electrodes 
and  pacemaker.  The  implanted  unit  consisted  of 
Teflon-insulated  platinum  electrodes  and  sub- 
cutaneous pacemaker  designed  by  Zoll  and  his 
associates.”  The  postoperative  course  was  un- 
eventful and  the  pacemaker  electrode  system 
has  continued  to  function  satisfactorily  at  the 
fixed  ventricular  rate  of  74  beats  per  minute  over 
the  past  eight  months.  There  have  been  no 
recurrent  Stokes-Adams  attacks,  no  complications 
and  the  patient  has  returned  to  his  former  em- 
ployment as  a music  teacher. 

summary 

Ventricular  asystole  associated  with  AV  heart 
block  is  the  mechanism  producing  syncopal  at- 
tacks. Resuscitation  from  a Stokes-Adams  attack- 
can  be  readily  accomplished  by  external  electri- 
cal means.  Prevention  of  recurrent  attacks  re- 
mains the  major  therapeutic  problem.  Drug 

Table  4 

Summary  of  Major  Points  in  Stokes-Adams  Disease 

1.  Diagnostic  Findings— AV  Block,  Asystole  Syncope 

2.  Electric  Resuscitation— Readily  Accomplished 

3.  Prevention  of  Attacks— Major  Problem 

4.  Drug  Therapy  (Sympathomimetic  Amines)  — 

Effective  in  Most  Patients 

.5.  Surgically  Implanted  Electric  Pacemaker— Suc- 
cessful in  Intractable  Disease 
6.  Available  Long-Term  Pacemaker— Indicates  need 
for  a Combined  Medical-Surgical  Approach 
to  the  Problem  of  Previous  Recurrent  At- 
tacks 

therapy  in  the  form  of  the  sympathomimetie 
amines  prevents  recurrent  episodes  in  the  major- 
ity of  patients.  Surgically  implanted  long-term 
electric  pacemakers  have  been  successfully  used 
in  patients  intractable  to  medieal  therapy.  With 
the  availability  of  sueh  pacemakers,  there  is  now 
need  for  a eombined  medical-surgical  approach 
to  the  problem  of  preventing  the  recurrent 
attacks  of  Stokes-Adams  disease.  (Table  4)  ■ 

1118  9th  Avenue  (1)  (Dr.  Hughes) 


779 

Northwest  Medicine,  October  1963 


addendum 

increased  experience,  the  various  medi- 
cal centers  now  report  the  risk  of  surgically 
implanting  a long-term  pacemaker  to  be  about 
one  per  cent  and  the  complication  rate  to  be  less 
than  10  per  cent.  Over  95  per  cent  have  been 
free  (if  recurrent  Stokes-Adams  attacks.  We  have 
had  a similar  experience.  Over  the  past  10 
months,  an  additional  six  patients  have  had  a 
surgically  implanted  pacemaker.  There  has  been 


no  mortality  and  only  one  complication  in  the 
total  of  seven  patients.  Replacement  of  the  entire 
electrode  pacemaker  unit  was  necessary  in  one 
patient  because  of  a broken  connecting  wire. 
Six  patients  with  intractable  Stokes-Adams  dis- 
ease have  had  no  recurrent  attacks  and  the  one 
patient  with  complete  heart  block  complicated 
by  congestive  heart  failure  and  limited  physical 
activity  has  demonstrated  both  subjective  and 
objective  improvement. 
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Research  at  the 

University  of  Oregon  Medical  School 


Inasmuch  as  medical  practice  is  conducted  by 
physicians  using  the  same  tools  and  the  tech- 
niques utilized  for  investigation,  it  became  ap- 
parent many  years  ago  that  medical  students 
must  be  taught  in  an  atmosphere  of  research  if 
they  are  to  be  successful  in  caring  for  the  needs 
of  their  patients. 

For  this  reason  programs  of  medical  research 
at  the  University  of  Oregon  Medical  School  have 
been  an  important  part  of  campus  activities,  al- 
most from  the  time  the  institution  was  founded 
in  1887.  These  investigative  activities  continue 


to  play  an  increasing  and  vital  role  in  the  School’s 
educational  program,  as  well  as  contributing  to 
treatment  of  disease  and  alleviation  of  human 
suffering. 

More  than  200  individual  research  projects  are 
now  being  conducted  on  the  School’s  hilltop  cam- 
pus, many  of  them  in  the  nine-story  Medical 
Research  Building  which  was  opened  last  De- 
cember. 

The  School’s  research  contributions  have  re- 
ceived national  attention  and  attracted  outstand- 
ing faculty  to  its  staff.  Investigative  activities 
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at  the  School  have  expanded  with  the  growth  of 
national  interest  in  medical  research  and  the 
increased  support  by  health  agencies,  individuals 
and  foundations  as  well  as  the  Federal  govern- 
ment. A decade  ago  the  institution  received 
$100,000  for  research.  During  the  past  fiscal 
year  it  was  awarded  over  84.6  million. 

Research  support  is  primarily  from  non-state 
funds.  For  example,  in  the  1961-62  fiscal  year, 
federal  grants  accounted  for  84.4  per  cent  of 
the  total,  pri\ate  grants  for  13.7  per  cent  iind 
state  funds  1.9  per  cent. 

During  its  7.5-year  history  the  School  has  re- 
corded a number  of  medical  firsts.  Among  these 
lu-e:  establishment  of  the  first  colony  of  short 
term  cultures  of  human  marrow  cells,  in  1936; 
treatment  of  chronic  leukemias  by  titrated,  regu- 
larly spaced,  total-body  x-ray  irradiation  in  1941; 
establishment  of  the  first  successful  culture  of 
cells  from  himiim  leukemic  blood,  in  1954;  dis- 
covery"  of  an  abnormal  hemoglobin  that  causes 
anemia,  in  1955;  use  of  low-fat  diet  to  treat  mul- 
tiple sclerosis,  in  1956;  de\'elopment  of  occlusion 
aortography  and  a test  to  diagnose  metachro- 
matic  leuko-dystrophy,  in  1957;  and  a new  meth- 
od of  testing  blood  compatabilitx"  which  cut  test- 
ing time  by  more  than  an  hour,  in  1959. 

The  School,  recognized  as  one  of  the  world’s 
leading  cardiac  and  treatment  research  centers, 
pioneered  cardiac  valve  replacement.  It  was 
here  in  1960  that  the  first  successful  artificial 
mitral-xalve  was  developed  and  implanted  in  a 
patient.  Since  that  time,  the  same  surgerx'-engi- 
neering  team  has  developed  a similar  successful 
aortic  prosthesis  and  several  multiple  valve  re- 
placements have  been  performed  at  the  institu- 
tion. This  year,  for  the  first  time  in  medical 
history,  the  team  successfully  implanted  three 
artificial  valves  into  the  heart  of  one  patient. 
The  institution’s  advances  in  cardiology  and  car- 


diac surgerx’  were  aeknowledged  with  a $5.6 
million  seven-year  grant  from  the  Public  Health 
Service  in  1961  for  the  establishment  of  a cardio- 
vascular research  program. 

A Ccirdiac,  post-operative,  intensive  study  cen- 
ter, staffed  with  specially  trained  personnel,  con- 
tains the  most  modern  equipment  axailable  for 
care  and  study  of  patients  during  the  post-surg- 
ery period.  Soon  to  be  installed  in  the  Medical 
School  Hospital  is  a $474,000  Cardiac  Catheriza- 
tion  Contrast  \4sualization  Laboratorv^  It  will 
be  the  only  such  coordinated  laboratory  in  the 
nation. 

In  1961,  the  Medical  Research  Foundation  of 
Oregon  acquired  an  180-acre  farm  for  the  Med- 
ical School’s  use  in  housing  and  breeding  animals 
for  teaching  and  investigative  programs.  There 
are  currently  about  400  animals  housed  at  the 
farm,  including  cats,  dogs,  goats,  pigs  and  horses. 
Some  6,000  animals,  mostly  rats  and  mice,  are 
housed  in  the  first  two  floors  of  the  new  Medical 
Research  Building. 

“A  continued  increase  in  investigative  studies 
at  the  Medical  School  is  planned  for  the  future,” 
reports  D.  Mk  E.  Baird,  Dean.  “By  teaching  stu- 
dents the  art  and  science  of  medicine  in  an  at- 
mosphere of  research,  the  faculty  is  able  to  il- 
lustrate to  them  the  application  of  investigative 
techniques  and  procedures.  This  in  turn  stimu- 
lates student  curiosity  by  developing  new  ideas 
and  opening  up  new  channels  of  thought.  These 
are  the  important  ingredients  to  the  successful 
practice  of  medicine.  And  while  this  educational 
process  is  going  on,  important  contributions  are 
being  made  in  the  field  of  medicine.” 

The  following  brief  resumes  are  representative 
of  researeh  at  the  School.  This,  of  course,  is  not 
a complete  list,  but  rather  a selection  of  reports 
which  the  \ arious  departments  and  divisions  felt 
would  be  of  interest  to  physicians  in  general. 


DEPARTMENT  OF  RADIOLOGY 

CHARLES  T.  HOTTER,  M.D.  and 
MASAO  T.\MAKI,  M.D. 

Contrast  vusualiz/ition  of  a periatheromatoiis 
cleavage  plane. 

Support:  NIH 

The  frequently  loose  attachment  between  athero- 
mas and  the  surrounding  arterial  wall  accounts  for 


the  crescentic  “separation”  artefacts  often  observed 
in  cross-section  tissue  preparation  and  explain  the 
ease  of  core  removal  at  endarterectomy.  Hem- 
orrhage into  this  potential  space  may  cause  the 
abrupt  appearance  of  serious  arterial  obstiiiction  as 
an  une.xpected  complication  of  asymptomatic  pre- 
existing vascular  disease. 

^^'hen  it  was  recognized  how  readily  this  peria- 
theromatous  cleavage  plane  could  be  entered  inad- 
vertently or  intentionally  during  arterial  catheteriza- 
tion, a retrospective  review  of  films  made  during 
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various  types  of  arterial  contrast  visualization  was 
undertaken.  Over  15  examples  were  found  where 
contrast  substance  had  entered  and  revealed  an 
extraluminal  intravascular  space.  At  the  time  of 
original  study  these  had  either  been  overlooked  or 
erroneously  interpreted  as  “intramural”  or  “extra- 
vascular”  infiltrations.  The  opacity  of  periatheroma- 
tous  filling  disappears  in  a matter  of  seconds  after 
the  loss  of  luminal  opacity  unlike  that  resulting  from 
true  intramural  or  extramural  injections.  Intralu- 
minal catheter  injections  have  on  several  occasions 
provided  unmistakable  evidence  of  extraluminal  but 
intravascular  detours  taken  by  advancing  catheters 
prior  to  their  re-entry  into  the  arterial  lumen.  In 
approximately  1,000  percutaneous  retrograde  arterial 
catheterizations  we  have  not  seen  an  instance  of 
gangrene  or  other  evidence  of  dislodgement  of 
atheromatous  material.  Post-morten  correlation 
studies  are  continuing  and  have  provided  further 
encouragement  for  efforts  to  develop  instruments  and 
a catheter  technic  for  relatively  atraumatic,  trans- 
luminal endarterectomy. 

DEPARTMENT  OF  OBSTETRICS 
AND  GYNECOLOGY 

FRANK  SHUBECK,  M.D. 

Fetal  and  uterine  physiology  hy  electronics. 

Support:  NIH 

The  fetal  heart  rate  and  rhythm  are  the  only 
currently  reliable  indicators  of  fetal  homeostasis 
during  pregnancy  and  labor.  Aural,  stethoscopic 
methods  at  times  have  yielded  controversial,  ques- 
tionable or  even  totally  false  results  leading  to  in- 
appropriate management  of  the  pregnancy  or  to 
considerable  anxiety  to  the  patient  or  her  physician 
or  both.  Development  of  newer,  better  methods  is 
always  essential.  Consequently,  the  electrical  or 
sonic  energy  of  the  fetal  heart  are  used  as  signal 
sources.  Appropriate,  special  electrodes  or  trans- 
ducers are  applied  to  the  maternal  abdomen  or  di- 
rectly to  the  fetus  to  detect  these  minute  energies, 
transmit  them  to  suitable  electronic  devices  for  am- 
plification and  elimination  of  artifacts  that  produce 
distortion,  and  present  the  signal  visually  either  on 
an  oscilloscope  screen  or  on  graphic  paper.  Each 
heart  beat  of  the  fetus  (and  its  mother  when  this 
is  desirable)  is  immediately  recorded,  counted  and 
the  graphic  presentation  analyzed  for  rhythm.  At- 
tempts are  being  made  to  use  the  fetal  heart  energy 
in  a continuous  monitoring  system,  an  alarm  alerting 
the  attending  personnel  when  the  rate  falls  outside 
of  arbitrarily  preset  limits. 

Analysis  of  our  nearly  700  cases  has  shown  that 
these  methods  often  yield  valuable  information 
about  the  fetus  when  other  clinical  or  laboratory 


means  fail.  Our  results  indicate  that  fetal  electro- 
cardiography is  an  extremely  useful  adjunct  for 
clinical  evaluation  of  many  pregnancy  and  labor 
situations,  such  as  the  detection  of  fetal  life  before 
the  20th  week  of  gestation  or  in  the  markedly  obese 
patient,  multiple  pregnancy,  fetal  death,  etc.  Ab- 
normal rates  encountered  during  labor  have  been 
found  to  be  associated  with  prolapsed  cord,  vasa 
preavia,  abruptio  placentae  and  prolonged  labor. 
Coupled  with  all  other  clinical  data  concerning  many 
problems,  the  precise  knowledge  of  the  fetal  heart 
determined  by  fetal  electrocardiography  has  led  to 
earlier  interference  at  times  and  to  watchful  expec- 
tancy at  others.  A total  result  has  been  the  improved 
management  of  our  obstetric  patients. 

DEPARTMENT  OF  OPHTHALMOLOGY 

VIRGINIA  WEIMAR,  PH.D.,  MARVIN  HINES, 
PH.D.,  KENNETH  SWAN,  M.D.,  LEONARD 
CHRISTENSEN,  M.D.,  ROBERT  BURNS,  M.D. 
and  ROBERT  HILL,  M.D. 

Support:  NIH,  Research  to  Prevent  Blindness, 

Knights  Templar  Eye  Foundation,  Medical  Research 
Foundation  of  Oregon. 

Reaction  of  the  ocular  tissues  to  injury  is  being 
investigated  with  a multi-discipline  approach  in 
both  laboratory  and  clinical  phases.  Dr.  Weimar 
is  studying,  at  the  cellular  level,  the  mechanism  of 
activation  of  cells  by  injui-y  to  the  cornea,  a par- 
ticularly advantageous  tissue  for  study  of  wound 
repair  because  it  is  avascular.  Her  studies  indicate 
that  in  the  latent  phase  of  wound  repair,  the  in- 
volved cells  are  developing  their  enzyme  machinery 
preparatory  to  synthesis  of  new  connective  tissue. 
Enzymes  not  normally  present  develop  in  the  cor- 
neal stroma  12  to  18  hours  after  injury.  The  epi- 
thelium plays  au  important  role  in  their  develop- 
ment and  later  fibroplasia. 

Drs.  Swan  and  Christensen  also  have  been  con- 
cerned with  fibroplasia  and  its  relationship  to  the 
complications  of  ocular  surgery.  Reaction  studies 
of  the  reaction  of  various  tissues  as  well  as  types 
of  injury  such  as  those  induced  by  diathermy  have 
led  to  modifications  of  surgical  techniques  used  in 
ophthalmology. 

Drs.  Burns  and  Hines  are  studying  a new  form 
of  unilateral  reversible  cataract,  which  develops  as 
a reaction  to  the  stress  of  anesthesia  and  hypother- 
mia, plus  the  open  eyelid  mechanism.  Dr.  Burns 
also  has  induced  specific  viral  and  granulomatous 
inflamations  in  the  cornea  to  serve  as  experimental 
models  for  evaluating  therapy  of  these  clinically  im- 
portant disease  processes.  Dr.  Hill,  working  in  co- 
operation with  NASA,  is  developing  electronic 
techniques  of  detecting  reactions  of  the  ocular 
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coats  of  the  e\e  and  the  intraocular  circulation  to 
external  physical  stress. 

DEPARTMENT  OF  PUBLIC  HEALTH  AND 
PREVENTIVE  MEDICINE 

HAROLD  T.  OSTERUD,  M.D. 

Support:  NIH. 

A study  of  congenital  heart  disease  in  Oregon  for 
1957  through  1961  is  in  progress  using  data  from 
approximately  185,000  official  birth  records  and 
86,000  death  certificates.  Information  from  records 
identifying  congenital  malformations  is  supple- 
mented by  clinical  records  and  by  autopsy  reports 
for  individuals  who  died.  The  purpose  is  to  estab- 
lish the  recorded  incidence  of  congenital  heart 
disease,  to  identify  its  association  with  other  con- 
genital malformations,  and  to  study  its  distribution 
in  contrasting  population  groups. 

Some  initial  observations  are  of  interest.  Con- 
genital heart  disease  was  recorded  more  frequently 
for  males  than  females  by  a ratio  of  three  to  two. 
A similar  sex  difference  is  noted  for  congenital  mal- 
formations of  the  digestive  and  genito-urinary  sys- 
tems but  not  for  the  nervous,  musculo-skeletal  or 
respiratory  systems. 

Occurence  of  congenital  malformations  was  not 
related  to  birth  order  nor  was  age  of  the  mother 
a factor  except  in  the  case  of  mongoloid  children. 
The  mean  age  of  mothers  who  bore  mongoloids 
was  significantly  higher  than  for  those  who  did 
not.  This  is  in  accord  with  the  findings  of  others. 

The  occurrence  of  congenital  heart  disease  in 
mongoloids  was  high,  30  per  cent  or  more.  Of  the 
79  mongoloids  born  during  the  period  under  study, 
26  died  as  a result  of  congenital  heart  disease,  3 of 
other  causes. 

Of  all  deaths  attributed  to  congenital  malforma- 
tions, 52  per  cent  resulted  from  congenital  heart 
disease. 

Seventy-two  per  cent  of  the  521  deaths  attributed 
to  congenital  heart  disease  occurred  during  the  first 
year  of  life,  1 1 per  cent  during  the  first  24  hours. 

DIVISION  OF  ENDOCRINOLOGY 
MONTE  GREER,  M.D. 

Support:  NIH 

Studies  are  being  made  of  the  role  of  the  central 
nervous  system  in  the  control  of  endocrine  function. 
\7uious  parts  of  the  brains  of  laboratory  animals 
are  destroyed  or  stimulated  and  the  resultant  effect 
on  the  secretion  of  ACTH,  TSH  and  gonadotropins 
assessed.  In  some  cases  almost  the  entire  brain  is 
removed,  leaving  the  pituitary  in  situ. 


All  the  forebrain  except  the  hypothalamus  can 
be  removed  without  depressing  the  ability  of  the 
pituitary  to  secrete  TSH  or  ACTH.  However,  once 
the  hypothalamus  itself  is  destroyed,  these  hormones 
cannot  be  produced  in  normal  amounts.  Other  areas 
of  the  brain  contribute  modulating  influences,  prob- 
ably through  the  hypothalamus,  on  the  secretion 
of  ACTH.  Stimulation  or  destruction  of  localized 
areas  of  the  central  nervous  system  in  animals  in 
which  the  remainder  of  the  brain  is  left  intact  wall 
cause  increases  or  decreases  in  the  secretion  of 
ACTH  in  response  to  a standard  traumatic  stress. 

DIVISION  OF  RHEUMATOLOGY 

DANIEL  BACHMAN,  M.D.  and  BELLE  DRA- 
GOON, B.A. 

Support:  Medical  Research  Foundation  of  Oregon. 

Blood  from  patients  with  connective  tissue 
diseases  is  incorporated  into  agar  media  in  a special 
t\'pe  of  growth  tube,  after  which  various  biochemi- 
cal mutants  of  the  microorganism  Neurospora  crassa 
are  inoculated  on  the  media.  Growth  rates  and 
germination  times  of  the  biochemical  mutants  as 
influenced  by  blood  from  patients  with  connective 
tissue  diseases  are  compared  with  noiTnal  controls. 

Several,  but  not  all,  of  the  different  biochemical 
mutants  behave  differently  in  the  presence  of  blood 
from  patients  with  connective  tissue  diseases  as 
compared  with  blood  from  normal  individuals.  The 
biochemical  mutants  thus  may  indicate  some  new 
biochemical  abnormalities  in  the  blood  of  patients 
with  connective  tissue  diseases.  The  specificity  and 
meaning  of  some  of  these  new  biochemical  end- 
points are  currently  under  investigation. 

DIVISION  OF  DERMATOLOGY 

GORDON  CARON,  M.D.,  WALTER  LOBITZ,  JR., 
M.D.  and  RICHARD  DOBSON,  M.D. 

The  mechanisms  of  skin  cancer. 

Support:  NIH 

In  order  to  determine  the  relationship  of  dermis 
and  epidermis  during  carcinogenesis,  rats  were 
painted  twice  weekly  with  2-anthramine.  Specimens 
of  skin  were  obtained  serially  for  36  weeks  and 
stained  with  a variety  of  histochemical  technics. 

The  earliest  changes  occur  in  the  dermis  and  con- 
sist of  an  increase  in  acid  mucopolysaccharide 
(AMP)  and  loss  of  staining  of  collagen.  Only  after 
dermal  changes  are  well  advanced  does  epidermal 
prolifertion  begin.  The  degree  of  epidermal  growth 
appears  to  depend  on  connective  tissue  changes.  As 
growth  of  the  basal  cell  epitheliomas  proceeds, 
changes  are  induced  in  the  altered  connective  tissue 
so  that  eventually  structures  resembling  epidermal 
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appendages  are  produced.  Studies  are  now  in  pro- 
gress which  will  attempt  to  elucidate  the  nature 
of  the  chemical  changes  in  the  connective  tissue 
which  may  be  of  paramount  importance  in  the 
genesis  of  skin  cancer. 

DIVISION  OF  EXPERIMENTAL  MEDICINE 

EDWIN  OSGOOD,  M.D.,  ROBERT  KOLER,  M.D., 
BERNARD  PIROFSKY,  M.D.,  ROBERT  BIGLEY, 
M.D.,  DEMETRIOS  RIGAS,  PH.D.,  RICHARD 
JONES,  M.D.,  PH.D.  and  JOHN  BROOKE,  B.S. 

Fundamental  nature  of  growth,  cancer  and 
gene  action. 

Support:  NIH,  Atomic  Energy  Commission,  Medi- 
cal Research  Foundation  of  Oregon. 

The  following  research  is  currently  underway  in 
the  division  of  experimental  medicine:  Comparative 
clinical  studies  of  treatments  for  leukemias  and 
lymphomas.  Immunohematological,  biochemical  and 
biophysical  studies  of  proteins  of  blood  plasma  and 
cells.  Enzymological  studies  of  gene-produced  de- 
fects. Biochemical  and  biophysical  studies  of  the 
mitogenic  action  of  phytohemagglutinins.  Tissue  cul- 
ture studies  of  human  blood  cells.  Microscopic  and 
electron  microscopic  studies  of  chromosome  number 
and  morphology.  Resume  of  results  recorded:  Ap- 
proximate doubling  of  survival  times  of  certain 
leukemias.  Results  on  lymphomas  are  not  yet  avail- 
able. A new  concept  of  the  fundamental  nature  of 
cell  division,  cancer,  and  aging.  Bromelin  test  for 
transfusion  compatibility  and  much  new  information 
on  antigen-antibody  reactions.  Detailed  information 
on  the  structure  of  hemoglobin  H and  other  ab- 
normal hemoglobins.  New  information  on  the  mito- 
genic fraction  of  phytohemagglutinins.  New  infor- 
mation on  the  heredity  and  distribution  of  pyruvate 
kinase  deficiency  anemia.  Long  term  cultures  of 
nearly  all  varieties  of  blood  cells.  Unraveling  and 
detailed  electron  micrographic  structure  of  human 
hemic  metaphase  chromatids.  Linear  growth  charts 
for  all  ages  from  12  weeks  premature  through  adult 
life,  which  will  provide  a dated  medical  history 
with  effects  of  each  illness,  operatiorr,  and  injury 
on  height,  weight  or  any  other  measurable  variable 
and  are  ideal  for  weight  corrtrol. 

DIVISION  OF  DIABETES  AND  METABOLISM 

RIGHARD  BAILEY,  M.D. 

The  secretion  and  metabolism  of  aldosterone 
and  other  corticosteroids  in  human  disease. 

Support:  USPHS,  Oregon  Heart  Association. 

The  secretion  and  metabolism  of  aldosterone  is 
being  assessed  in  selected  patients  with  alterations 


of  water  and  electrolyte  metabolism,  and  acid-base 
balarrce.  The  clinical  conditions  of  particular  inter- 
est include  edema,  primary  aldosteronism,  and 
diseases  associated  with  hyperteirsiorr  aird  itrcreased 
secretion  of  aldosterone.  A variety  of  techniques  are 
employed  iircluding  radioisotopic  analysis,  partition 
and  absorption  chromatography,  spectroscopy,  and 
fluorimetry.  Laboratory  procedures  employed  in 
metabolic  balance  work  have  been  established  on 
a research  basis  in  the  metabolism  laboratory.  These 
procedures  allow  precise  measurement  of  water  and 
electrolyte  balance  in  hospitalized  patients,  and  are 
employed  in  conjunction  with  the  studies  of  aldo- 
sterone secretion,  excretion,  and  metabolism. 

The  investigative  techniques  are  currently  being 
extended  to  the  measurement  of  secretion  and  meta- 
bolism of  other  corticosteroids  including  cortisol  and 
corticosterone,  and  to  the  study  of  corticosteroid  pro- 
duction by  tumorous  and  nontumorous  adrenal  tissue 
using  incubation  techniques. 

Several  patients  from  the  Pacific  Northwest  have 
been  evaluated.  Two  patients  with  primary'  aldo- 
steronism due  to  adrenocortical  adenomata,  and  one 
patient  with  increased  aldosterone  production  re- 
lated to  renal  infarction  have  had  surgical  correction 
of  their  diseases.  A variety  of  screening  tests  of 
possible  aid  in  the  diagnosis  of  primary  and  sec- 
ondary aldosteronism  are  being  evaluated  on  pa- 
tients with  similar  alterations  in  water  and  electro- 
lyte balance.  Studies  of  the  turnover  and  plasma 
disappearance  rates,  and  estimation  of  the  actual 
blood  level  of  aldosterone  are  planned  for  the  near 
future.  These  procedures  will  be  of  aid  in  eluci- 
dating alterations  in  metabolism  of  this  hormone  in 
disease  states. 

DIVISION  OF  NEUROLOGY 

ROY  L.  SWANK,  M.D.,  PH.D.,  J.  H.  FELLMAN, 
PH.D.,  and  WOLFGANG  HISSEN,  M.D. 

Aggregation  of  blood  cells  by  5-hydroxytrypta- 

mine  (serotonin). 

Support:  USPHS  and  Medical  Research  Foundation 
of  Oregon. 

Using  the  screen  filtration  pressure  method  which 
measures  the  pressures  required  to  force  blood 
through  a micro-filter  with  multiple  pores  precisely' 
20  micra  square  one  can  detect  presence  and  magni- 
tude of  aggregated  material  in  blood  samples.  With 
this  method  we  have  been  able  to  demonstrate  that 
during  acute  hypotension  marked  aggregation  of 
blood  elements,  and  in  particular  platelets,  occurs. 
Because  of  presence  of  serotonin  in  platelets  and 
elsewhere  in  the  body,  the  effect  of  this  material 
on  blood  was  studied. 

\'^ery  small  amounts  of  serotonin  (0.0001  mg/ml) 
cause  a very  slight  decrease  in  screen  filtration 
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pressure  and  suggest  some  decrease  iii  aggregation 
of  platelets.  However,  increased  doses  (0. 000.5  mg/ 
ml)  cause  marked  aggregation  of  all  blood  elements. 
When  serotonin  was  injected  into  the  carotid  artery, 
marked  aggregation  and  clumping  with  slowing  of 
the  circulation,  was  noted  in  capillaries  of  the  con- 
juuetiva.  \\'hen  a series  of  injections  were  made 
subsecpient  injectioiis  of  tr\pan  blue  demonstrated 
increased  permeability  of  the  vascular  system  of 
the  brain  on  the  injected  side.  Also  decreases  in 
hematocrit  from  10  to  26  per  cent  resulted  suggest- 
ing that  red  blood  cells  were  trapped  in  the  peri- 
pheral vascular  bed.  The  possible  role  of  serotonin 
in  hypotensive  and  other  types  of  shocks  are  being 
investigated. 


DIVISION  OF  GASTROENTEROLOGY  AND 
DEPARTMENT  OF  SURGERY 

JOHN'  BENSON,  JR.,  M.D.,  STANLEY  JACOB, 
M.D.  and  CLIEFORD  MELNYK,  M.D. 

Support:  NIH,  Medical  Rescarcb  Foundation  of 
Oregon. 

The  “physiologic”  gasterectomy  of  gastric  freez- 
ing has  evoked  interest  and  controversy.  Freezing 
with  tissue  destruction  is  one  of  two  possible  meth- 
ods to  produce  a sub-zero  stomach.  Depression  of 
the  freezing  point  without  freezing  (supercooling) 
is  a second  approach. 

Studies  in  this  laboratory  have  shown  that  kidneys 
from  dogs  can  be  removed,  maintained  seven  to 
eight  hours  at  temperatures  as  low  as  minus  6°C 
with  chemical  agents  such  as  dimethyl  sulfoxide, 
and  the  organ  retransplanted  with  maintenance  of 
function.  These  experiments  have  convinced  the 
investigators  that  depression  of  the  freezing  point 
is  a less  destructive  process  than  actual  freezing; 
consequently,  an  attempt  was  made  to  reproduce 
this  state  in  the  stomach  in  the  hope  of  achieving 
gastric  secretory  arrest  without  tissue  destruction. 

True  supercooling  of  liquids  is  a very  unstable 
phenomenon  in  which  the  li(|uid  assumes  a tempera- 
ture of  many  degrees  below  its  freezing  point  but 
remains  licpiid.  The  theoretic  limit  for  the  super- 
cooling of  water  is  minus  39°C.  The  term  “super- 
cooling” in  this  study  is  used  to  indicate  a situation 
in  which  the  freezing  point  of  the  tissue  is  de- 
pressed by  chemical  means  so  that  the  tissue  re- 
mains soft  many  degrees  below  its  actual  freezing 
point. 

Initially  in  vitro  studies  w'ere  carried  out  to  as- 
certain the  feasibility  of  “supercooling.”  Needle 
thermistors  were  embedded  in  full  thiekness  slices 
of  gastric  wall  which  were  then  immersed  in  T5 
per  cent  dimethyl  sulfoxide  for  one  hour.  The  di- 
methyl sulfoxide  impregnated  slices  did  not  freeze 
until  actual  tissue  temperatures  dropped  below  minus 


6°C  (the  freezing  point  of  normal  gastric  wall  was 
established  at  minus  2°C). 

Radioactive  dimethyl  sulfoxide  (S'*=)  was  intro- 
duced by  a gastric  tube  in  a L5  per  cent  concen- 
tration with  800  cc  of  saline  into  the  stomach  of  a 
dog.  At  the  end  of  one  hour,  gastric  biopsies  taken 
for  radio-autography  demonstrated  that  labelled  di- 
methyl sulfoxide  was  not  only  heavily  concentrated 
in  the  mucosa  but  actually  had  extended  into  the 
muscular  layers  of  the  stomach. 

A total  of  75  dogs  have  been  studied.  Forty-five 
of  these  were  freezing  “controls”  and  in  30  animals 
600  to  800  cc  of  15  per  cent  dimethyl  sulfoxide  was 
introduced  into  the  stomach  for  a one-hour  period 
prior  to  the  “freeze.”  In  both  groups  the  Swenko  hy- 
pothermia unit  was  employed  utilizing  an  inflow 
temperature  ranging  between  minus  16  to  minus  22° 
C,  a flow  rate  of  1300  cc  per  minute,  600  to  800  cc 
balloon  distention  and  a one-hour  period  for  the 
process.  In  10  of  these  animals  actual  gastric  wall 
temperatures  were  monitored  by  four  submucosal 
needle  thermistors  placed  into  the  stomach  prior 
to  cooling.  The  following  conclusions  seem  war- 
ranted : 

1.  “Freezing”  of  whole  dog  stomachs  is  not  a 
reproducible  procedure.  It  is  not  possible  to  predict 
extent  of  the  freeze  or  in  fact  whether  or  not 
freezing  will  occur  at  all  in  a one-hour  period  in  a 
larger  dog  (over  30  lbs.).  The  usual  situation  is  a 
small  area  of  freeze  on  the  upper  greater  curvature. 
Outflow  temperatures  of  the  machine  even  after 
two  and  one  half  hours  do  not  reflect  the  gastric 
wall  temperature. 

2.  A supercooled  stomach  has  definitely  been 
produced  in  two  animals.  In  one  of  these  a sub- 
mucosal thermistor  recorded  a temperature  of  minus 
6°C  in  an  area  which  by  direct  observation  proved  to 
be  soft.  In  a second  dog  supercooled  over  a three- 
hour  period,  there  was  a full  thickness  freeze  of 
the  entire  left  side  of  the  anterior  abdominal  wall 
but  the  stomach  remained  soft. 

3.  Histamine  stimulation  (0.1  mg.  base/kg)  in 
20  dogs  following  standard  gastric  freezing  or  at- 
tempted supercooling  of  whole  stomachs  produced 
substantial  volume  in  7.5  per  cent  of  these  animals 
with  free  acids  in  the  range  of  80  to  120  units  and 
achlorh\dria  in  none.  These  dogs  were  studied  at 
three  days,  one  week,  two  weeks,  and  six  weeks 
after  the  procedure  with  no  significant  alternation 
in  free  acid  secretion. 

Laboratory  experience  with  “gastric  freezing”  of 
whole  stomachs  has  convinced  the  investigators  that 
this  technique  produces  variable  results.  Not  only 
do  large  dogs  frccpienth’  fail  to  show  freezing  in  a 
one-hour  period,  but  no  instance  of  actual  gastric 
wall  temperatures  below  minus  6°C  was  recorded 
during  a two-hour  period.  In  view  of  the  variability 
of  the  procedure  in  dog  stomachs,  skepticism  con- 
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cerning  the  extent  of  “freezing”  in  humans  seems 
warranted. 

On  the  basis  of  having  produced  a supercooled 
stomach  on  two  occasions  out  of  30  the  investigators 
are  encouraged  to  continue  studies  in  an  attempt 
to  describe  a reproducible  method  for  supercooling 
which  might  be  a valuable  physiologic  tool  and  of 
some  clinical  application  in  peptic  disease. 

DEPARTMENT  OF  SURGERY 

Research  in  the  Department  of  Surgery  at 
the  University  of  Oregon  Medical  School  is 
directed  towards  several  specific  but  fairly 
broad  areas;  namely,  wound  healing,  tissue 
transplantation,  organ  preservation,  arterio- 
sclerosis, cancer  and  surgical  shock.  Each  of 
these  areas  is  under  direction  of  a particular 
investigator. 

WOUND  HEALING 

DAVID  JACKSON,  PH.D.  and  J.  E.  DUNPHY, 
M.D. 

Support:  NIH,  AHA,  Life  Insurance  Medical  Re- 
search Fund,  Helen  Hay  Whitney  Foundation  and 
individual  private  sources. 

There  are  two  distinct  areas  being  investigated: 

1.  Under  the  direction  of  Dr.  Jackson,  the  funda- 
mental aspects  of  protein  synthesis  by  the  fibro- 
blast are  being  delineated.  Incorporation  of  labelled 
amino  acids  into  collagen  under  a variety  of  cir- 
cumstances permits  a study  of  the  subcelhilar  com- 
ponents of  the  fibroblast.  Such  biochemical  studies 
are  frequently  combined  with  electron  microscopic 
observations. 

2.  Under  Dr.  Dunphy’s  direction  and  using  tech- 
niques as  they  are  provided  by  Dr.  Jackson’s  lab- 
oratory, such  features  of  wound  healing  as  the  rela- 
tionship between  the  initial  inflammatory  response 
and  the  subsequent  repair,  the  effect  of  hormones 
on  wound  healing  and  factors  contributing  to  wound 
contraction  are  being  studied. 

TISSUE  TRANSPLANTATION  AND  ORGAN 
PRESERVATION 

STANLEY  JACOB,  M.D. 

Support:  NIH,  ACS  and  the  Burroughs  Wellcome 
Company. 

Over  a period  of  several  years,  extensive  studies 
of  parathyroid  and  kidney  transplantation  have 
been  made  by  Dr.  Jacob.  Considerable  attention  has 
been  directed  to  means  of  preserving  the  whole 
kidney  outside  of  the  body  for  periods  of  time  be- 
fore transplantation.  This  work  is  directed  towards 
the  ultimate  establishment  of  organ  banks.  It  is 
now  possible  in  the  experimental  laboratory  to  keep 
a kidney  outside  the  body  for  a matter  of  several 


hours  to  as  long  as  a day  or  two  and  have  it  func- 
tion after  transplantation.  The  effectiveness  of  func- 
tion and  long-term  duration  of  function  are  matters 
still  under  study. 

A correlary  of  this  has  been  an  appraisal  of  the 
effects  of  hypothermia  and  freezing  on  gastric  func- 
tion. This  is  being  carried  out  in  conjunction  with 
the  division  of  gastroenterology. 

ARTERIOSCLEROSIS  AND  VASCULAR  GRAFTS 

WILLIAM  KRIPPAEHNE,  M.D.,  DAVID  JACK- 
SON,  PH.D.  and  J.  E.  DUNPHY,  M.D. 

Support:  AHA  and  NIH 

A logical  application  of  much  of  the  basic  infor- 
mation developed  in  Dr.  Jackson’s  laboratory  has 
led  to  a study  of  collagen  synthesis  in  relation  to 
arterial  wounds  and  vascular  grafts.  Considerable 
work  is  being  done  on  the  biochemistry  of  the 
aortic  wall.  Dr.  Edward  Cleary,  an  Australian  phy- 
sician, is  carrying  out  fundamental  observations  in 
this  area  in  conjunction  with  Dr.  Jackson.  An  in- 
genious method  of  constructing  a collagen  tube 
from  the  submucosa  of  the  intestinal  tract  and  im- 
planting it  in  various  sites  in  the  body  has  thrown 
new  light  on  the  behavior  of  transplanted  connective 
tissue  under  both  autologous  conditions. 

CANCER 

WILLIAM  FLETCHER,  M.D. 

Support:  ACS  and  NIH  and  Oregon  Cancer  Society. 

A long-term  study  of  the  effect  of  preoperative 
irradiation  in  cancer  of  the  rectum  is  in  progress. 
It  has  been  shown  that  many  cancers  of  the  rectum 
are  remarkably  sensitive  to  irradiation.  This  work 
has  been  carried  out  in  conjunction  with  the  de- 
partment of  radiology.  Several  apparently  inoperable 
cancers  have  responded  so  well  to  irradiation  that 
subsequently  surgery  has  been  possible. 

A number  of  experimental  studies  of  the  effect 
of  endotoxins  and  various  chemotherapeutic  agents 
on  experimental  and  human  cancers  are  being  car- 
ried out  by  Dr.  Fletcher. 

SURGICAL  SHOCK 

CLARE  PETERSON,  M.D.,  FREDERICK  HAU- 
GEN, M.D.  and  R.  MARK  VETTO,  M.D. 

Support:  NIH  and  the  Veterans  Administration  Re- 
search Fund. 

Dr.  Peterson  together  with  Dr.  Haugen  is  ex- 
ploring nervous  factors  in  hemorrhagic  and  other 
forms  of  shock.  It  has  been  shown  that  under  a 
variety  of  circumstances  loss  of  particular  reflexes 
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are  a more  definitive  indication  of  irreversible  shock 
than  the  level  of  h\  potension.  Support  has  been 
largely  from  the  NIH. 

The  role  of  liver  in  shock  has  been  studied  by 
Dr.  \’etto  at  the  \’eterans  Administration  Hospital 
with  particular  reference  to  endoto.xic  and  staphy- 
lococcal endoto.xins. 

DIVISION  OF  ORTHOPEDICS 

WILLIAM  SNELL,  M.D. 

Biomechanics  of  lumbar  spine. 

Support:  Medical  Research  Foundation  of  Oregon. 

Cine  fluroscopy  of  the  lumbar  spine  is  being  per- 
formed to  determine  biomechanics  of  this  region  in 
normal  adults.  If  this  can  be  established,  deviations 
from  normal  may  be  related  to  clinical  syndromes 
involving  this  region. 

Not  enough  procedures  have  been  completed  to 
report  results.  However,  preliminary  studies  suggest 
distinct  patterns  of  lumbar  motion. 

DIVISION  OF  UROLOGY 

CLARENCE  HODGES,  M.D. 

Localization  of  radioactive  phosphorus  in  the 

pro.state  gland. 

Su))])ort:  Atomic  Energy  Commission  and  USPHS. 

Regional  perfusion  of  the  isolated  prostatic  cir- 
culation in  dogs,  using  an  extracorporeal  pump- 
oxygenator  system,  has  been  employed  with  blood 
containing  various  radioactive  phosphates.  This 
method  has  also  been  used  for  treatment  of  patients 
with  inoperable  cancers  confined  to  the  periprostatic 
area. 

Regional  perfusion  of  the  prostatic  circulation  in 
experimental  animals  and  in  human  patients  has 
demonstrated  a high  uptake  of  radioactive  phos- 
phorus. In  patients,  irritative  symptoms  due  to 
prostatic  cancer  have  subsided  and  the  tumor  has 
shown  objective  remission,  characterized  by  soften- 
ing and  shrinkage.  Escape  of  radioactive  material 
into  the  peripheral  circulation  has  resulted  in  severe, 
temporary  hematopoietic  depression.  The  duration 
of  remission  of  subjective  and  objective  parameters 
has  not  been  determined. 

DIVISION  OF  ANESTHESIOLOGY 

DA\’ID  COWING,  M.D.,  FREDERICK  HAUGEN, 
.M.D.,  and  REX  UNDERWOOD,  M.D. 

Studies  of  electronarcosis  in  dogs. 

Support:  USPHS  and  Medical  Research  Foundation 
of  Oregon. 

In  the  method  which  is  currently  being  used,  a 


negative  electrode  is  placed  on  the  vertex  of  the 
animal’s  skull,  and  the  positive  one  against  the  roof 
of  the  mouth.  Direct  current  in  an  average  dosage 
of  5 milliamperes  is  applied,  to  which  is  slowly 
added  alternating  current  in  the  same  dosage.  The 
a.c.  is  actualR-  a two-millisecond,  100-cycle  square 
wave  whose  baseline  is  raised  by  the  d.c.  so  that 
it  is  always  above  zero  volts.  A sleep-like  state  with 
insensitivity  to  pain  is  produced,  but  the  mechanism 
involved  is  not  understood.  Abnormalties  of  blood 
pressure  and  EGG  are  absent.  Behavioral  changes 
are  not  apparant  after  electronarcosis.  Another  group 
investigating  electronarcosis  with  much  higher  power 
levels  have  done  histologic  brain  sections  and  have 
not  found  an\-  evidence  of  brain  damage.  When 
the  current  is  turned  off,  the  dog  awakens  fully 
within  ten  seconds.  It  is  hoped  that  this  technique 
may  be  applicable  to  clinical  pain  problems,  but 
its  safety  has  not  yet  been  adequately  evaluated. 

DEPARTMENT  OF  OTOLARYNGOLOGY 

D.  D.  DEWEESE,  M.D.  and  KERMIT  RAGAIN, 
B.A. 

Support:  USPHS. 

A statistical  survey  is  being  made  of  hearing  re- 
sults and  post-operative  complications  following  sur- 
gery for  mastoiditis,  otosclerosis,  ear  drum  repair 
and  facial  nerve  repair.  The  survey,  which  will  in- 
clude over  1,.500  cases  from  1944  to  1963,  has  not 
been  in  progress  long  enough  to  report  any  results. 

COLLABORATIVE  PERINATAL  RESEARCH 
PROJECT 

Departments  of  Pediatrics,  Obstetrics  and  Gyne- 
cology and  Crippled  Children’s  Division. 

RALPH  BENSON,  M.D.,  RICHARD  OLMSTED, 
M.D.  and  RICHARD  SLEETER,  M.D. 

Support:  NINDB. 

The  University  of  Oregon  Medical  School  is  one 
of  15  co-operating  institutions  in  the  collaborative 
project  sponsored  by  the  National  Institute  of  Neuro- 
logical Diseases  and  Blindness  for  the  study  of  the 
causes  of  cerebral  palsy,  mental  retardation,  blind- 
ness, deafness  and  kindred  disorders  of  infancy  and 
childhood. 

Pregnancies  are  studied  as  soon  after  conception 
as  possible,  through  the  prenatal,  natal  and  post- 
natal period.  A thorough  study  is  made  of  placentas 
and  infants. 

At  varying  intervals  the  off-spring  are  given  neuro- 
logical, pediatric,  psychological,  speech  and  audio- 
meteric  examinations. 

A correlation  will  be  made,  if  possible,  of  any 
neurological  aberrations  or  congenital  malformations 
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with  the  mothers’  data  to  determine  if  there  are  any 
possible  etiologies. 

The  study  is  just  beginning  to  produce  statistics 
hence  it  is  too  early  to  report  any  results. 

DEPARTMENT  OF  PEDIATRICS 

RUDOLF  ENGEL,  M.D. 

Appraisal  of  the  newborn  by  electroencephalo- 
graphy. 

Support:  NIH. 

The  electroencephalogram  of  the  newborn  is  easy 
to  obtain  and  can  render  valuable  information  re- 
garding abnormal  function  as  well  as  concerning 
neuronal  maturation.  One  of  the  very  important  fac- 
tors influencing  mental  development  is  the  ges- 
tational age  at  birth. 

The  state  of  maturation  in  premature  infants  can 
be  evaluated  by  electroencephalographic  techniques. 
The  electroencephalographic  age  is  characterized 
by  specific  patterns  for  each  period  of  5,  6,  7 and 
8 months  of  conceptual  age.  The  electrical  criteria 
of  maturation  permit  the  discrimination  between  a 
five-month  non-viable  fetus  and  a six-month  viable 
premature  ( Dreyfus-Brisac ) . 

In  addition  to  the  waking  and  sleeping  records, 
measurements  of  photically  evoked  responses  pre- 
sent a valuable  tool  for  the  estimation  of  the 
maturational  state  at  birth.  The  measurements 
are  taken  from  the  electroencephalographic  tracing 
at  the  beginning  of  the  photic  signal  to  the  onset 
of  the  response  reaction  over  the  occipital  areas.  In- 
fants with  a conceptual  age  of  40  weeks  have  mean 
latency  respon.se  to  photic  stimulation  of  L53±27 
msec.  Premature  babies  of  a conceptual  age  between 
29  and  33  weeks  have  a latency  period  of  over  200 
msec.  Postmature  babies  have  latency  periods  of 
100  msec,  and  sometimes  lower. 

Marked  individual  differences  are  present,  but  the 
over-all  picture  shows  a progressive  shortening  of 
response  latency  of  almost  linear  relationship. 

It  will  be  of  great  interest  in  the  follow-up  of 
these  children  to  see  whether  term  infants  with 
short  latency  periods  perform  differently  from  “slow 
reactors”  at  birth,  when  they  reach  school  age.  The 
standard  eight-month  psychological  examination  of 
the  Collaborative  Study  on  Cerebral  Palsy,  Mental 
Retardation,  and  Other  Neurological  and  Sensory 
Disorders  of  Infancy  and  Childhood  presented  the 
opportunity  to  correlate  the  findings  on  mental  per- 
formance and  fine  and  gross  motor  tests  at  that  age 
with  the  electroencephalographic  findings  at  birth 
in  159  mostly  full-term  infants.  The  test  was  carried 
out  by  Drs.  Kangas  and  Butler  in  the  departments 
of  pediatrics  and  medical  psychology  at  the  Univer- 
sity of  Oregon  Medical  School.  The  test  for  the  men- 


tal score  consisted  of  a modified  version  of  Nancy 
Bayley’s  infant  scale  and  was  made  up  of  items 
similar  to  those  found  on  the  Cesell  and  Cattell 
scales.  Surprisingly,  the  infants  with  short  latency 
on  photic  stimulation  at  birth,  had  a significantly 
higher  mental  score  at  the  eight-month  testing  than 
the  rest  of  the  children  with  average  or  long  laten- 
cies in  the  newborn  period. 

The  application  of  electroencephalography  in  the 
nursery  is  a simple  and  completely  harmless  pro- 
cedure. 

DEPARTMENT  OF  PSYCHIATRY 

RUTH  MATARAZZO,  PH.D.,  JEANNE  PHILLIPS, 
PH.D.,  GEORGE  SASLOW,  M.D.  and  LENA 
KENIN,  M.D. 

The  process  of  acquiring  skill  in  interviewing. 

Support:  Medical  Research  Foundation  of  Oregon 
and  NIH. 

This  study  is  an  investigation  of  the  number  and 
kind  of  interviewing  errors  made  by  novice  psycho- 
therapists (sophomore  medical  students),  and  their 
pattern  of  change  over  a 12-week  period. 

One  month  prior  to  the  beginning  of  a summer 
clerkship,  five  students  interviewed  for  one-half  hour 
the  same  two  “old”  (or  experienced)  psychiatric 
patients.  The  same  students  interviewed  the  same 
two  patients  again  at  the  start  of  their  clerkship; 
again  after  four-weeks  of  intensive  experience  and 
supervision  in  psychotherapy;  and  again  after  four 
additional  weeks  of  similar  experience  and  instruc- 
tion. The  students  were  observed  through  a one-way 
screen  and  each  utterance  rated,  by  a psychologist, 
as  to  its  general  quality:  Good,  Fair  or  Poor.  In  addi- 
tion, if  the  quality  rating  was  either  Fair  or  Poor, 
the  rater  made  a second  judgment  as  to  the  specific 
type  of  error (s)  embodied  in  the  statement,  using 
a pre-selected  list  of  30  potential  errors.  They 
seemed  to  fall  into  three  broad  types  including:  I 
Errors  of  Focus;  II  Faulty  Role  Definition— authori- 
tarian or  social;  HI  Faulty  Facilitation  of  Gommuni- 
cation.  Reliability  of  the  ratings,  between  two  psy- 
chology staff  members,  ranged  from  84  per  cent 
to  96  per  cent  agreement. 

Between  Test  Interview  Series  I and  II  (four 
weeks  with  no  intervening  interview  experience  or 
supervision)  there  was  slight  improvement  in  the 
students’  interview  technique,  apparently  on  the 
basis  of  lessened  anxiety  and  having  thought  about 
the  difficulties  encountered  in  their  first  interviews 
(they  had  been  given  no  feedback).  Between  Test 
Interview  Series  II  and  HI  (during  which  they  had 
their  first  month  of  intensive  instruction  and  experi- 
ence) there  was  marked  improvement:  “Good” 

statements  increased  from  24  per  cent  in  Series  II 
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to  40  per  cent  in  Series  III;  “Fair”  statements  de- 
creased from  57  per  cent  to  49  per  cent  and  “Poor” 
statements  from  19  per  cent  to  11  per  cent.  The 
greatest  improvement  in  interview  method  occurred 
during  this  first  month  of  instruction,  although  it 
continued  at  a somewhat  slower  rate  during  the 
secoird  month. 

In  regard  to  specific  kind  of  error,  the  greatest 
source  of  initial  error  was  in  Facilitation  of  Com- 
munication (e.g.,  yes-no  type  questions,  interrup- 
tions, etc.),  and  it  was  also  the  area  of  greatest  im- 
prov'ement  (65  per  cent  to  31  per  cent  between 
Series  I and  I\’).  Thus  the  student  appears,  initially, 
to  stand  in  his  own  way,  but  can  learn  fairly  quickly 
to  allow  the  patient  to  tell  his  story.  Errors  of  Focus 
were  a less  frequent  type  of  error  but  showed  almost 
equally  dramatic  improvement  (43  per  cent  to 
18  per  cent  of  utterances).  Role  Definition,  while 
a smaller  source  of  error,  appeared  to  show  no  im- 
provement during  this  interval,  being  13  per  cent 
in  Series  II  and  12  per  cent  in  Series  III  (i.e.,  the 
occasional  student  who  tended  to  be  dogmatic  or 
who  established  a social  rather  than  professional 
relationship  had  difficulty  in  altering  this). 

These  general  results  have  been  cross-validated 
over  three  summers  with  three  sets  of  students  al- 
though this  is  a specific  report  of  one  group.  The 
students  have,  however,  shown  steady  improvement 
in  post-instructional  performance  over  the  years  as 
we  have  altered  instructional  procedure.  These 
changes  involved  ( 1 ) increased  use  of  direct  obser- 
vation by  the  supervisor  and  fellow  students  and 
(2)  increased  use  of  group  discussion  with  the 
students  discussing  each  others’  interview  technique. 
The  latter  enabled  them  to  (a)  analyze  the  inter- 
view technique  of  others  at  the  same  experience 
level  and  (b)  obtain  feedback  from  peers  as  well 
as  from  an  instructor. 

DEPARTMENT  OF  PHARMACOLOGY 

C.  K.  CHAPMAN,  B.S.,  C.M.  DEMING,  B.S.,  J. 
ECHEVARRIA,  D.D.S.,  and  N.  A.  DAVID,  M.D. 

A new  multidimensional  measurement  appa- 
ratus for  recording  effects  of  CNS  stimulant  or 

depressant  drugs  in  rats. 

Support:  M’yeth  Foundation  Grant. 

The  apparatus  used  in  this  investigation  combines 
in  one  unit:  (a)  a “jiggle”  cage,  size  14x18x22 
inches,  mounted  on  springs  and  counterbalanced  for 
weight  and  contained  within  the  cage,  (b)  an  activi- 
ty wheel  to  which  the  rat  has  access  at  all  times,  (c) 
three  sets  of  photo-electric  cells  placed  along  the 
sides  to  record  movement  over  the  cage  floor  and 
(d)  a strain  gauge  attached  to  a four-inch  projection 
at  one  end  to  monitor  horizontal  movements.  Data 


were  recorded  using  a remotely  located  four  chan- 
nel Grass  Polygraph  amplifier.  After  drug  injection 
the  animal’s  activity  is  monitored  for  one  hour. 

Using  this  method  to  study  the  effects  of  chlor- 
promazine,  pentobarbital,  chlordiazepoxide,  hydro- 
xyzine, amphetamine,  etc.,  it  has  been  found  that 
multiple  simultaneous  measurements  of  activity  after 
drug  administration  provide  more  information  in  a 
shorter  time,  allow'  intercorrelations  between  re- 
spective measurements  and  identify  unexpected  be- 
havioral changes  which  would  not  be  registered  by 
single  measurements.  Each  drug  show's  a distinct 
and  different  pattern  for  the  activity  “curve,”  which 
is  reproducible  in  other  animals,  w'hen  this  multidi- 
mensional method  is  employed. 

DEPARTMENT  OF  PATHOLOGY 

BENJAMIN  SIEGEL,  PH.D. 

Infectivitij  and  antigenicity  of  viral  DNA. 
Support:  NIH. 

Highly  purified  preparations  of  canary  pox  virus 
have  been  obtained  by  fluorocarbon  homogenization 
of  confluently  infected  chick  chorioallantoic  mem- 
branes followed  by  centrifugation  in  a sucrose  den- 
sity gi’adient.  Dispersion  by  sonication  and  depro- 
teinization  by  sodium  dodecyl  sulfate  and  isopro- 
panol precipitation  yield  a pure  preparation  of  DNA. 
The  uncoiling  of  the  double  stranded  DNA  is  car- 
ried out  by  heating  and  rapid  cooling.  Antibody  to 
intact  vims  has  been  prepared  by  immunizing  chick- 
ens. 

Ghick  embiyo  fibroblast  cultures  inoculated  with 
the  “naked”  DNA  evince  a cytopathogenicity  simi- 
lar to  that  produced  by  the  intact  virus,  indicating 
that  the  DNA  of  this  pox  virus  is  by  itself  infectious. 
T>’pical  pocks  are  likew'ise  produced  on  the  chick 
chorioallantoic  membrane.  Infectivity  studies  with 
uncoiled  pox  viral  DNA  are  in  progress,  to  determine 
the  ability  of  single  strands  to  act  as  templates  for 
transcription  or  as  sources  of  genetic  messages  in 
tbe  cell.  In  order  to  ascertain  w'hether  any  portion 
of  antibody  is  directed  against  antigenic  deter- 
minants of  the  nucleic  acid,  antibody  to  the  vims 
is  being  studied  for  inhibition  of  both  the  double 
helical  and  single-stranded  viral  DNA. 

DEPARTMENT  OF  PHYSIOLOGY 

ALFRED  RAMPONE,  PH.D. 

Support:  USPHS. 

Rats  were  used  to  measure  the  internal  body 
temperature  changes  w'hich  are  brought  about  as  a 
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result  of  food  consumption.  One  of  theories  put 
forth  to  explain  the  mechanism  of  food  intake  regu- 
lation, states  that  the  amount  of  food  which  an  ani- 
mal consumes  is  governed  by  the  extra  heat  which 
is  liberated  as  a waste  product  of  nutrient  assimi- 
lation—the  so  called  specific  dynamic  action  of  food. 
This  extra  heat  is  said  to  provide  the  signal  to 
thermosensitive  elements  in  the  hypothalamus  which 
respond  in  such  a way  as  to  produce  the  complex 
pattern  of  physiological  changes  known  as  satiety. 
A direct  test  of  this  theory  was  made  by  obtaining 
a continuous  record  of  brain  and  rectal  temperatures 
during  a period  of  fasting  followed  by  a period  of 
ad  libitum  feeding.  Rats  were  trained  to  consume 
all  of  their  daily  rations  in  one  hour  following  which 
calibrated  “bead”  thermistors  were  surgically  im- 
planted in  the  cranium.  These  thermistors  have  ex- 
tremely fast  response  times  and  can  record  temper- 
ature changes  in  the  order  of  0.01  °C.  Following 
recovery  from  surgery,  a second  thermistor  was  in- 
serted into  the  rectum  and  temperatures  were  moni- 
tored from  the  two  sites  simultaneously  for  one  hour 
of  pre-feeding,  one  hour  of  feeding  and  one  hour  of 
post-feeding.  Diets  were  varied  in  composition  and 
the  food  consumption  was  measured  both  in  terms 
of  bulk  and  calories.  The  extra  heat  expected  from 
specific  dynamic  action  was  estimated  for  each  diet. 

In  all  cases,  a dramatic  and  almost  instantaneous 
rise  in  tracranial  temperature  was  recorded  when 
the  animals  were  offered  food,  reaching  a peak  in 
several  minutes  and  remaining  elevated  during  the 
entire  feeding  and  post-feeding  periods.  At  the 
same  time,  the  rectal  temperature  fell  in  near  mirror 
image  fashion.  These  responses  occurred  with  all 
diets  tested  and  neither  the  magnitude  nor  the 
duration  of  the  responses  correlated  with  the  type 
of  food  or  the  amount  of  food  consumed.  They  oc- 
curred with  both  nutritive  and  non-nutritive  diets 
(cellulose  flavored  with  saccharine)  and  in  some 
cases  with  the  food  pans  covered  with  a sheet  of 
glass.  The  results  fail  to  support  the  thermostatic 
theory  of  food  intake  regulation,  but  provide  evi- 
dence for  the  existence  of  rapid  vasomotor  responses 
occurring  as  the  result  of  feeding  or  in  anticipation 
of  feeding.  The  quickness  of  the  responses  suggests 
that  the  mechanism  is  reflex  in  nature.  The  opposite 
responses  seen  in  the  rectum  and  cranium  suggest 
that  the  reflex  brings  about  a shunting  of  blood 
from  one  region  of  the  body  to  another.  Perhaps 
certain  subjective  sensations  related  to  food  con- 
sumption (warmth,  sweating)  can  be  attributed  to 
this  phenomenon,  but  it  seems  unrelated  to  the 
basic  process  of  food  intake  regulation. 

DEPARTMENT  OF  ANATOMY 

RICHARD  LYONS,  M.D.,  ERNEST  HAGE  and 
GERALD  ERICKSON,  B.A. 


Su))port:  Oregon  Heart  A.ssociation  and  NSF. 

Whales  will  be  obtained  through  Bioproducts  Inc. 
of  Warrenton,  Oregon.  The  2()()-30()  pound  hearts 
will  be  removed  in  toto  and  treated  in  the  following 
manner : 

Blood  is  removed  from  the  chambers  and  the 
coronary  arteries.  Heart  is  floated  in  water  and  a 
foamable  type  of  plastic  is  inserted  into  the  floor 
of  each  ventrical.  As  the  plastic  expands,  the  ven- 
tricles and  atria  are  filled  and  excessive  pressure  is 
vented  through  a special  tube.  After  providing  this 
support,  the  coronary  arteries  are  next  injected  with 
a polimerizing  type  of  colored  resin.  Upon  poly- 
merization of  the  plastics,  the  heart  is  lowered  into 
a 40  per  cent  solution  of  sodium  hydroxide.  About 
one  to  two  weeks  will  be  required  for  digestion  of 
the  cardiac  tissue  and  exposure  of  the  plastic  casting. 

Preliminary  studies  have  been  perfonned  on  the 
ten-pound  horse  heart  and  techniques  are  now  nearly 
perfected  for  use  on  whale  hearts.  Attractive,  ac- 
curate plastic  models  are,  therefore,  obtained  to 
provide  study  material  for  evaluating  the  compara- 
tive anatomy  of  the  coronary  circulation. 

DEPARTMENT  OF  BIOCHEMISTRY 

JOHN  VAN  BRUGGEN,  PH.D. 

Support:  Atomic  Energy  Commission. 

The  movement  of  both  ionic  and  non-ionic  ma- 
terials through  membranes  is  a complex  process. 
Some  material  moves  by  simple  diffusion  but  other 
material  moves  by  mechanisms  called  “active  trans- 
port.” Active  transport  requires  a living  cell,  is 
generally  dependent  upon  aerobic  conditions,  uses 
some  form  of  cellular  energy  and  is  generally  quite 
specific  for  certain  ions  or  molecules.  Active  trans- 
port is  responsible  for  the  maintenance  of  concentra- 
tion differences  across  living  membranes,  i.e.,  red 
blood  cell  Na+  is  18  meq/I,  but  plasma  Na  is  150 
meq/I.  The  movement  of  sodium  from  the  red 
cell  to  the  plasma  against  a concentration  gradient 
is  controlled  by  “the  sodium  pump.”  The  nature  of 
and  the  mechanism  of  action  of  “the  sodium  pump” 
are  unknown,  the  term  “pump”  then  is  used  in  a 
descriptive  fashion. 

The  abdominal  skin  of  the  frog  serves  as  a model 
membrane  system  for  it  has  a sodium  pump  that 
serves  to  move  Na+  from  the  outside  surface  of 
the  skin  to  the  inside  surface.  This  selective  move- 
ment of  a + ion  causes  the  inner  face  of  the  skin 
to  have  a + potential  of  up  to  100  mv.  The  selec- 
tive net  movement  of  Na4-  in  the  inward  direction 
can  be  quantitated  by  use  of  a short-circuit  device 
which  measures  the  current  flowing  in  an  outside 
circuit,  as  an  outside  potential  is  used  to  negate  the 
potential  nomially  present  on  the  skin. 

The  present  studies  seek  to  determine  the  meta- 
bolic energy  sources  of  the  frog  skin  that  are  related 
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to  active  transport.  The  studies  also  seek  to  fur- 
nish information  on  the  nature  of  “tlie  pump.”  The 
third  aspect  of  the  studies  is  to  determine  the  effect 
of  radiation  on  the  active  transport  reactions. 

A manuscript  just  being  completed  describes  how 
our  studies  have  shown  that  the  inner  facing  tissue 
of  the  frog  skin,  the  basal  cell  layer  or  Tela,  is  as- 
sociated with  transport.  A current  theory  holds  that 
the  cholinesterase  of  the  Tela  is  involved  in  the 
pumping  mechanism.  Our  studies  show  that  the 
basal  cell  layer  acts  as  a semi-selective  barrier  to 
many  ions  but  that  it  does  not  contain  the  active 
pumping  mechanism. 

DEPARTMENT  OF  MEDICAL  PSYCHOLOGY 

RICHARD  THOMPSON,  PH.D.,  DAVID  PHIL- 
LIPS, PH.D.,  RICHARD  JOHNSON,  M.D.,  WIL- 
LIAM PRESCOTT,  M.D.,  ROBERT  KRAMER, 
M.D.,  JON  SHAW,  B.A.,  HILTON  SMITH,  B.S. 
and  ROBERT  CONNERS,  M.A. 

Siiidics  of  association  areas  of  cerebral  cortex. 
Support:  NIH  and  NSF. 

The  purpose  of  the  studies  described  here  is  to 
further  understanding  of  the  organization  and  func- 
tions of  “association”  or  silent  areas  of  the  cere- 
bral cortex.  These  regions  of  the  brain  have  ex- 
panded markedly  in  the  course  of  evolution,  reach- 
ing their  maximum  development  in  man.  Using  cats 


and  a series  of  primates  ranging  from  squirrel 
monkey  to  Rhesus  monkey,  we  are  studying  the 
nature  of  sensory  input,  electrical  activity,  and  role 
in  learning  and  other  aspects  of  behavior  of  these 
association  areas.  Equipment  and  methods  utilized 
include  EEC  recording,  oscilloscope  recordings  of 
evoked  activity  to  auditory,  visual  and  tactile  stim- 
uli, and  long  term  conditioning  and  training  experi- 
ments measuring  the  effects  of  removal  of  these 
areas. 

Our  results  to  date  have  demonstrated  that  all 
stimulus  modalities  project  to  association  areas  of 
the  cortex  in  a diffuse  and  undifferentiated  manner. 
There  are  several  sharply  localized  regions  or  foci 
of  projection,  but  for  each  focus  the  distribution  and 
characteristics  of  evoked  responses  to  auditory, 
visual  and  tactile  stimuli  are  identical  in  all  re- 
spects. Further,  these  foci  represent  regions  of 
maximum  spontaneous  EEG  activity.  Recent  find- 
ings suggest  that  these  cortical  association  foci  are 
specialized  regions  for  cortical  projections  of  the 
ascending  reticular  formation  and  diffuse  thalamic 
system.  Our  lesion-behavior  studies  on  the  possible 
functions  of  these  regions  of  cortex  are  consistent 
with  the  electrophysiological  studies  and  suggest  a 
special  role  in  aspects  of  behavior  usually  subsumed 
under  the  general  category  of  “attention”  or  alerting. 
Animals  with  these  areas  removed  are  unable  to  re- 
spond appropriately  to  patterns  of  external  stimu- 
lation, although  they  are  not  impaired  in  simple 
learning  tasks. 
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How  many  make  a bowl  of  soup,  Doctor? 


Naturally,  the  number  of  beans,  peas  or 
lentils  that  go  into  a bowl  of  Campbell’s 
soup  will  depend  on  the  variety  of 
soup  and  on  what  our  experience  and 
our  chefs  tell  us  should  be  in  the  soup. 
But  you  can  be  sure  of  one  thing : every 
bowl  of  Campbell’s  soup  made  with  the  legumes  you 
see  in  our  picture,  will  be  nutritious  and  of  course 
delicious. 

We  think  you’d  enjoy  Campbell’s  Bean  with  Bacon 
Soup,  Green  Pea,  Black  Bean,  Minestrone,  or  Vegetable 
Bean  Soup.  Certainly,  your  patients  would,  too  . . . and 
if  you  can  get  a patient  to  enjoy  the  food  he  needs  to  eat, 
he’ll  be  more  likely  to  stick  to  the  diet  you  prescribe. 

But  when  you  plan  diets  for  patients,  don’t  take  time 
to  count  the  beans.  Instead,  you  can  count  the  calories  or 
grams  of  protein  in  these  soups.  You’ll  see  at  once  that 
several  of  our  soups  would  be  very  desirable  to  use  if  you 


have  a patient  who  needs  to  put  on  weight.  Bean  with 
Bacon  Soup,  for  instance,  contains  about  133  calories  and 
6.8  grams  of  protein  in  a 7 oz.  serving;  and  Chili  Beef 
Soup,  about  131  calories  and  6.2  grams  of  protein. 

At  the  other  end  of  the  scale,  many  of  Campbell’s 
Soups  are  good  to  use  if  you  want  to  give  a patient  some- 
thing satisfying  but  with  fewer  calories.  Vegetable  Bean 
has  about  82  calories  and  4.4  grams  of  protein;  Mines- 
trone only  83  calories  and  about  4.9  grams  of  protein  per 
7 oz.  serving. 

We  feel  you’d  be  interested  in  the  new  series  of  nutri- 
tional analyses  of  all  our  different  soups. 

Write  today  for  your  copy:  Campbell  Soup 
Company,  Dept.  87,  Camden,  New  Jersey. 

Recommend  Campbell’s  Soups  to  your  pa- 
tients . . . and,  of  course,  enjoy  them  yourself. 

There’s  a soup  for  almost  every  patient  and 
diet,  for  every  meal. 
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we  couldn’t  begin  to  get  them  all  into  the  picture . . . 


Much  has  been  said  and  more  has  been  written 
about  the  quality  of,  and  the  motives  behind,  inde- 
pendent drug  research  in  this  country.  So  we  de- 
cided to  take  a look  at  what  we,  as  an  industry,  have 
done  in  terms  of  medical  progress  over  the  years. 

We  made  a list  of  the  most  frequently  prescribed 
drugs  of  1962.  We  gathered  them  together  to  take 
the  picture  you  see  on  this  page.  Then  we  elimi- 
nated all  products  introduced  more  than  10  years 


ago.  But  then,  for  the  camera  to  make  the  labels 
legible,  it  became  necessary  to  eliminate  several 
more. 

Just  10  years  ago  none  of  these  drugs  were  avail- 
able for  your  prescription.  How  much  would  it 
affect  your  practice  if  none  were  available  today? 

This  message  is  brought  to  you  on  behalf  of  the 
producers  of  prescription  products. 


PHARMACEUTICAL  MANUFACTURERS  ASSOC.*  1411  K STREET,  N.W.  . WASHINGTON,  D.C. 


Responds  Promptly  to 

PROTAMIDE 

—colloidal  solution  of  denatured 
proteolytic  enzyme— 

Relief  of  pain  is  prompt  in  non-traumatic  neuritis,  including 
herpes  zoster,  when  Protamide  is  administered  early  in  the 
course  of  the  diseased-^  Equally  important,  complete 
recovery  usually  follows  in  three  to  five  days— even  in 
ophthalmic  herpes  zoster d-® 


Dosage:  1 ampul  I.  M,  daily  for  2 to  5 days; 
longer  if  pain  persists. 

Caution:  Avoid  I.  V.  administration. 

Boxes  of  10  ampuls,  1.3  cc.  each, 
for  intramuscular  injection. 


DETROIT  11,  MICHIGAN 


References:  1.  Baker,  A.  G.:  Penn.  Med.  J.  65:697  (May)  1960.  2.  Smith,  R.  T.:  New  York  Med.  (Aug.  20)  1952,  pp.  16-19. 

3.  Smith,  R.  T.;  Med.  Clin.  N.  Amer.  (Mar.)  1957.  4.  Lehrer,  H.  W.;  Lehrer,  H.  G.,  and  Lehrer,  D.  R.:  Northw. 
Med.  (Nov.)  1955.  5.  Sforzolini,  G.  S.:  Arch.  Ophthal.  62:381  (Sept.)  1959.  6.  Gile,  J.  H.:  W.  Virginia  Med.  J. 
59:120-122  (May)  1963. 
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urine 

tests 


as 

basic 


your 

stethoscope 


Ames  products  are  available 
through  your  regular  supplier. 


oacetest' 

urine  ketones 

0 clinitest’ 

urine  sugar 

Olctotest 


albustix’ 

urine  ffrotein 

clinistix 


urine  glucose 


hemastix' 

hematuria!  hemoglobinuria  \ 

ketostix' 

urine  ketones 

si  phenistix' 

^ ^ urine  bhenylketortes 
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American  Medical  Association 


Portland,  Oregon 


December  1-4,  1963 


17th  CLINICAL  MEETING 

100  Speakers 


• Genes,  Chromosomes,  Immune  Mechanisms 


• Shortness  of  Breath 


• Tissue  Transplantation 


• Surgical  Aspects  of  Infection 

• Acid-Base  Control  • Peptic  Ulcer  • Anticoagulants 

• Problems  of  Adolescence  • Delinquency 

• Mortality  and  Morbidity  Due  to  Smoking 

• Obesity  • Kidney  Problems 

• Artificial  Kidney  Centers  • Undiagnosed  Fever 

• Anemia 

• Heart  and  Blood  Vessel  Surgery 

• Cause  of  Death  in  Automobile  Accidents 
• Trauma  and  Noise  • The  Adolescent  Athlete 


LECTURES  SYMPOSIA  MOTION  PICTURES  COLOR  TELEVISION 
SCIENTIFIC  EXHIBIT  INDUSTRIAL  EXHIBIT 

HOUSE  OF  DELEGATES 
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INVITATION 


F or  the  third  time  in  58  years,  Portland  welcomes  a meeting  of  the  world's 
greatest  medical  association.  Meetings  of  the  American  Medical  Association 
in  Portland,  1905  and  1929,  were  annual  sessions.  The  meeting  to  be  held 

December  1-4,  1963,  is  a Clinical  Meeting,  designed 
as  a superb  post  graduate  session  for  physicians  in 
every  field  of  practice.  Lectures,  panels,  symposia, 
breakfast  round-tables,  motion  pictures,  color  tele- 
vision and  exhibits  will  bring  to  this  meeting  the  latest 
of  research  and  the  best  in  the  modern  practice  of 
medicine.  More  than  100  physicians  from  all  parts 
of  the  country,  and  several  from  abroad,  will  deliver 
lectures  and  participate  in  panel  discussions.  The 
Scientific  Exhibit  alone  will  repay  any  knowledge- 
hungry  physician  for  his  trip  to  Portland  to  attend  the 
Otto  C.  Page,  M.D.  session.  Meetings  of  the  House  of  Delegates  will  be 
General  Chairman  Portland  Hilton  Hotel,  the  headquarters  hotel 

for  the  session.  Officers,  delegates  and  staff  personnel  will  be  at  the  Hilton 
most  of  the  time  throughout  the  session.  Visitors  will  be  welcome  at  House 
sessions  and  any  member  of  AMA  has  the  privilege  of  participating  in  dis- 
cussion of  matters  being  considered  by  reference  committees  of  the  House. 
Breakfast  roundtable  meetings  will  be  at  the  Multnomah,  Benson,  and  Sher- 
aton Hotels.  Scientific  and  technical  exhibits  and  program,  other  than  the 
breakfast  meetings,  will  be  in  Portland's  new  Memorial  Coliseum. 

If  you  have  not  yet  registered  with  AMA  or  requested  room  reservations 
from  the  Portland  Convention  Bureau,  please  do  so  now.  Forms  will  be  found 
on  another  page  in  this  section.  We  want  you  to  attend  this  meeting.  You 
will  enjoy  it.  Sincerely, 

Otto  C.  Page,  M.D. 

General  Chairman 
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EDWARD  ANNIS,  M.D. 
President 

American  Medical  Association 


V 


NORMAN  A.  WELCH,  M.D. 
President-Elect 

American  Medical  Association 
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HEADQUARTERS  EXECUTIVE  STAFF 


AMA  headquarters  staff  will  be  well  represented  at  Portland  and  there 
will  be  opportunity  to  get  aequainted  with  many  of  those  who  work  in  the 
ten  story  building  at  535  North  Dearborn  Street,  Chieago.  More  than  750  are 
employed  there  and  the  Washington,  D.C.  staff  numbers  20.  Many  exeeutive 
positions  are  filled  by  physieians  and  most  of  them  have  been  in  practice. 


JOHN  H.  TALBOTT,  M.D. 

Director,  Scientific 
Publications  Division 


HUGH  H.  HUSSEY,  M.D. 

Director,  Scientific 
Activities  Division 


H.  L.  WHITE,  M.D. 

Director,  Division  of 
Environmental  Medicine 
and  Medical  Services 


AUBREY  GATES 

Director,  Field  Services 


JIM  REED 
Director, 

Communications  Division 
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AMA  headquarters  building  at  535  North  Dearborn  Street,  Chicago.  The  building,  long  owned  by 
AMA,  and  valued  at  well  over  a million  dollars,  was  completely  modernized  recently. 


Administrative  head  at  Chicago  is  F.  J.  L.  Blasingame,  M.D.,  Executive 
Vice-President.  Working  closely  with  him  is  the  Assistant  Executive  Vice-President, 
Ernest  B.  Howard,  M.D.,  who  practiced  in  the  United  States  and  in  South  Amer- 
ica before  joining  the  AMA  staff. 

There  are  eight  administrative  divisions,  each  headed  by  a director  selected 
for  special  knowledge  and  experience  as  well  as  for  executive  ability. 


RUSSELL  H.  CLARK 

Director,  Business  Division 


R.  B.  THROCKMORTON,  L.L.B. 

General  Counsel 


ROY  T.  LESTER,  M.D. 

Manager,  Washington, 
D.C.  Office 
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SPEAKER  AND  VICE-SPEAKER 


MILFORD  O.  ROUSE,  M.D. 

Speaker,  House  of 
Delegates 


W.  C.  BORN'EMEIER,  M.D. 

\'ice  Speaker,  House  of 
Delegates 


TRUSTEES 


DOXOV.^N  F.  WARD,  M.D. 

\’ice  President 


Business  of  the  House  of  Delegates 
is  conducted  with  strict  attention  to 
parliamentary  rules.  The  Portland 
meeting  will  be  the  first  for  the  team 
of  Rouse  and  Bornemeier.  Dr.  Rouse, 
formerly  Vice-Speaker,  was  elected 
to  the  speakership  when  Norman 
Welch  was  named  President-Elect. 
Dr.  Bornemeier  has  long  been  a pop- 
ular and  able  member  of  the  House. 


PERCY  HOPKIXS,  M.D. 

Chairman, 
Board  of  Trustees 


Responsibility  for  every  phase  of  AMA  activity  rests  on 
the  Board  of  Trustees.  It  is  a heavy  burden.  Board  members 
sacrifice  much  time  and  energy  in  fulfilling  their  duties  and 
average  at  least  a fourth  of  their  time  away  from  home.  They 
meet  regularly  in  Chicago  and  hold  innumerable  special  meet- 
ings, called  on  a moment’s  notice,  during  any  session  of  the 
House.  The  Board  does  not  establish  policy  but  carries  out 
directives  and  policies  of  the  House  of  Delegates.  Meetings  of 
the  Board  are  not  open  to  members  of  the  Association  but 
reports  of  its  actions  are  readily  available. 


DWIGHT  L.  WILBUR,  M.D.  C.  L.  HUDSON,  M.D.  R.  B.  ROBINS,  M.D.  JAMES  APPEL,  M.D. 
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G.  M.  FISTER,  M.D. 

Immediate  Past  President 


RAYMOND  M.  MCKEOWN, 
M.D. 


G.  D.  DORMAN,  M.D. 


WESLEY  HALL,  M.D. 


HOMER  PEARSON,  M.D. 


ROBERT  C.  LONG,  M.D. 


LESTER  D.  BIBLER,  M.D. 


L.  D.  SIMENSTAD,  M.D. 
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1 


AR.QEST 

%IT(0N 


Scenes  such  as  those  at  the  left  will  greet 
registrants  at  the  Portland  meeting.  Exhi- 
bits, both  scientifie  and  industrial,  offer  in- 
formation in  many  fields.  It  is  no  small  task 
to  plan  for  such  a meeting.  Photographs 
below  are  of  heads  of  important  commit- 
tees. They  have  been  working  for  a year 
or  more  in  preparing  what  is  expeeted  to 
be  the  best  medical  meeting  ever  held  in 
the  Northwest. 


WILLIAM  C.  SCOTT,  M.D. 

Registration-Hospitality 


^^^LLIS  J.  IRVIXE,  M.D. 

Media  Relations 


JOSEPH  B.  TRAINER,  M.D. 

Television  Programming 


THOMAS  J.  FOX,  M.D. 
Entertainment-Delegates 
Dinner 


Portland  Memorial  Coliseum 
805 

Northwest  Medicine,  October  1963 


PROGRAM 


P rogram  for  the  AMA  Clinical  Meeting  in  Portland  will  bring  to  the  Northwest  the 
newest  of  the  new  and  the  most  recent  information  on  the  old.  Knowledge  of 
genes  and  chromosomes  is  important  in  today’s  practice  of  medicine  but  so 

is  a modern  concept  of  shortness  of  breath.  The  program 
will  include  these  and  a host  of  other  subjects.  It  has  been 
planned  to  assist  physicians  in  all  fields  to  keep  abreast  of 
current  progress.  We  believe  it  is  the  finest  postgraduate 
session  ever  presented  in  this  area  and  we  hope  every  phy- 
sician who  can  possibly  do  so  will  plan  to  attend. 

It  would  be  an  understatement  of  some  proportion  to 
say  that  the  past  year  has  been  a busy  one  for  the  many 
committee  and  subcommittee  members  who  have  been  so 
generous  with  time,  interest,  and  ideas.  Just  a year  ago^  we 
began  planning  for  this  meeting  and  held  the  first  meeting 
of  the  program  committee.  Everyone  agreed  that  the  pro- 
gram must  cover  all  fields  of  medicine,  that  it  must  bring 
to  the  Northwest  the  very  latest  information  of  importance  to  the  practice  of  medicine 
and  that  the  subjects  chosen  must  be  presented  by  the  best  informed  and  most  able 
speakers  in  each  field. 

After  this  was  decided,  we  discussed  subjects  and  devoted  several  meetings  to 
selection  of  the  type  of  material. 

The  subjects  chosen  represent  a consensus  of  the  main  committee  after  many 
sessions  and  a great  deal  of  pertinent  discussion.  At  about  the  time  these  discussions 


Huldrick  Kammer,M.D. 
Chairman, 
Program  Committee 


were  going  on,  we  held  subcommittee  meetings  with  representatives  from  the  various 
specialties.  These  meetings  added  information  on  the  importance  of  particular  sub- 
jects but  were  most  helpful  in  providing  lists  of  top  indi\  iduals  in  each  field.  It  was 
from  these  lists  that  we  began  in\  iting  the  more  than  100  physicians  and  research 
scientists  who  will  present  the  program. 

\\'ith  the  exception  of  breakfast  sessions  in  downtown  hotels,  the  entire  program 
will  be  presented  at  Portland’s  new  Memorial  Coliseum  where  there  is  ample  exliibit 
space  as  well  as  numerous  lecture  rooms,  all  equipped  with  excellent  projection  and 
\oice  amplification  equipment. 

There  will  be  two  general  sessions,  11:30  to  12:30  Tuesday  and  Wednesday,  De- 
cember 3,  and  4.  No  other  lectures  have  been  scheduled  for  these  times.  On  Tuesday, 
Rupert  E.  Billingham,  Ph.D.  of  the  Wistar  Institute,  Philadelphia,  will  discuss  de- 
velopments in  the  field  of  tissue  immunity  and  the  problems  invoked  in  transplanta- 
tion. His  recognition  in  this  field  is  worldwide. 

At  the  general  session  on  Wednesday,  Professor  C.  H.  Stuart-Harris,  Director  of 
the  Department  of  Medicine,  Uni\  ersity  of  Sheffield,  England,  will  deliver  a lecture  on 
shortness  of  breath.  His  studies  have  been  in  the  fields  of  chronic,  nonspecific  pul- 
monary disease,  and  infections,  both  bacillary  and  viral. 

Breakfast  sessions  will  be  informal,  panel  type  discussions  de\'oted  to  topics  in 
special  fields.  These  will  start  at  7:00  a. m.,  at  the  Multnomah,  Benson  and  Sheraton 
hotels,  on  Monday  and  Tuesday  only. 

Other  than  at  the  time  of  the  general  sessions,  there  will  be  three  simultaneous 
programs  at  the  Coliseum.  In  developing  this  part  of  the  meeting,  the  committee 
gave  particular  attention  to  the  symposia  and  to  selection  of  moderators. 

J.  Engelbert  Dunphy,  of  the  Unix  ersity  of  Oregon  Medical  School,  well  known  for 
his  skill  in  producing  lively  panel  discussions,  will  be  moderator  for  a team  highly 
qualified  in  the  field  of  surgical  aspects  of  infection.  Members  of  Dr.  Dunphy’s  panel 
will  be  W.  M.  M.  Kirby  of  Seattle,  Jacob  Fine  of  Boston  and  Edwin  |.  Pulaski,  of  Wash- 
ington, D.C. 

Another  exceptional  panel  will  include  Levin  Grumbach  of  New  York,  Arno  Mo- 
tulsky  of  Seattle,  Carl  Pearson  of  Los  Angeles  and  Robert  Blizzard  of  Baltimore,  all 
of  whom  are  currently  making  significant  contributions  to  the  rapidly  growing  fields 
of  genetics  and  immunology.  The  discussion  will  be  moderated  by  Robert  Koler  of  Port- 
land. 

The  subject  of  breast  cancer  treatment  will  bring  to  the  meeting  the  experience  of 
Ian  Macdonald  and  Richard  Martin  of  the  M.  D.  Anderson  Hospital  in  Houston.  They 
will  be  joined  by  Maurice  Lenz,  emeritus  professor  of  radiology,  Columbian  Presby- 
terian Hospital,  New  York. 

One  of  the  sections  will  devote  an  entire  day  to  kidney  problems.  This  will  in- 
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elude  a very  new  coneept  of  acid-base  control  and  a symposium  on  intermittent  di- 
alysis. The  dialysis  symposium  will  be  presented  by  a Bostonian  and  the  Seattle  team 
headed  by  Belding  Scribner  who  has  been  the  outstanding  investigator  in  this  field. 
With  Dr.  Scribner,  from  Seattle,  will  be  S.  T.  Boen  and  John  S.  Murray.  William  B. 
Sehwartz,  Jr.,  will  be  the  Boston  member  of  the  panel.  One  aspect  of  this  discussion 
will  be  the  economic  problem  raised  when  the  method  became  available  and  reliable 
but  so  expensive  that  it  could  not  be  offered  to  all  who  might  benefit  from  it. 

Another  day-long  program,  of  very  great  interest  to  pediatricians  and  those  deal- 
ing with  juvenile  delinquency,  will  be  devoted  to  problems  of  adolescence.  Speakers 
for  this  section  will  be,  Frank  Douglass,  Seattle,  president  of  the  Ameriean  College 
of  Pediatrics,  evaluation  of  the  adolescent;  Felix  P.  Heald,  Washington,  D.C.,  nutrition; 
Solomon  Kaplan,  Los  Angeles,  growth;  Janet  McArthur,  Boston,  gynecologic  disorders; 
Adolph  Crist,  Seattle,  social  habits  and  delinquency;  and  Donald  B.  Slocum,  Eugene, 
the  adolescent  athlete. 

Miscellaneous  topics  for  discussion  include  use  of  anticoagulants,  peptic  ulcer, 
metabolic  obesity,  anemia,  edema,  fever  of  unknown  origin,  smoking  related  to  mor- 
tality and  morbidity,  heart  and  blood  vessel  surgery,  causes  of  death  in  automobile 
accidents,  and  many  others. 

Educational  rewards  for  those  attending  the  meeting  will  not  be  confined  to  the 
lectures  and  symposia.  Color  television  will  bring  wet  and  dry  clinical  material,  other- 
wise not  available  for  presentation,  into  the  Coliseum  and  will  permit  two  way  com- 
munication between  the  audience  and  the  surgeon  during  an  operation  or  a panel 
discussing  cases  shown.  Those  who  have  not  seen  the  type  of  color  television  provided 
by  the  Smith,  Kline  and  Erench  Laboratories  will  be  amazed  by  the  clarity  of  the  large 
screen  pictures  and  the  ease  of  vocal  communication  between  the  Coliseum  and  the 
hospital  from  which  the  program  is  transmitted. 

Those  attending  an  AMA  meeting  for  the  first  time  will  also  discover  that  it  would 
[)e  possible  to  spend  almost  the  entire  time  of  the  meeting  studying  the  scientific 
exhibits  where  there  is  always  a wealth  of  educational  material,  displayed  graphically 
and  where  the  exhibitor  is  usually  present  to  answer  questions  or  explain  the  various 
aspects  of  the  exhibit. 

Einally,  no  one  will  want  to  miss  the  industrial  exhibit  where  pharmaceuticals, 
instruments,  equipment,  books,  and  services  will  be  ready  for  inspection  and  where 
manufacturers’  representatives  will  be  available  to  discuss  the  wares  on  display. 

We  have  planned  the  meeting  to  have  something  of  interest,  importance  and  value 
to  everyone.  The  committee  believes  sineerely  that  you  will  enjoy  it. 

Cordially, 

Uuldrick  Kammer,  M.D. 

Chairman,  Program  Committee 
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CLINICAL 

MEETING 

PORTLAND,  OREGON  DECEMBER  1-4,  10B3 


For  the  first  time  in  34  years,  the  American  Medical  Association  returns  to  Portland — America’s  newest  convention 
city— with  a four-day  program  of  compelling  interest  to  every  physician  regardless  of  specialty. 

Symposiums,  lectures,  discussions,  original  research  exhibits — all  presented  by  America’s  leading  clinicians  and  practi- 
tioners— provide  a comprehensive  yet  compact  curriculum  in  postgraduate  education  for  the  busy  practicing  physician. 

Top  Programs  with  Top  Participants:  ■ Genes,  Chromosomes  and  Immune  Mechanisms  ■ Breast  Cancer  ■ Tissue 
Transplants  ■ Surgical  Aspects  of  Infection  ■ Renal  Physiology  ■ Problems  of  Adolescent  Patients  ■ Heart  and  Blood 
Vessel  Surgery  ■ Clinical  Approach  to  Anticoagulants,  Metabolic  Obesity,  Anemia  and  Edema  ■ Pulmonary  Disease 
AND— Special  Programs  for  All  Specialties  ■ Closed  Circuit  Live  TV  ■ Motion  Picture  Programs 
Complete  scientific  program  and  forms  for  advance  registration  and  hotel  accommodations  — 

JAMA  October  26 

IF  IT'S  NEW- IF  IT’S  IMPORTANT- IT'S  IN  PORTLAND 


■ 


TO  ASSURE  YOUR  AMA  ACCOMMODATIONS  AT  THE 
17th  CLINICAL  MEETING  FILL  IN  THE  COUPON  BELOW: 


Circulation  and  Records  Dept. 

American  Medical  Association 

535  North  Dearborn  Street,  Chicago,  Illinois 


60610 


CUT  HERE 

FOR  ADVANCE  REGISTRATIOIM  OF  PHYSICIANS 

This  coupon  must  be  returned  before  November  18,  1963  to  receive  your  advance  registration  identification  card 
for  Portland,  Oregon.  Your  card  will  be  sent  to  you  on  November  21  unless  you  request  an  earlier  mailing  date. 


Name  (PLEASE  PRINT) 

Add  ress 

STREET 

I am  a Member  of  the  AMA  thru  the 

service: 


(EACH  PHYSICIAN  MUST  REGISTER  IN  HIS  OWN  NAME) 


CITY 


ZONE 


STATE 


.State  Medical  Association  or  in  the  following  government 
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PORTLAND  HOTEL  RATES  FOR  1963  CLINICAL  MEETING 


HOTEL 

SINGLES  DOUBLES 

TWINS 

SUITES 

1.  Sheraton-Portland  Hotel 

$ 8.50... $13.85- 

$13.85- 

$20.00- 

15.75 

18.00 

39.00 

2.  Roosevelt  Hotel 

$ 7.00-  $ 8.50- 

$10.00 

8.50  10.00 

12.00 

3.  Multnomah  Hotel 

$7.00,  $10.00, 

$14.00 

$35,00- 

single  or  double  occupancy 

50.00 

4.  Hungerford  Hotel 

$ 5.00-  $ 7.50- 

$ 8.50- 

$17.50 

6.00  8.00 

9.50 

5.  Benson  Hotel 

$12.50- 

$15.00- 

$38.00- 

17.50 

26.00 

46.00 

6.  Portland  Hilton  Hotel (Headquarters  Hotel— No  Rooms  Available) 


HOTEL  SINGLES  DOUBLES  TWINS  SUITES 

7.  Congress  Hotel— (Co-Headquarters) $8.00-  $10,00-  $12.00-  $20.00 

10.00  12.00  15.00  

8.  New  Heathman  Hotel— (Co-Headquarters).  .$  6.00-  $8.00-  $8.50-  $16.00- 

9.50  11.00  11.00  25.00 

9.  Cosmopolitan  Portland  Motor  Hotel $10.00-  $14.00-  $14.50-  $28.00- 

11.00  15.00  16.00  32.00 


10.  Thunderbird  Motor  Hotel $8.00-  $11.00... $12,00  

11.  Doric  Motel $9.00  $13.00... $22.00- 

28.00 

12.  Park  Haviland  Hotel $ 6.50-  $ 8.00-  $10.00-  $16.00- 

7.00  8.50  11.50  30.00 


TO  ASSURE  YOUR  AMA  ACCOMMODATIONS  AT  THE 
CLINICAL  MEETING  FILL  IN  THE  COUPON  BELOW: 

AMA  HOUSING  BUREAU  C/0  PORTLAND  CONVENTION  BUREAU 
1020  S.W.  Front  Avenue,  Portland  4,  Oregon 


CUT  HERE 

FOR  ROOM  RESERVATIONS 

Please  print  or  type  six  choices  of  Hotels  or  Motels: 

1st 4th 

2nd 5th 

3rd 6th 

Please  enter  my  reservation  at  the  above  hotel  for  □ single  □ double 

Date  Arriving ' .hour _a.m 

Room  will  be  occupied  by: 

NAME  STREET  ADDRESS  cTtY  ZMe  STATE 

Additional  Occupants: 

Please  attach  list  of  additional  names  if  you  do  not  have  sufficient  space  here.  Also  list  ages  of  children  if  any. 


If  you  are  an  industrial  exhibitor,  be  sure  to  give  name.of  firm  and  individuals  to  occupy  room  or  rooms  reserv^f.  Please  make  ail  changes  and  cancellations  through  the  Housing  Bureau.  Hotel  reservations  will 
be  held  only  until  6 p.m.  unless  otherwise  soecified. 


□ twin  □ suite  at  $ 

.p.m.  Leaving 
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RALEIGH  HILLS  HOSPITAL* 

Member  of  the  American  Hospital  Association;  Recognized  by  the  American  Medical  Association 

EXCLUSIVELY  for  the  TREATMENT  of 

ALCOHOL  ADDICTION 

by  Conditioned  Reflex  and  Adjuvant  Methods 

MEDICAL  STAFF: 

John  R.  Montague,  M.D.  Norris  H.  Perkins,  M.D.  Merle  M.  Kurtz,  M.D. 

John  W.  Evans,  M.D.,  Consulting  Psychiatrist 

Raleigh  Hills  Hospital 

LARRAE  A.  HAYDON,  ADMINISTRATOR 
JEAN  B.  TANNER,  ADMINISTRATOR 

6050  S.W.  Old  Scholls  Ferry  Road  Portland  7,  Oregon  Mailing  Address:  P.  O.  Box  366 

Telephone:  CYpress  2-2641 

Jf  FORMERLY  RALEIGH  HILLS  SANITARIUM,  Inc. 


compatible  with  a well- 
balanced  menu.  As  a 
pure,  wholesome  drink, 
it  provides  a bit  of  quick 
energy.. brings  you  back 
refreshed  after  work  or 
play.  It  contributes  to 
good  health  by  provid- 
ing a pleasurable  mo- 
ment’s pause  from  the 
pace  of  a busy  day. 
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J 


1928 


FAMILY 

PORTRAIT 


w 


The  containers  shown  are  the  present  day  Don 
Baxter,  Inc.  container  and  its  ancestors.  As  a 
matter  of  fact,  the  one  marked  1928  is  the  first 
successful  parenteral  fluid  container  made  by 
any  company  anywhere. 

The  fact  that  Don  Baxter,  Inc.  made  the  first 
parenteral  container  is  a source  of  considerable 
pride  to  us,  but  the  pride  would  be  hollow  if  we 
had  not  improved  the  container  as  medical 
science  and  technology  advanced.  Don  Baxter, 
Inc.  has  moved  ahead  and  has  contributed  sig- 
nificantly to  the  field  of  parenteral  therapy  in 
its  35-year  history. 

Today,  we  offer  a complete  line  of  solutions 
and  the  simplest  and  safest  method  of  trans- 
porting them  into  your  patient’s  vein.  Perhaps 
this  is  why  Baxter  solutions  and  sets  have  the 
largest  hospital  acceptance  in  the  West. 

We  would  like  to  use  this  35  years  of  know-how 
to  serve  you. 


i 


DON  BAXTER,  INC.  GLENDALE,  CALIF. 


y 


ANY 


QUESTIONS? 

Not  with  the  Baxter  parenteral  system.  The 
latex  membrane  has  only  one  “dimple,”  one  obvi- 
ous place  to  add  medication  before  administra- 
tion. No  more  dislodged  air  tubes  or  wasted 
medication. 

This  simplicity  of  design  is  typical  of  all  aspects 
of  the  Baxter  system.  It  is  one  more  reason  why 
we  say  that  “the  difference  is  medical  engineer- 
ing.” Medical  engineering  recognizes  that  sim- 
plicity of  operation  reduces  the  possibility  of 
error  at  your  patient’s  bedside.  Medical  engi- 
neering gives  you  . . . 

SAFETY  THROUGH  SIMPLICITY 


WASHINGTON 


Washington  State  Medical  Association — 1309  seventh  avenue,  Seattle  i, Washington 

PRESIDENT  Robert  B.  Hunter,  M.D.,  Sedro  Woolley 
SECRETARY  Carl  E.  Mudge,  M.D.,  Seattle 

EXECUTIVE  SECRETARY  Mr.  R.  F.  Gormau,  Seattle 

annual  meeting  September  13-16,  1964,  Seattle 


Ob-Gyn  Review  Course 


HARRY  PRYSTOWSKY,  M.D. 


WILLIAM  F.  MENGERT,  M.D. 


BEN  M.  PECKHAM,  M.D. 


Five  guest  speakers  have  been  invited,  by  Charles 
A.  Hunter  of  the  University  of  Washington  School 
of  Medicine,  to  join  members  of  the  University 
faculty  in  presenting  a well-balanced  postgraduate 
course  in  obstetrics  and  gynecology.  It  will  be  given 
at  the  Health  Sciences  Building  in  Seattle,  Decem- 
ber 5,  6.  Dr.  Hunter,  Professor  and  Chairman  of 
the  Department  of  Obstetrics  and  Gynecology,  has 
designed  it  as  a general  review  and  refresher  course, 
with  special  emphasis  on  recent  clinical  advances. 
Other  faculty  members  participating  will  be  Walter 

L.  Herrmann,  David  C.  Figge,  and  Wayne  L.  John- 
son. 

Guest  speakers  will  be  Harold  L.  Gainey,  Clinical 
Professor  of  Obstetrics  and  Gynecology,  University 
of  Kansas  School  of  Medicine;  William  F.  Mengert, 
Professor  and  Chairman  of  Obstetrics  and  Gynec- 
ology, Unversity  of  Illinois  College  of  Medicine;  Ben 

M.  Peckham,  Professor  and  Chairman  of  Obstetrics 
and  Gynecology,  University  of  Wisconsin  Medical 


School;  Harry  Prystowsky,  Professor  and  Head  of 
Obstetrics  and  Gynecology,  University  of  Florida 
College  of  Medicine;  and  Richard  E.  Symmonds, 
Assistant  Professor  of  Obstetrics  and  Gynecology, 
The  Mayo  Foundation,  University  of  Minnesota 
Graduate  School  of  Medicine. 

Program  will  include  discussions  on  labor  in  con- 
tracted pelves,  prolonged  labor,  premature  rupture 
of  membranes,  modern  use  of  forceps,  postmaturity, 
anatomy  of  uterovaginal  prolapse,  cystocele  and 
rectocele,  stress  incontinence,  and  endometriosis. 
There  will  be  ample  opportunity  to  question  the 
speakers  at  the  round  table  discussions  concluding 
the  program  each  day. 

Those  interested  in  attending  this  review-refresher 
course  should  register  promptly.  Write  to  Mrs. 
Alice  Steen,  Department  of  Postgraduate  Education, 
University  of  Washington  School  of  Medicine,  Seat- 
tle, Washington  98105. 
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WSHA  Annual  Symposium 


BELUING  H.  SCRIBNER,  M.D.  ELIOT  CORDAY,  M.D. 


The  W’ashington  State  Heart  Association’s  Fif- 
teenth Annual  Symposium  is  to  be  held  November 
8 and  9 at  the  University  of  Washington.  One  of 
the  general  topics  of  interest  is  status  of  dialysis  ther- 
apy in  treatment  of  chronic  uremia  by  Belding  H. 
Scribner.  Eliot  Corday  will  discuss  recent  advances 
in  treatment  of  cardiac  arrhythmias  and  unusual 
clinical  manifestations. 

Other  speakers  on  the  program  are:  William 
Chardack,  Veterans  Administration  Hospital,  Buf- 
falo; M.  G.  Criscitiello,  Georgetown  University  Hos- 
pital, Washington,  D.G.;  Bernad  Lown,  Harvard 
University  School  of  Public  Health,  Boston;  Neal 
S.  Bricker,  Washington  University,  St.  Louis;  Marcel 
Legrain,  Paris;  and  E.  Donnall  Thomas,  The  Mary 
Imogene  Bassett  Hospital,  Cooperstown,  New  York. 


Common  Medical  Emergencies 

A course  on  Common  Medical  Emergencies  will 
be  given  at  the  Auditorium  of  the  Health  Sciences 
Building  at  the  University  of  Washington  School  of 
Medicine  on  November  21-22.  The  course  is  de- 
signed to  cover  a number  of  emergencies  to  be  met 
by  physicians  in  any  field  of  practice. 

OBITUARIES 

DR.  PATRICK  DEEVY,  28,  of  Spokonc,  died  August  21 
of  Hodgkins  disease.  He  graduated  from  Creighton 
University  School  of  Medicine  in  1961.  Dr.  Deevtj 
teas  a re.sident  in  general  surgery  at  Sacred  Heart 
Hospital. 

DR.  CARL  ERB,  tclio  had  practiced  in  Bellingham 
since  1905,  died  August  18.  He  teas  83.  Dr.  Erh 
graduated  from  the  University  of  Michigan  Medical 
School  in  1902,  he  teas  licensed  in  1905,  He  teas 
retired. 

DR.  c.  L.  HOEFFLER,  of  Everett,  died  August  29.  His 
degree  teas  granted  by  Starling  Medical  College  in 
1901,  he  teas  licensed  in  1904.  He  practiced  in  Spo- 
kane, Skagit  County,  and  Ellensburg  before  moving 
to  Everett  in  1913.  He  retired  from  active  practice  in 
1948.  He  teas  87. 

DR.  H.ARVEY  o.  DANIEL,  74,  died  July  5.  He  had  prac- 
ticed in  Everett  23  years  prior  to  his  retirement  6 
years  ago.  Dr.  Daniel  served  with  the  U.S.  Army 
during  World  War  1.  He  received  his  degree  from 
the  University  of  Kansas  School  of  Medicine  in  1919. 
Death  was  due  to  cerebral  hemorrhage. 


Inc. 


MEDICAL  TREATMENT  FOR 


ALCOHOLISM 


A member  of  the  American  Hospital  Association  and  ap- 
proved by  the  American  Medical  Association.  Devoted 
exclusively  to  providing  medical  and  psychiatric  care  for 
alcoholics  and  medical  research  in  the  field  of  alcoholism. 


7106  35th  AVE.,  S.W.  • SEATTLE  6,  WASHINGTON  • WEst  2-7232 
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'I 


IMEOSORB^ 

peptic  ulcer  management 
without  acid  rebound 


economical  to  use  • less  constipation 


Each  Tablet  contains 

Aluminum  Hydroxide  Gel  (Dried) 
4 grs.  (0.26  gram) 

Magnesium  Trisilicate 

7 grs.  (0.45  gram) 

Methylcellulose  (mucin-like 
colloid)  1 gr.  (0.065  gram) 


Dosage:  2 tablets  every  2 to  4 
hours.  Tablets  to  be  chewed  and 
swallowed  with  minimum  amount 
of  fluids.  1 tablespoonful  of  liquid 
neosorb  equivalent  to  2 neosorb 
tablets.  Supplied  in  sizes  100,  500 
and  1,000  tablets.  Liquid  in  quarts 
and  pints. 


fob/ef 
or  liquid 


Prescribe  NEOSORB®  with  confidence 


Haack  Laboratories,  Inc.,  Portland  1,  Oregon 


1 
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The  one  tranquilizer  that 


r 


BELONGS 
IN  EVERY 
PRACTICE 


it’s  versatile: 


The  years  have  proved  that  ‘Miltown’  [meprobamate)  is  the  one 
tranquilizer  that  is  helpful  in  almost  every  aspect  of  daily  practice. 
Virtually  any  of  your  patients,  regardless  of  age,  can  be  given  the 
drug  with  confidence,  either  as  a primary  treatment  or  as  an  adjunct 
to  other  therapy. 

Outstanding  record  of  safety:  Over  eight  years  of  clinical  use  among  i 
millions  of  patients  throughout  the  world  — plus  more  than  1500  pub- 
lished reports  covering  the  use  of  the  drug  in  almost  every  field  of 
medicine  — support  your  prescriptions  for  ‘Miltown’  (meprobamate). 
This  is  why  it  “belongs  in  every  practice.” 


dependable: 


‘Miltown’  [meprobamate)  is  an  established  drug.  There  are  no  sur- 
prises in  store  for  you  or  your  patient.  You  can  depend  on  it  to  help 
your  patients  through  periods  of  emotional  distress  — and  to  help 
maintain  their  emotional  stability. 


easy  to  use:  Because  ‘Miltown’  [meprobamate)  is  compatible  with  almost  any  other 

kind  of  drug  therapy,  you’ll  find  it  fits  in  easily  with  any  program  of 
treatment  you  are  now  using.  It  will  not,  therefore,  complicate  treat- 
ment of  patients  seen  in  clinical  practice. 


BRIEF  SUMMARY:  Indications:  Anxiety  and  tension  states,  and  all  conditions  in  which  anxiety 
and  tension  are  symptoms.  Side  Effects:  Slight  drowsiness  may  occur  and,  rarely,  allergic  or 
idiosyncratic  reactions,  generally  developing  after  1-4  doses  of  the  drug.  Contraindications: 
Previous  allergic  or  idiosyncratic  reactions  to  meprobamate  contraindicate  subsequent  use. 
Precautions:  Should  administration  of  meprobamate  cause  drowsiness  or  visual  disturbances, 
the  dose  should  be  reduced.  Operation  of  motor  vehicles  or  machinery  or  other  activity  requir- 
ing alertness  should  be  avoided  if  these  symptoms  are  present.  Effects  of  excessive  alcohol 
may  possibly  be  increased  by  meprobamate.  Prescribe  cautiously  and  in  small  quantities,  to 
patients  with  suicidal  tendencies.  Massive  overdosage  may  produce  lethargy,  stupor,  ataxia, 
coma,  shock,  vasomotor  and  respiratory  collapse.  Consider  possibility  of  dependence,  particu- 
larly in  patients  with  history  of  drug  or  alcohol  addiction;  withdraw  gradually  after  prolonged 
use  at  high  dosage.  Complete  product  information  availahle  to  physicians  on  request. 

USUAL  ADULT  DOSAGE:  1 or  2 400  mg.  tablets  t.i.d. 

SUPPLIED:  400  mg.  scored  tablets,  200  mg.  coated  tablets. 


CM-968? 


The  insomniac  The  tense,  nervous  patient  The  heart-disease  patient  The  surgical  patient 


P;  girl  with  dermatosis  Tension  headache  The  woman  in  menopause  Anxious  depression 


r remenstrual  tension 


The  agitated  senile  patient 


The  alcoholic 


The  problem  child 


the  original  brand  of 
meprobamate 


The  G.I.  patient 


1 


WALLACE  LABORATORIES 
Cranbury,  N.J. 


IDAHO 


Idaho  State  Medical  Association — 364  sonna  building,  Boise,  Idaho 

PRESIDENT  Paul  B.  Heustou,  M.D.,  Twin  Falh 

SECRETARY  A.  Curtis  Jones,  M.D.,  Boise 

EXECUTIVE  SECRETARY  Mr.  A.  L.  Bird,  Boise 
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I am  most  humble  today  in  accepting  the  high 
office  of  President  of  the  Idaho  State  Medical  As- 
sociation. I fully  realize  the  responsibiliU'  that  goes 
with  this  position  and  recognize  that  it  will  be  no 
little  task  to  follow  the  outstanding  leadership  that 
has  been  generously  given  to  organized  medicine 
by  President  Shaw  and  the  physicians  who  were  his 
predecessors. 

I am  veiv’  grateful  for  this  opportunity-  to  discuss 
briefly  with  you  some  of  the  goals  which  I hope 
we  can  achieve  during  the  coming  year.  I recognize 
that  without  your  assistance,  understanding  and 
wholehearted  cooperation,  and  that  of  all  members 
of  our  association,  my  efforts  will  be  futile. 

I personally  assure  you  that  I shall  make  every 
attempt  to  carry  out  the  duties  as  your  President, 
and  the  directives  of  this  House  of  Delegates  and 
the  Constitution  and  By-Laws  of  the  Idaho  State 
Medical  Association,  in  an  honest,  efficient  and,  I 
hope,  effective  manner. 

I look  forward  to  the  challenge  and  accept  the 
responsibility  with  MGAH. 

My  door  is  open  to  you  and  all  of  the  other  mem- 
bers of  our  association  at  all  times.  I shall  welcome 
your  suggestions  and  comments. 

I fully  realize  that  we  are  all  busy  practicing 
physicians  and  that  our  primary  interest  and  re- 
sponsibility is  that  of  providing  unexcelled  medical 
care  for  our  patients,  yet  I can  predict  that  even 
though  we  all  are  busy  now,  that  our  activities  will 
probably  increase  in  the  coming  year.  As  a matter 
of  fact,  I believe  it  is  our  obligation  to  become  even 
busier  doctors  if  we  are  to  improve  the  public  image 
of  ourselves  as  individuals  and  as  a professional 
group. 

W'e  are  being  bombarded  on  all  sides  by  politi- 
cians, labor  leaders  and  other  loud  critics— yes,  some 


even  within  our  own  ranks— for  the  stand  we  have 
taken  and  the  effort  that  has  been  put  forth  by  so 
many  of  us  to  preserve  freedom  from  further  govern- 
mental interference  in  the  practice  of  medicine  and 
surgeiv'. 

M'e  are  being  blasted  with  charges  that  we  have 
no  right  to  take  an  interest  in,  or  be  active  in,  poli- 
tics. We  are  being  told  that  we  should  confine 
our  activities  to  caring  for  the  sick  and  injured  and 
leave  all  other  matters,  regardless  of  their  nature, 
to  those  who  proclaim  they  are  expert  in  the  field- 
even  if  the\-  are  experts  only  by  their  owm  statements. 

I am  sure  that  the  av'erage  politician  on  almost 
any  level,  be  it  local,  county,  state  or  national, 
would  much  prefer  to  have  the  physician  not  par- 
ticipate in  this  field.  I have  often  wondered  why 
this  resistance  to  our  activities  exists  and  I think 
that  maybe  I have  come  up  with  somewhat  of  an 
answer.  Here  are  my  feelings  on  this  matter: 

The  average  person  is  somewhat  afraid  of  you. 
He  knows  that  you  have  a college  education,  plus 
a minimum  of  five  years  additional  education.  He 
knows  you  have  been  exposed  to  all  types  of  people 
during  the  educational  years  and  and  that  your  con- 
tacts during  this  period  were  exceptional.  He  knows 
that  you  are  a student,  that  you  read  a great  deal 
and  he  doesn’t  understand  many  of  the  publications 
you  read.  He  knows  that  most  people  have  a great 
deal  of  confidence  in  you  and  he  has  no  way  of 
knowing  about  discussions  and  visits  you  have  with 
your  patients. 

He  knows  that  you  live  in  a better-than-average 
home,  that  your  economic  status  is  well  above  the 
average,  and  that  you  provide  a serv’ice  that  is 
extremely  essential  and  necessary. 

All  of  these  things,  and  perhaps  many  more,  are 
the  items  which  make  the  politician  unfriendly  to 
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US,  and  gives  him  courage  to  accuse  us  of  making 
medical  care  so  expensive  that  the  average  person 
cannot  afford  it,  even  though  medical  care  and  your 
fees  have  risen  only  95  per  cent  from  1940  to  1960 
while  everything  else  rose  from  150  per  cent  to 
1 233  per  cent. 

I We  do  know  that  we  are  forced  to  increase  the 

I cost  of  medical  care  if  we  are  to  remain  in  practice 

I and  thus  provide  the  best  medical  care  in  the  world. 

I 1 personally  feel  that  we  must  convince  our  fellow 

citizens  that  our  battle  is  not  for  our  own  selfish 
gains  but  is  a method  of  insuring  continuation  of  the 
high  standards  of  medical  care  we  follow  in  our 
state  today. 

This  leads  me  to  comment  on  some  of  the  re- 
, sponses  that  were  made  with  regards  to  the  mem- 

! bership  survey  conducted  last  year.  It  was  indeed 

; disheartening  to  see  how  frequent  the  remark  was 

made  that  we,  as  physicians,  should  withdraw  from 
any  type  of  political  activity. 

This  type  of  statement  is  just  exactly  what  the 
socializers  in  the  great  country  want  us  to  do.  1 
I actually  believe  that  some  of  our  members  have  al- 

ready been  brain-washed  by  those  who  are  promot- 
ing the  ever  increasing  element  of  socialism. 

Fortunately,  most  of  us  have  good  rapport  with 
I a vast  majority  of  our  patients,  and  I believe  they 

will  listen  to  our  viewpoint  on  national  legislation 
I if  we  will  take  a moment  to  tell  it.  I feel  that  if  we 

I could  obtain  100  per  cent  support  from  ALL  mem- 

j bers  of  the  medical  profession,  we  could  exert  a 

I tremendous  influence  in  politics. 

! To  turn  our  backs  on  political  activity,  to  me  is 

I to  behave  like  the  ostrich  sticking  his  head  in  the 

sand.  I do  not  profess  to  be  a politician,  I do  not 
like  to  expound  my  own  political  philosophy  to  other 
I people,  but  I believe  that  we  have  reached  a point 

! where  it  is  essential  that  we  appeal  to  the  emotions 

of  people. 

We  must  point  out  the  heritage,  the  traditions 
and  the  blessings  of  America.  We  must  show  that 
King-Anderson  and  similar  legislation  will  insidi- 
ously erode,  eat  away  and,  yes,  eventually  destroy 
America.  Deep  in  my  heart,  I feel  that  the  people 
of  Idaho  and  America  are  still  dedicated  to  the 
principles  of  our  forefathers,  and  that  none  of  us 
will  dump  our  heritage  for  a mess  of  pottage  or 
support  the  destruction  of  our  American  system. 

I don’t  think  I have  to  remind  you  that  the  forces 
of  government  are  inclined  in  this  direction  and  they 
are  being  assisted  by  many  persons  in  the  labor- 
ranks  in  exerting  every  political  tactic,  ethical  or 
unethical,  to  accomplish  their  goal. 

Though  we  do  not  have  an  election  in  Idaho 
during  the  next  12  months,  I believe  we  should  be 
shoring  up  our  political  organization— Idaho  Medical 
Political  Action  Committee— with  money  and  activ- 
ites. 
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I assure  you  that  I shall  do  everything  possible 
to  extend  the  service  of  the  Idaho  State  Medical 
Association  and  its  officers  and  councilors  to  you 
as  members  of  the  House  of  Delegates,  to  your  com- 
ponent society  and  to  you  as  individual  members. 

Should  it  be  necessary  to  call  art  Interim  Sessiotr 
of  the  Hoitse  of  Delegates,  it  will  be  done. 

If  yoitr  local  societies  have  problems  too  difficirlt 
to  handle  orr  a local  level,  I believe  you  are  en- 
titled to  reqirest  the  services  of  the  state  association. 
We  shall  be  happy  to  extend  aid  and  service  throirgh 
the  proper  committees  or  personnel  who  might  at- 
tempt to  resolve  the  problems  to  the  best  advantage 
of  all  concerned. 

I should  like  to  dwell  on  this  matter  for  a momerrt. 
I have  strongly  felt  for  some  time  rrow  that  we  have 
problems  irr  our  comporrent  societies  that  sometimes 
cannot  be  handled  satisfactorily  at  the  local  level. 
Often  times  we  are  standing  too  close  to  the  trees 
to  see  the  forest.  I believe  it  is  occasionally  better 
to  have  air  orrtside,  unbiased,  uirprejudiced,  com- 
petent individiral  or  committee  evahrate  a situatiorr 
irr  a manner  which  canirot  be  done  locally,  everr 
thoirgh  every  effert  is  made  to  solve  the  problem 
locally. 

It  was  pleasing  to  me  to  learn,  from  the  survey, 
that  the  membership  overwhelmingly  endorsed  the 
functions  of  the  House  of  Delegates.  A total  of  255 
members  expressed  the  confideirce  that  yorr  were 
furrctionirrg  properly.  Eleven  said  they  didn’t  think 
you  were,  while  39  failed  to  answer  the  question. 

This  certainly  indicates  to  me  that  the  House  of 
Delegates,  urrder  our  Corrstitution  and  By-Laws, 
is  functioning  in  an  efficient  arrd  effective,  repre- 
sentative marrner.  We  shall  never  be  able  to  com- 
pletely satisfy  all  of  our  members,  and  though  we 
cair  not  igrrore  oppositiorr,  we  must  move  forcefirlly 
ahead  knowing  that  we  have  the  sanction  of  the 
majority  of  our  membership. 

On  the  other  hand,  I was  somewhat  dishearterred 
by  the  answers  received  to  the  question:  “Are  you 
interested  in  servirrg  actively  on  a committee  of 
the  Association?”  We  received  155  “yes”  answers, 
100  replied  in  the  negative  and  40  failed  to  respond. 

Gentlemen,  if  we  do  not  take  an  interest  and  make 
a small  sacrifice  of  time  and  effort  to  serve  organized 
medicine,  we  shall  either  perish  of  our  own  inaction 
or  we  shall  be  destroyed  by  internal  or  external 
forces.  Sometimes  I wonder  if  some  of  our  members 
practice  medicine  in  a manner  similar  to  their  com- 
ments. Specifically,  I have  in  mind  the  doctor  who 
is  constantly  complaining  about  things  the  association 
is  doing  or  not  doing.  No  matter  which  it  may  be, 
he  is  full  of  advice  and  suggestions.  Then  comes  the 
moment  of  truth!  He  is  asked  to  do  a job  and  a 
galaxy  of  reasons  why  he  can  not  because  he  is 
so  busy,  etc.,  bubble  forth  like  a bottle  of  soda  water. 

We  must  serve  actively.  Yes,  it  does  take  time 
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and  it  costs  money,  but  we  can  only  hire  a certain 
amount  of  professional  help.  Therefore,  we  as  in- 
dividual physicians,  must  function  actively  in  all 
of  the  facets  of  our  organization  or  we  shall  perish. 

Some  say  they  have  been  appointed  to  committees 
which  never  meet.  This  is  essentially  true,  but  ex- 
perience has  showm  that  certain  standing  committees 
must  exist  actively  or  inactively.  They  must  be  there 
in  case  we  need  to  activate  them. 

We  don’t  form  a fire  department  to  fight  a fire 
after  it  has  started,  yet  the  fireman  may  not  be 
called  to  a fire  for  months,  or  possibly  years.  I urge 
you  to  extend  your  services,  and  if  you  are  ap- 
pointed to  a committee,  that  you  serve.  The  effici- 
ency of  our  organization  depends  upon  you. 

Unfortunately,  like  all  organizations,  the  job 
often  gets  assigned  to  the  old  reliables  who  have 
served  so  well  in  the  past,  and  this  is  the  objection 
that  some  physicians  have  made  when  they  say 
that  the  organization  is  run  by  a small  group  or 
clique.  This  is  not  your  officers’  intention,  but  when 
a job  needs  to  be  done  we  often  are  obliged  to  ask 
those  who  have  done  a job  before,  to  do  another, 
equally  well. 

W'e  would  welcome  the  opportunity  to  increase 
the  number  of  active  leaders  in  organized  medicine, 
not  only  to  alleviate  the  burden  on  the  few  who 
do  the  job,  but  better  to  represent  the  thinking  of 
our  entire  membership. 

An  item  in  which  I have  been  interested  for  some 
time,  and  intend  to  refer  to  a committee  for  further 
study  during  the  coming  months,  is  the  possibility 
or  feasibility  of  establishing  a physician-sponsored 
and  operated  welfare  fund  for  needy  and  deserving 
physicians.  1 was  encouraged  by  the  answers  in  the 
membership  survey  in  that  113  members  said  they 
were  in  favor  of  such  a program.  Frankly,  this  is 
only  in  the  thinking  stage.  Such  programs  have  been 
established  in  other  states,  primarily  New  York, 
where  of  course  they  have  a much  larger  physician 
population.  But  in  this  day  when  all  large  companies, 
organizations,  businesses,  and  labor  unions  establish 
a perpetuating  fund  for  such  purpose  for  their  mem- 
bers, it  appears  to  me  that  we  as  physicians  should 
do  likewise  for  the  security  of  ourselves,  our  col- 
leagues and  our  families. 

Such  a program  would  require  a good  deal  of 
investigation  and  evaluation,  but  it  seems  to  me 
that  with  a reasonable  monthly  or  yearly  fee  ear- 
marked for  this  purpose,  that  we  could  accumulate 
a considerable  sum  of  money  which,  if  properly  in- 
vested, would  enable  us  to  establish  a welfare  fund 
for  the  use  of  our  colleagues  in  need  of  a helping 
hand. 

Personally,  I will  not  be  happy  until  it  has  been 
proven  to  me  that  it  is  infeasible,  because  I believe 
that  we  physicians,  with  our  incomes,  can  well 
afford  to  embark  on  such  a program  if  it  is  sub- 
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mitted  and  fully  explained  to  our  membership.  I 
sincerely  hope  that  something  concrete  along  this 
line  can  be  presented  in  a formal  document  at  the 
next  meeting  of  the  House  of  Delegates. 

In  closing,  I would  like  to  leave  you  this  thought; 

I beg  of  you  to  go  home  with  the  enthusiasm 
which  you  have  shown  in  the  discussion  of  the 
problems  presented  before  this  House  of  Delegates. 
Please  do  not  forget  what  we  have  done  and  accom- 
plished. You  have  a folder  containing  much  of  the 
association  work,  and  during  the  next  month  you 
will  be  provided  with  additional  information  through 
the  News  Letter.  Go  home  and  spread  your  en- 
thusiasm to  the  members  of  your  society  who  did 
not  attend  this  meeting. 

Try  to  stimulate  the  members  who  have  not  taken 
an  active  part  previously.  Assure  the  members  their 
organization  is  working  for  their  benefit  at  all  times, 
and  if  they  have  any  questions,  answer  them.  You 
are  a member  of  the  House  of  Delegates  of  the 
Idaho  State  Medical  Association. 

Thank  you  for  your  attention.  I believe  we  have 
accomplished  a great  deal  in  this  meeting  of  the 
House  of  Delegates.  Let  us  all  accept  the  challenge 
of  the  next  twelve  months  with  dedicated  purpose 
of  improving  our  Organization  so  that  it  may  work 
for  the  benefit  of  all  of  us. 


NO  UNEMPLOYMENT  BY  YEAR  2000 

The  most  striking  feature  about  the  U.  S.  Federal 
Government  today  is  its  size.  The  number  of  Fed- 
eral employees  has  reached  a peacetime  high  of  2.5 
million.  The  cost  of  the  Federal  civilian  payroll 
rose  to  $15  billion  in  1962  and  is  expected  to  total 
$15.6  billion  by  June  30,  1964.  Thirty  states  have 
more  Federal  employees  than  state  employees.  It  is 
estimated  that  if  present  trends  continue,  every  one 
of  us  will  be  working  for  the  government  by  the 
year  2000. 

Austin  Smith,  M.D.,  President,  Pharmaceutical 
Manufacturers  Association,  to  Advertising  Club  of 
St.  Louis,  Mo.,  Feb.  6,  1963. 
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NOW  FROM  66  HOSPITALS... 

NATIONWIDE  COMPARISON  OF  MICROBIAL 
SUSCEPTIBILITY  TO  5 LEADING  ANTIBIOTICS 


The  1963  antibiotics  survey  is  unprecedented  in  its  scope.  In  all,  susceptibility  results  of 
9,331  cultures  were  collected  from  66  hospitals  in  26  states.  The  bacteria  studied  were 
isolated  from  overt  clinical  infections,  and  tested  by  the  disc  sensitivity  method  for 
susceptibility  to  five  widely-used  antibiotics. 

Each  participating  hospital  laboratory  reported  the  over-all  susceptibility  of  all  bacteria 
studied  each  week.  The  data  thus  collected  were  then  compared  and  analyzed  by  elec- 
tronic data  processing  equipment. 

The  in  vitro  findings  indicate  the  over-all  superiority  of  TAO  (triacetyloleandomycin) 
over  four  leading  antibiotics  against  Staphylococcus  aureus  (coagulase  positive).  Strep- 
tococcus pyogenes  (beta-hemolytic),  Diplococcus  pneumoniae  and  Streptococcus  pyo- 
genes Group  D (enterococcus).  These  1963  data  broaden  and  confirm  the  1962  study 
of  9,872  cultures  in  this  continuing  hospital  survey  of  antibiotics^.  ^ 
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SUSCEPTIBILITY  RESULTS  BY  ORGANISM 


Staphylococcus 

Streptococcus 

Pneumococcus 

Enterococcus 

(coagulase  positive) 

(/3-hemolytic) 

TAO 

(5440) 

(1519) 

(1130) 

(1242) 

(triacetyloleandomycin) 

88.0%  . 

95.2% 

97.1% 

63.9% 

Erythromycin 

68.9% 

96.7% 

96.7% 

68.5% 

Tetracycline 

50.9% 

79.9% 

92.9% 

36.6% 

Chloramphenicol 

82.2% 

94.2% 

96.8% 

72.3% 

Penicillin 

27.0% 

94.9% 

96.8% 

45.0% 

(figures  in  parentheses  indicate  total  number  of  cultures) 
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WIDE  SURVEY  OF  ANTIBIOTICS 


Staphylococcal  Susceptibility.  Through  the  use 
of  electronic  data  processing  equipment,  the  1963 
antibiotics  survey  reveals  other  important  data  on 
relative  antibiotic  effectiveness.  One  example  of  this 
is  the  number  and  percentage  of  staphylococcal  cul- 
tures susceptible  to  none  of  the  antibiotics  studied, 
to  one  antibiotic  only,  and  to  all  five  antibiotics. 
Significantly,  only  3.7%  of  staphylococcal  cultures 
were  resistant  to  all  five  of  these  frequently-pre- 
scribed antibiotics.  About  21%  of  all  staphylococci 
cultures  were  susceptible  to  all  five  antibiotics. 

THE  FOLLOWING  CHART  SHOWS  THE  DATA  COM- 
PILED WHEN  ONLY  ONE  ANTIBIOTIC  COULD  CONTROL 
THE  STAPHYLOCOCCI.  AS  SHOWN,  THE  CHART  INDI- 
CATES HIGHEST  LIKELIHOOD  OF  SUCCESS  WITH  TRI- 
ACETYLOLEANDOMYCIN  AND  CHLORAMPHENICOL,  IN 
THAT  ORDER. 


Confirmed  Clinically.  This  massive  m vitro  data 
further  supports  clinical  findings.  As  an  example, 
Shubin^  found  that  of  129  patients  with  upper  or 
low'er  respiratory  infections  treated  with  TAO  (tri- 
acetyloleandomycin),  120  had  a good  response.  A 
“good”  response  generally  showed  “reduction  in 
temperature  and  toxicity  within  48  hours  after  initia- 
tion of  therapy,  with  subsequent  clinical  and  bac- 
teriological cure  of  infection.”^ 

References:  1.  Isenberg,  Henry  D.,  Ph.D.:  “Nationwide  Compar- 
ison of  Microbial  Susceptibility  with  Standardized  Discs.”  Scientific 
Exhibit  presented  at  the  meeting  of  the  American  Medical  Association, 
Atlantic  City,  N.  J.,  June  16-20,  1963.  2.  Fowler,  J.  Ralph,  Watters,. 
John  L.  and  Levy,  Arthur  M.:  Bacterial  Susceptibility  Patterns  as 
Related  to  Geographic  Variation  and  Anatomical  Source,  Clinical 
Medicine,  70:547  (Mar.)  1963.  3.  Shuhin,  H.  et  al:  Further  Clinical 
Studies  with  Triacetyloleandomycin,  Antibiotic  Med.  and  Clin.  Ther., 
6:156  (Mar.)  1959. 
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indications;  The  bacterial  spectrum  for  which  TAO  (triacetyloleandomy- 
cin)  primarily  is  effective  includes  staphylococci,  streptococci,  pneumo- 
cocci and  gonococci.  It  is  recommended  for  acute,severe  infections  where 
adequate  sensitivity  testing  has  demonstrated  susceptibility  to  this  anti- 
biotic. It  has  been  shown  to  be  particularly  effective  in  acute,  severe  infec- 
tions of  the  respiratory  tract,  bones  and  joints,  genitourinary  tract  and  in 
staphylococcal  enterocolitis.  It  is  not  recommended  for  prophylaxis  or  in 
the  management  of  infectious  processes  which  may  require  more  than  10 
days  continuous  therapy.  In  view  of  the  possible  hepatotoxicity  of  this 
drug,  when  therapy  beyond  10  days  proves  necessary,  other  less  toxic 
agents,  of  course,  should  be  used  unless  the  organism  is  resistant  to  those 
agents,  or  in  those  cases  where  hypersensitivity  precludes  their  use.  If 
clinical  judgment  dictates  continuation  of  therapy  for  longer  periods,  serial 
monitoring  of  liver  profile  is  recommended,  including  BSP,  transaminase 
(SCOT)  and  cephalin  flocculation  tests. 


precautions  and  side  effects:  Use  of  this  drug  may  produce  alterations  in 
liver  function  tests  and  jaundice.  Clinical  experience  available  thus  far  indi- 
cates that  these  liver  changes  were  reversible  following  discontinuation  of  the 
drug.  A review  of  studies  by  several  independent  investigators  and  reports 
from  practicing  physicians  indicate  that  liver  function  abnormalities  may 
occur  in  a significant  number  of  patients  following  two  weeks  or  more  of 
continuous  therapy  with  triacetyloleandomycin  at  1.0  gram  per  day  in 
divided  doses.  Clinical  symptomatology,  including  jaundice,  has  been  ob- 
served infrequently  in  these  individuals.  The  drug  is  not  recommended  for 
subjects  who  have  shown  abnormal  liver  function  tests  or  hepatotoxic  re- 
actions to  it.  Based  on  the  use  of  this  drug  over  a period  exceeding  5 years, 
the  incidence  of  jaundice  considering  all  reports  referable  to  this  effect  is 
6.3  per  million  courses  of  therapy.  When  only  those  which  definitely  can 
be  related  to  this  drug  are  equated  to  usage,  the  incidence  is  1.8  per  million 
courses  of  treatment. 


Although  reactions  of  an  allergic  nature  due  to  this  drug  are  infrequent 
and  seldom  severe,  those  of  the  anaphylactoid  type  have  occurred  on 
rare  occasions. 


AVAILABLE  AS: 

Capsules  (250  mg.;  125  mg.) 
Ready-Mixed  Oral  Suspension 
(raspberry-flavored,  125  mg./5  cc.) 
Pediatric  Drops  (100  mg./cc.) 


New  York  17,  New  York 
Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-Being® 


PROTEIN 

physiologic- 
in  type  and  quantity 
1.5%  total 

60  parts  lactalbumin; 
40  parts  casein 


MINERALS 

physiologic— 
for  the  immature 
infant  renal  systerr 


AMINO  ACIDS 

physiologic- 

balanced  pattern  provides 
all  essential 
amino  acids 


CARBOHYDRATE 

physiologic— 
because  lactose 
is  the  sole 

carbohydrate  present 


* 


just  add  T.L.C^ 
to  this  physiologic  formula 


New 


I i- 

H — ^S-26 


Formula 


prepared  formula  for  Infants,  Wyeth 


Wyeth  Laboratories 


Philadelphia  1,  Pa. 

■"Tender  Loving  Care 
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Your  recommendation  of  Coricidin  assures  responsible 
treatment  of  common  colds.  For  added  decongestant 
action,  recommend  Coricidin  “D”  DecongestantTablets. 


Each  CORICIDIN  Tablet  contains: 
CHLOR-TRIMETON®  (chlorphen- 
iramine  maleatc.  Sobering)  2 mg., 
aspirin  0.23  Gm.,  phenacetin 
0.16  Gm.,  caffeine  0.03  Gm. 

Each  CORICIDIN  "D"  Tablet  contains 
phenylephrine  10  mg.  in  addition 
to  the  above  ingredients. 

CORICIDIN  Tablets,  brand  of  antihista- 
minic-antipyretic-analgesic  compound 

S-161 


^ I 


pain 

swelling 
infection 
of  hemorrhoids 

effectively  relieved 

with  new  formula 

PNS* 

suppositories 


Each  suppository  contains: 

Pontocaine®  (brand  of  tetracaine)  HCI  . . . 10  mg. 

Neo-Synephrine®  (brand  of  phenylephrine)  HCI  5 mg. 

Neomycin  (as  neomycin  sulfate) 5 mg. 

Superinone®  (brand  of  tyloxapol) 25  mg. 

Bismuth  subcarbonate 100  mg. 

Sodium  propionate 100  mg. 


Suppository  base  contains  fractionated  coconut  oil. 

PNS  Suppositories  contain  Pontocaine  (tetracaine  — 
Winthrop)  for  long-acting,  nonirritating  anesthesia, 
Neo-Synephrine  (phenylephrine  - Winthrop)  for 
dependable  decongestion,  neomycin  for  broad-spectrum 
anti-infective  action  and  Superinone 
(tyloxapol  - Winthrop)  for  its  spreading  effect. 

Tolerance:  PNS  Suppositories  are  generally 
very  well  tolerated.  Slight  burning,  lasting 
a minute  or  two,  has  occurred  in  a few  instances. 
However,  should  evidence  of  sensitivity  appear, 
use  of  the  suppository  should  be  discontinued. 

Directions:  Insert  1 suppository  rectally  after 
each  bowel  movement  and  on  retiring. 

How  Supplied:  Boxes  of  12. 


Winthrop  Laboratories 
New  York,  N.  Y. 


1835M 


cut  Rx  writing  by  2/3 
in  colds, fiu  or  grippe 


Name 

Address. 


No  need  to  write  three  separate  prescriptions  for  antitussive, 
decongestant  and  analgesic  relief  of  common  cold, 
flu  or  grippe  symptoms  when  it  is  therapeutically  correct . . . 

economically  sound. ..to  specify 

ANTITUSSIVE/DECONGESTANT/ANALGESIC 

‘EMPRAZIL-C’TABLETS 

Each  tablet  contains: 

Codeine  Phosphate* 15  mg. 

‘Sudafed’®  brand  Pseudoephedrine  Hydrochloride. . 20  mg. 

‘Perazir®  brand  Chlorcyclizine  Hydrochloride 15  mg. 

Phenacetin 150  mo. 


Caffeine 30  mg. 

^Warning  — may  be  habit  forming 

‘Emprazil-C’  Tablets  are  available  on  prescription  only. 

Dosage:  Adults  and  children  over  12  years— 1 or  2 
tablets— 3 times  daily  as  required.  Children  6 to  12 
years  — 1 tablet— 3 times  daily  as  required.  Caution: 
While  pseudoephedrine  is  virtually  without  pressor 
effect  in  normotensive  patients,  it  should  be  used 
with  caution  in  hypertension.  Also,  while  chlorcy- 
clizine has  a low  incidence  of  antihistaminic 
drowsiness,  the  usual  precautions  should  be 
observed.  Supplied:  Bottles  of  100  tablets. 

Also  available  without  codeine  as 
‘EMPRAZIU®  TABLETS 

Complete  literature  available  on  request  from 
Professional  Services  Dept.  PML. 

jS'bURROUGHS  WELLCOME  & GO  (U.S.A.)  INC. 

Tuckahoe,  N.  Y. 
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ofiiee  amd  (S(wnjD^<i 

A request  on  your  professional  letterhead  or 
prescription  form  will  bring  to  you  complete 
information,  and  a supply  of  samples. 


Medical  Products  Division 

LOMA  LINDA  FOODS 

RIVERSIDE,  CALIFORNIA 
Mount  Vernon,  Ohio  • O s h awa,  O n ta r i o-Ca n a d a 


mm 


Fibre-free 

HYPOALLERGENIC 

formula 

^ Provides  balanced  nutritional  values. 

(^)An  excellent  formula  for  regular 
infant  feeding. 

An  ideal  food  for  milk  allergies, 
eczema  and  problem  feeding. 

SOYALAC  helps  solve  the  feeding  problem  of 
prematures  and  infants  requiring  milk-free  diet. 

Strikingly  similar  to  mother’s  milk  in  composition 
and  ease  of  assimilation,  babies  thrive  on  SOYALAC. 

Clinical  data  furnish  evidence  of  SOYALAC'S  value 
in  promoting  growth  and  development. 

Protein  of  high  biologic  value  is  obtained  from  the 
soybean  by  an  exclusive  process. 


'^Doctor. . . I'm  so  tired  all  the  time" 


Lethargic  patients  respond  to  Ritalin 

( melbylphenidate 
hydrochloride) 


When  lethargy  is  a medical  problem  — in 
convalescence,  chronic  fatigue,  mild  depres- 
sion, menopause,  oversedation,  and  senility, 
for  example  — the  gentle  stimulant  action 
of  Ritalin  (methylphenidate  hydrochloride) 
restores  normal  physical  and  mental  activity. 

In  his  report,  Siegler^  states:  “In  mild 
depression  or  in  clinical  exhaustion  syn- 
dromes, a marginal  sympathomimetic  drug 
like  methylphenidate  seems  to  be  the  drug 
of  choice  for  initiating  therapy.  It  does  not 
have  the  toxic  effects  found  with  the  am- 
phetamines or  with  the  hydrazines  or  other 
antidepressants.” 

Other  significant  comments  on  the  clini- 
cal safety  of  Ritalin  (methylphenidate  hy- 
drochloride): “At  no  time  was  there  evi- 
dence of  serious  toxic  reactions  [in  a study 
of  185  patients].  The  drug  did  not  produce 
alteration  in  blood  forming  factors,  kidney 
and  liver  function.”' 

“No  significant  toxic  effects  have  resulted 
after  the  continuous  administration  of 
methylphenidate  for  more  than  3 years.”® 


INDICATIONS:  Chronic  fatigue. 
contraindications:  Marked  anxiety,  ten- 
sion, and  agitation. 

caution:  Should  not  be  used  to  increase 
mental  or  physical  capacities  beyond  nor- 
mal limits.  Use  cautiously  with  epinephrine 
or  levarterenol. 

SIDE  effects:  Nervousness,  insomnia,  ano- 
rexia, nausea,  dizziness,  palpitations,  head- 
ache, drowsiness. 

dosage:  10  to  20  mg.  b.i.d.  or  t.i.d. 

SUPPLIED:  Tablets,  5 mg.  (pale  yellow),  10 
mg.  (pale  blue)  and  20  mg.  (pale  orange) . 

references:  1.  Siegler,  P E.,  in  Nodine, 
J.  H.,  and  Moyer,  J.  H.  (Editors) : Psycho- 
somatic Medicine,  The  First  Hahnemann 
Symposium,  Lea  & Febiger,  Philadelphia, 
1962,  p.  582.  2.  Lapolla,  A.:  Western  Med. 
2:383  (Sept.)  1961.  3.  Yoss,  R.  E.,  and 
Daly,D.D.:  Pediatrics25:1025  (June)  1960. 

2/3098MB 

C I B A.  SUMMIT,  N.J. 


Ritalin® 


hydrochloride  (methylphenidate  hydrochloride  CIBA) 
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Announcing  completion  of  our  new 
Portland  plant  and  headquarters  office 

New  14,400  sq.  ft.  facility  provides  for  continued  strict 
quality  control  and  efficient  production  of  pharmaceuticals. 


Another  dependable  Haack  Product: 


BELAP 

Antispasmodic  sedative 
Natural  alkaloids  of  Belladonna 


economical  to  use 

BELAP  No.  0 Formula 


Belladonna  Extract % gr.* 

Phenobarbital 'A  gr- 

BELAP  No.  1 Formula 

Belladonna  Extract A gr-* 

Phenobarbital A gr. 


BELAP  No.  2 (Scored)  Formula 


Belladonna  Extract A gr.* 

Phenobarbital A gr. 


*Equiva!ent  5 minims  Tinct.  Belladonna;  USP. 


Prescribe  BELAP  with  confidence 


Haack  Laboratories,  Inc.,  Portland  1,  Oregon 
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Nutritional  supplementation  is  basic  to  postoperative  care.  Therapeutic  allowances 
of  B and  C vitamins  help  meet  increased  metabolic  requirements  and  compensate 
for  stress  depletion.  STRESSCAPS  can  set  the  patient  on  a more  favorable  course 
and  contribute  to  full  recovery. 


Each  capsule  contains:  Vitamin  B|  (Thiamine  Mononitrate) ...  10  mg.  / Vitamin  Bj  (Riboflavin) ...  10  mg.  / Niacinamide... 
100  mg.  / Vitamin  C (Ascorbic  Acid)  ...  300  mg.  / Vitamin  B6  (Pyridoxine  HCI)  ...  2 mg.  / Vitamin  Bi  j Crystalline  .. . 
4 mcgm.  / Calcium  Pantothenate ..  .20  mg.  Recommended  intake;  Adults,  1 capsule  daily,  for  the  treatment  of  vitamin 
deficiencies.  Supplied  in  decorative  “reminder”  jars  of  30  and  100. 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River, 

STRESSCAPS 

Stress  Formula  Vitamins  Lederle 


N.  Y. 

6316-3 


Formerly  nervous  and  tense, 
now  better  able  to... 

make  decisions 


This,  in  essence,  is  what  happens  when 
you  place  a patient  on  Librium 
(chlordiazepoxide  HCl).  Since  this  agent 
generally  relieves  anxiety  and  tension 
without  dulling  mental  clarity  or  inducing 
drowsiness,  most  patients  become  better 
able  to  function  normally,  take  an  active 
interest  in  family  and  surroundings,  meet 
and  solve  daily  problems.  This  antianxiety 
agent  is  virtually  free  from  extrapyramidal 
side  effects,  and  does  not  produce  or 
deepen  depression. 


Anxiety  and  tension  relieved 
Alertness  maintained 

Librium* 

(chlordiazepoxide  HCl)  Rocm 

the  successor  to  the  tranquilizers  P® 


Dosage:  UsuaJ  adult  dose  in  mild  to  moderate  anxiety  and  tension  is  5 or  10  mg,  3 or  4 times  daily;  in  severe  anxiety  and  tension,  20  or  25  mg,  3 or  4 
times  daily.  Side  effects:  Drowsiness  and  ataxia,  usually  dose-related,  have  been  reported  in  some  patients  — particularly  the  elderly  and  debilitated. 
Paradoxical  reactions,  i.e.,  excitement,  stimulation,  elevation  of  affect  and  acute  rage,  have  been  reported  in  psychiatric  patients;  these  reactions  may 
be  secondary  to  relief  of  anxiety  and  should  be  watched  for  in  the  eany  stages  of  therapy.  Other  side  effects,  usually  dose-related,  have  included  isolated 
instances  of  minor  skin  rashes,  minor  menstrual  irregularities,  nausea,  constipation,  increased  and  decreased  libido.  Precautions:  In  elderly,  debilitated 
patients,  limit  dosage  to  smallest  effective  amount  to  preclude  development  of  ataxia  or  oversedation  (not  more  than  10  mg  per  day  initially,  to  be 
increased  gradually  as  needed  and  tolerated).  Until  the  correct  maintenance  dosage  is  established,  patients  receiving  this  agent  should  be  advised 
against  possibly  hazardous  procedures  requiring  complete  mental  alertness  or  physical  coordination.  Caution  patients  about  possible  combined  effects 
with  alcohol.  Caution  should  be  exercised  in  administering  Librium  (chlordiazepoxide  HCl)  to  addiction-prone  individuals.  Careful  consideration 
should  be  given  to  the  pharmacology  of  any  agents  to  be  employed  concomitantly — particularly  the  MAO  inhibitors  and  phenothiazines.  Observe  usual 
precautions  in  impaired  renal  or  hepatic  function.  Periodic  blood  counts  and  liver  function  tests  may  be  advisabie  in  protracted  treatment.  Caution 
should  be  exercised  in  prescribing  any  therapeutic  agent  to  pregnant  patients. 


I don’t  sleep  well  ...  I dream  a lot . . . 
wake  up  tired  and  irritable.  I don’t  have 
any  appetite  . . . I’ll  never  be  cured.  55 
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RECOGNIZE 
THIS  PATIENT? 


When  you  recognize  signs  of  depression  and 

anxiety  and  associate  them  with  an 

organic  condition— add  'Deprol'  to  your  therapy. 

Typical  conditions  in  which  'Deproi'  should  be  considered 
for  control  of  the  associated  depression  and  anxiety: 

Cancer  ■ Cardiovascular  disorders  ■ Arthritis  ■ Menopause  ■ Alcoholism  ■ Obesity  ■ 
Asthma,  hay  fever  and  related  allergies  ■ Chronic  infectious  diseases  ■ Pregnancy  and 
post  partum  ■ Dermatoses  ■ G.l.  disorders,  and  many  other  organic  disturbances. 


When  you  recognize  depression  and  anxiety 
traceable  to  an  emotionally  charged  situation  with 
no  somatic  disorder— start  the  patient  on  'Deprol'. 

Typical  situations  in  which  'DeproT  is  indicated: 

Fear  of  cancer  or  other  life-threatening  disease  ■ Pre-  and  post-operative  fears  ■ Marital 
problems  ■ Death  of  a loved  one  ■ Loss  of  work  ■ Retirement  problems  ■ Financial 
worries,  and  many  other  stressful  situations. 


Depror 

meprobamate  400  mg.-F  benactyzine  hydrochloride  1 mg. 


BRIEF  SUMMARY:  Indications:  Depression,  especially  when 
accompanied  by  a'nxiety,  tension,  agitation,  rumination  or  in- 
somnia. Side  Effects:  Slight  drowsiness  and,  rarely,  allergic 
reactions,  due  to  meprobamate,  and  occasional  dizziness  or 
feeling  of  depersonalization  in  higher  dosage,  due  to  benacty- 
■zine,  may  occur.  Meprobamate  may  increase  effects  of  exces- 
sive alcohol.  Use  with  care  in  patients  with  suicidal  tendencies. 
Consider  possibility  of  dependence,  particularly  in  patients 


with  history  of  drug  or  alcohol  addiction.  Withdraw  gradually 
after  prolonged  use  at  high  dosage.  Complete  product  infor- 
mation available  to  physicians  on  request. 

USUAL  ADULT  DOSAGE:  1 tablet  q.i.d.  May  be  increased 
gradually,  as  needed,  to  3 tablets  q.i.d.;  with  establishment  of 
relief,  may  be- reduced  gradually  to  maintenance  levels. 

SUPPLIED:  Light-pink,  scored  tablets.  Bottles  of  50. 


WALLACE  LABORAJOR\ES / Cranbury.N.J. 


CD-9689 
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there  is 
nothing 
“new”  about 
Thorazine* 


brand  of 

chlorpromazine 


In  the  nine  years  since  it  became  available 
to  American  physicians,  Thorazine  (chlor- 
promazine, SK&F)  has  been  more  widely 
used,  more  thoroughly  investigated  and 
more  extensively  documented  than  any 
other  agent  of  its  type. 

Its  actions,  effects— and  side  effects — are 
well  known  throughout  the  medical  pro- 
fession. Its  efficacy  has  been  clearly  demon- 
strated. And  when  properly  used,  its  ad- 
vantages far  outweigh  any  possible  dis- 
advantages. 

This  is  why  there  is  nothing  "new”  about 
Thorazine  (chlorpromazine,  SK&F).  This  is 
why  it  remains  the  first  choice  in  many 
conditions — and  the  standard  against  which 
other  agents  are  inevitably  compared. 

This  is  why  it  is  one  of  the  fundamental 
drugs  in  medicine. 

SMITH  KLINE  & FRENCH 
LABORATORIES,  PHILADELPHIA 
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added  capabilities  in  a cardiograph . . .with  the  Sanborn  "100  Viso" 

All  electrocardiographs  produce  a graphic 
record  to  aid  you  in  your  diagnosis,  but 
the  Sanborn  “100  Viso”  and  its  mobile 
“lOOM”  version  add  two  significant  capa- 
bilities to  this  basic  ECG  function:  com- 
plexes can  be  “expanded”  in  time  by  running  the  chart  at  50  mm/sec.  instead  of 
25  mm/sec.,  and  amplitude  or  height  of  the  tracing  can  be  adjusted  to  suit  the  leads 
being  recorded  (sensitivity  can  be  set  at  normal,  one-half  normal  or  twice  the  normal 
value).  Provision  is  also  made  for  connecting  a scope  for  signal  display,  and  for  record- 
ing other  physiologic  phenomena. 

Coupled  with  world-famous  Sanborn  cardiograph  dependability,  precision  and  locally- 
available  supplies  — and  the  exclusive  15-Day  No-Obligation  Trial  Plan  — these  100 
and  lOOM  Viso-Cardiette  advantages  can  make  a significant  difference  in  ECG  value 
to  you.  Your  nearby  Sanborn  man  can  provide  full  details,  or  write  the  main  office. 


SANBORN  COMPANY 

Medical  D ivislon,  Waltham  54,  Mass. 

Seattle  Branch  Office  111  Second  Ave.  North,  Mutual  2-1144 
Portland  Sales  i7  Service  Agency  Corvek  Medical  Equipment  Co. 

1005  N.  W.  16th  Ave.,  Capitol  7-7559 
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PROFESSIONAL  classified 


Practice  Opportunities 

MEDICAL  DENTAL  PERSONNEL 

Openings  in  surgery,  ophthalmolog\’,  otolaiyngolog>', 
orthopedics  and  general  practice.  Washington  and 
Oregon  license  required.  Also  associate  positions 
desired  in  obstetrics,  internal  medicine  and  general 
practice,  Seattle  and  Everett  areas.  508  Medical- 
Dental  Bldg.,  Seattle,  Wash.,  MU  2-0545. 

ALLIED  PERSONNEL  OFFICES,  INC. 

Our  recruiting,  screening  and  referral  services  can  be 
of  valuable  assistance  to  you  in  securing  the  med- 
ically trained  person  or  situation  you  desire.  Seattle 
offices  247  Logan  Bldg.,  MA.  4-4793,  Everett  oflBee, 
703  Medical  Dental  Bldg.,  AL.  2-3157. 

LOCUM  TENENS  WANTED 

Oct.,  Nov.,  Dec.  Terms  to  be  arranged.  Write 
E.  F.  Leibold,  M.D.,  Box  368,  Forks,  Wash. 

PEDIATRICIAN  WANTED 

To  join  clinic  with  other  specialists,  in  suburban  area 
of  Seattle.  Write  Box  4-A,  Northwest  Medicine,  500 
W'all  St.,  Seattle,  Wash. 

OP  FOR  SWEET  HOME,  ORE.  IMMEDIATELY 

General  practice  immediately  available  due  to  the 
death  of  physician;  excellent  opportunity;  80%  insur- 
ance claims.  Fully  equipped  office.  Terms  flexible. 
Mr.  Charles  O.  Porter,  858  Pearl  St.,  Eugene,  Ore- 
gon. Phone  area  code  503,  342-1218. 

GP  OPPORTUNITY-EUGENE,  OREGON 

In  rapidly  growing  section,  spacious  air  conditioned 
office  with  excellent  lease.  Free  parking.  All  furni- 
ture, supplies,  librar>'  and  equipment  included. 
Leaving  for  residency  July  1964.  Contact  L.  E. 
Trombley,  M.D.,  199  Santa  Clara  Ave.,  Eugene,  Ore. 

EXCELLENT  GP  OPPORTUNITY 

Young  GP  to  associate  in  a two  or  three  physician 
practice.  Present  associate  is  accepting  a residency 
Jan.  64.  Patient  load  too  much  for  one  physician  to 
handle.  Partnership  available  after  reasonable  trial, 
if  mutually  agreeable.  Contact  Julius  B.  Behai,  M.D. 
Stevenson,  M’ash. 


Office  Space 

NEW  CLINIC  BUILDING-FEDERAL  WAY 

Space  available  for  GP  in  rapidly  growing  area  mid- 
way between  industrial  areas  Seattle-Tacoma.  Suite 
of  offices  alongside  established  GP,  will  reduce 
overhead.  Laboratoiv'  and  x-ray  equipment  avail- 
able. Phone  WA  7-3477  or  write  D.  G.  Kohler, 
M.D.,  1305  So.  312th,  Federal  Way,  Wash. 

PHYSICIAN'S  SUITE-ALBANY,  OREGON 

Ideally  located  in  this  attractive  and  prosperous  city. 
Suite  is  in  an  established  5 unit  Medical-Dental 
Building.  Partial  expense-sharing  a possibility,  if 
desired.  Write  or  call  collect:  W.  C.  Roley,  M.D., 
2680  Greenway  Drive,  N.E.,  Salem,  Oregon.  Tel. 
585-1740. 

SNO-KING  AREA 

Applications  are  being  invited  for  spaee  in  a well- 
designed,  15-unit  building  soon  under  construction. 
Centrally  located;  2 blocks  from  Stevens  Memorial 
Hospital.  Address  inquiries  to  Director,  Tri-City 
Professional  Center,  143  - 5th  Ave.  North,  Edmonds, 
Wash.  Phone  PR  8-1151. 

NEW  PROFESSIONAL  BUILDING-EVERETT 

Suites  available  October  1st,  in  new'  medical  building 
located  off  Broadway  Interchange  at  Eastmont  Shop- 
ping Plaza,  South  Everett.  Interiors  finished  as  de- 
sired. Indix'idually  controlled  air  conditioning;  ample 
parking,  one  block  from  new  Eastmont  elementarx' 
school.  Phone  Mr.  Martin  Selig,  Seattle,  MA  2-6816, 
evenings  EA  5-8519  or  EA  4-0549  collect,  or  write 
to  2609  First  Ave.,  Seattle  98121. 

NEW  MEDICAL  OFFICE  INTERCITY  AREA-EVERETT 

Suite  ax’ailable  for  physician  in  group  of  offices,  ar- 
ranged to  individual  specifications.  Will  finance. 
Write  or  call  Norman  Anderson,  Intercity  Medical 
Dental  Center,  91st  and  Hiw'ay  99  South,  Everett, 
Wash.,  EL  3-2485. 

ULTRA  MODERN  MEDICAL  BLDG.  FOR  SALE  OR  LEASE 

Excellent  opportunity  for  2 or  more  physicians. 
Building  about  3,000  sq.  ft.  6 years  old,  Roman 
brick,  bsmt,  surgery,  2 x-ray  rms,  dark  rm,  lab,  2 
reception  rms,  ambulance  entrance,  insulated,  water 
cooled  roof,  etc.  For  further  info.  Kronberg  Bros., 
1015  Main  St.,  MiKvaukee  22,  Oregon.  Phone 
OL.  9-24.54. 
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MEDICAL  SUITE— LYNNWOOD,  WASH. 


Suite  available  in  distinctive  medical  building,  ready 
for  immediate  occupancy.  Located  near  Stevens 
Memorial  Hospital.  Call  A.  F.  Stamey,  D.D.S.,  PR 
8-4611. 


INTERVIEWS 


Investments 


SEATTLE— November  4,  5 


POSTAGE  STAMPS  FOR  INVESTMENT 

Our  P.S.I.  program  will  be  of  advantage  to  you. 
Details  and  a selection  will  be  sent  upon  request. 
Lawrence  M.  Nathan,  CPA,  4534%  University  Way, 
N.E.,  Seattle,  98105. 


Services 


PERISTALTIC  ENEMA  SERVICE 

Referred  cases.  Mary  E.  Stack,  R.N.,  offices  in 
Rhododendron  Building,  Room  102,  1006  Spring  St., 
Seattle,  Wash.  Call  MA  3-2971. 


for  Psychiatrists, 
Internists,  General  Practitioners, 
Pediatricians 

who  are  interested  in  positions 
with  California  State  Mental 
Health,  Youth  Authority  and  Cor- 
rections programs.  Starting  sal- 
aries range  from  $13,332  to 
$17,028. 


Please  write  immediately: 
Mr.  William  F.  Webster 
State  Personnel  Board 
Sacramento,  California  95814 


confusion  and  apathy  ... 
...to  Clarity  and  Interest 


Cerebro-Nicin 

CAPSULES 


A safe  effective  cerebral  stimulant  and  vasodilator 
for  your  forgetful  aging  patient.  On  Cerebro-Nicin 
therapy,  your  patient  shows  improvement  in  social 
activity  and  relationships,  and  greater  concern 
with  personal  appearance. 

FORMULA:  CAUTION:  Most  persons  ex- 

PTZ  (Pentamethylene  perience  a flushing  and  tin- 

Tetrazole)  100  mg.  gupg  sensation  after  taking 

Nicotinic  Acid  100  mg.  ^ potency  niacin- 

Vitamin  C 100  mg.  containing  compound.  As  a 

Thiamine  HCl 25  mg.  secondary  reaction  some 

Riboflavin 2 mg.  will  complain  of  nausea  and 

Pyridoxine  3 mg.  other  sensations  of  discom- 

1-Glutamic  Acid 50  mg.  fo,(  jf,i5  reaction  is  tran- 

INDICATIONS:  Apathy,  dizzy  spells,  sient  and  is  rarely  a cause 

mild  behavior  disorders,  mental  con-  fo,  discontinuance  of  the 

fusion,  functional  memory  defects.  is  fore- 

AVERAGE  DOSE:  One  capsule  three  warned  to  expect  the  reaction, 
times  daily. 

AVAILABLE:  Bottles  of  100  and  500  WARNING:  Contraindicated  in 

capsules.  the  presence  of  epilepsy. 

Write  for  samples  and  literature... 

^ ) THE  BROWN  PHARMACEUTICAL  COMPANY 

2500  West  Sixth  Street,  Los  Angeles  57,  California 
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Meetings  OF  MEDICAL  SOCIETIES 


AMA  Annual — San  Francisco,  June  21- 
25,  1964,  New  York,  June  20-24, 
1965. 

AMA  Clinical — Portland,  Dec.  1-4,  1963; 
Miami  Beach,  Nov.  29-Dec.  2,  1964. 

Idaho  State  Medical  Association — June 
17-20,  1964,  Sun  Valley. 

Northwest  Soc.  for  CUn.  Research — Jan. 
10-11,  1964,  Vancouver,  B.  C. 

Pres.,  Denys  K.  Ford,  Vancouver 
Sec.,  R.  E.  Beck,  Vancouver 

Oregon  State  Medical  Association  — 
Oct.  13-17,  1964,  Eugene 

Washington  State  Medical  Association — 
Sept.  13-16,  1964,  Seattle. 

West  Coast  Allergy  Society,  Dec.  5-7, 
1963,  Las  Vegas,  Nevada 
Pres.,  M.  Coleman  Harris,  San  Fran- 
cisco 

Sec.,  James  E.  Stroh,  Seattle 


OREGON 


Ore.  Acad.  Ophth.  & Otolar. — Portland 
Aero  Club,  4th  Tue.,  Sept.-May. 
Pres.,  Robert  M.  Hansen,  Portland 
Sec.,  Thomas  E.  Talbott,  Portland 

Oregon  Dermatologic  Society — Portland 
2nd  Wednesday  (Nov.,  Jan. -Apr.) 
Pres.,  Sheldon  Walker,  Portland 
Sec.,  F.  A.  J.  Kingery,  Portland 

Oregon  Pathologists  Association — Port- 
land, 2nd  Wednesday  (Feb.,  Apr., 
Oct.,  Dec.) 

Pres.,  Terence  Cochran,  Portland 
Sec.,  K.  D.  McMilan,  Eugene 

Oregon  Radiological  Society — Univer- 
sity Club,  Portland,  2nd  Wednesday 
through  school  year 
Pres.,  Fred  C.  Shipps,  Jr..  Portland 
Sec.,  James  A.  Schneider,  Portland 

Ore.  Soc.  Obst.  & Gynec. — Portland, 
Park  Heathman,  3rd  Frl.  (Oct.,  Nov., 
Jan.,  May) 

Pres.,  W.  L.  Hartmann,  Portland 
Sec.,  T.  A.  Treanor,  Portland 


Oregon  State  Society  of  Anesthesiolo- 
gists— Portland,  3rd  Friday  (except 
June,  July,  Aug.) 

Pres.,  J.  A.  Siebs,  Eugene 
Sec.,  P.  E.  Schaff,  Portland 

Oregon  Urological  Society — Quarterly 
Meetings,  University  Club,  Portland 
Pres.,  John  Hand,  Portland 
Sec.,  John  R.  Barr,  Portland 

Portland  Academy  of  Hypnosis  — 3rd 
Monday  (Sept.-May)  Congress  Hotel 
Pres.,  Arnold  Rustin 
Sec.,  Irl  Clarg 

Portland  Academy  of  Pediatrics — 1st 
Monday 

Pres.,  W.  M.  Clark,  Jr. 

Sec.,  J.  W.  Bussman 

Portland  Surgical  Society — last  Tuesday 
(Sept.-May),  UOMS  Library 
Pres.,  H.  Minor  Nichols 
Sec.,  H.  W.  Baker 


WASHINGTON 

Puget  Sd.  Acad.  Ophth.  & Oto. — 3rd 
"Tues.  (Oct.-May)  Seattle  or  Tacoma. 
Annual — Seattle,  Jan.  17,  18,  1964. 
Pres.,  H.  L.  Maier,  Tacoma 
Sec.,  D.  F.  Milam,  Jr.,  Bellevue 

Seattle  Academy  of  Surgery — 3rd  Wed. 
bi-monthly;  Seattle  Yacht  Club. 
Pres.,  E.  B.  Parmelee 
Sec.,  W.  S.  Brown 

Seattle  Gyn.  Soc. — 3rd  Wed.  exc.  June, 
Aug.,  Dec.,  Feb. 

Pres.,  D.  M.  McIntyre,  Seattle 
Sect..  E.  T.  MacCamy,  Seattle 

Seattle  Pediatric  Society — 3rd  Friday 
(Sept.-May),  College  Club 
E.  J.  Wollenweber,  Seattle 
A.  L.  Skinner,  Seattle 

Seattle  Surg.  So. — 4th  Mon.  (Sep.- 
June)  Annual — Seattle,  Jan.  24-25, 
1964. 

Pres.,  Eric  Sanderson.  Seattle 
Sec..  R.  C.  Coe,  Seattle 


Spokane  Society  of  Internal  Medicine- 
Quarterly,  Rockwood  Clinic 
Annual — Mar.  7,  1964 
Pres.,  Loren  Gothberg 
Sec.,  Arch  Logan,  Jr. 

Tacoma  Academy  of  Internal  Medicine 
— 4th  Tuesday  (Sept.-May) 

Pres.,  R.  A.  Kallsen 
Sec.,  R.  A.  O’Connell 

Tacoma  Surgical  Club — May  2,  1964,  3rd 

Tuesday  (Sept.-May) 

Pres.,  Dumont  Staatz 
Sec.,  Robert  B.  Burt 

Washington  Academy  of  Clinical  Hyp- 
nosis— 3rd  Friday  (Sept.-June) 
Pres.,  Tom  Wall,  D.M.D..  Seattle 
Sec.,  John  E.  Nelson,  Seattle 

Washington  Academy  of  General  Prac- 
tice— Tacoma,  May  14-16,  1964 
Pres.,  Duncan  Robertson,  Seattle 
Sec.,  John  Gahringer,  Wenatchee 

Washington  State  Obstetrical  Associa- 
October  12,  1963,  Yakima. 

Pres.,  R.  K.  Plant,  Seattle 
Sec.,  F.  LeCocq,  Yakima 

Washington  State  Radiological  Society 
— Seattle,  Quarterly 
Pres.,  W.  A.  Chesledon,  Seattle 
Sec.,  R.  H.  Rosenberg,  Seattle 

Wash.  St.  Soc.  of  Anesthesiologists 
Pres.,  M.  W.  Bulmer,  Wenatchee 
Sec.,  Robt.  M.  Kintner,  Wenatchee 

Wash.  St.  Soc.  of  Allergy 

Pres.,  Alexander  Altrose,  Seattle 
Sec.,  Samuel  H.  Tarica,  Seattle 

Washington  State  Society  of  Internal 
Medicine — Sept.  18,  1963 
Pres.,  D.  M.  Ulrich.  Seattle 
Sec.,  J.  H.  Llndberg,  Seattle. 

Yakima  Obstetrical  and  Gynecological 
Society — Last  Monday  (except  July, 
Aug.,  Dec.) 

Sec.,  A.  W.  Bostrom.  Jr. 

Yakima  Surgical  Society — Last  Thurs- 
day (Sept.-May) 

Pres.,  James  P.  Thompson 
Sec.,  Donald  K.  Williams 


840 

yjorthwest  Medicine,  October  1963 


the  best  of  everything  most  coughers  need. . . 

*Dimetane  Expectorant  Dimetane'Expectorant-DC 


I Each  5 cc.  teaspoonful  contains  Dimetane®  (brom- 

! pheniramine  maleate ) , 2.0  mg. ; glyceryl  guaiaco- 

j.  late,  100.0  mg.;  phenylephrine  hydrochloride,  5.0 

I,  mg. ; phenylpropanolamine  hydrochloride,  5.0  mg. 

Dimetane  Expectorant-DC  also  provides  codeine 
phosphate,  10  mg./5  cc.  (Warning : may  be  habit- 
forming.) / The  best  of  everything  most  coughers 
need  — an  excellent  antihistamine,  an  efficient 
expectorant,  and  two  outstanding  decongest- 
ants — blended  judiciously,  flavored  deliciously. 


BRIEF  &VWM.AV.Y  / Indications : Dimetane  Expectorant 
and  Dimetane  Expectorant-DC  are  indicated  for 
relief  of  cough  in  allergic  states  and  acute  U.R.I. 
Side  Effects:  Mild  drowsiness  associated  with  brom- 
pheniramine maleate  may  occur  infrequently.  Some 
rare  patients  are  sensitive  to  codeine.  Precautions : 
Administer  with  caution  in  the  presence  of  cardiac 
or  peripheral  vascular  diseases  and  hypertension. 
Contraindications:  Antihistamine  sensi- 
tivity. Not  recommended  for  use  during 
pregnancy. 

A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VA. 


lower  dosage  volume  needed,  thanks  to  higher  concentration! 


Hypertussis’ 

Pertussis  Immune  Globulin  (Human) 

Cuts  dosage  volume  in  half  without  reducing 
immunization  effectiveness. 

114  cc.  dosage  provides  same  antibody  content 
as  former  2'h  cc.  dosage. 

20-fold  concentration  contains  gamma  globulin  equivalent 
to  approximately  25  cc.  of  human  hyperimmune  serum. 

Smaller  volume  means  less  pain  for  the  patient- 
greater  convenience  for  the  doctor. 

For  patients  with  pertussis,  Hypertussis  may  shorten 
its  course  . . . and  lessen  the  severity 
and  frequency  of  complications. 


For  your  information: 

Origin:  Hypertussis  is  a refined  gamma 
globulin  fraction  obtained  from  the  blood  of 
adults  who  have  been  hyperimmunized 
with  Cutter  Phase  I Pertussis  vaccine.  Each 
^V*  cc.  dose  of  Hypertussis  contains  a 
quantity  of  gamma  globulin  equivalent  to 
approximately  25  cc.  of  human  hyperim- 
mune serum.  Dosage:  Therapy— the  usual 
suggested  dose  in  the  average  infant  is  1!4 
cc.  given  intramuscularly  only  and  repeated 
at  24  to  48  hours,  depending  on  the  clinical 
response.  In  critically  ill  infants  and  children 
the  dose  should  be  doubled.  Prophylaxis 
— The  usual  dose  for  infants  is  1 14  cc.  given 
intramuscularly  as  soon  after  exposure  as 


possible.  Larger  children  should  probably 
be  given  214  cc.  Some  physicians  use  a 
second  dose  given  one  to  two  weeks  after 
the  first  on  the  basis  of  the  reports  of  cases 
occurring  A'A  to  5 weeks  after  a single  injec- 
tion. Administration:  Precaution— Do  not 
give  intravenously.  Hypertussis  is  gamma 
globulin  prepared  by  the  regular  cold 
ethanol  fractionation  procedure;  and  in 
common  with  all  such  gamma  globulin 
products,  should  be  administered  by  the 
intramuscular  route  only.  A separate,  heat- 
sterilized  syringe  and  needle  should  be 
used  for  each  individual  patient  to  prevent 
transmission  of  homologous  serum  hepa- 


titis, or  other  infectious  agents,  from  one 
person  to  another.  Reactions:  On  rare  oc- 
casions a slight  soreness  may  be  noted  at 
the  site  of  injection. 

Produced  by  the  leaders  in 
human  blood  fractions  research 


CUTTER  LABORATORIES 

Prescription  Products  Department 
Berkeley  10,  California 
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That’s  why  we  apply  such  exacting  standards  in  the  selection  of 
Dean  Witter  account  executives.  It  is  why  we  train  them  so  rigorously, 
in  what  we  sincerely  believe  is  one  of  the  most  comprehensive  training 
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urine 

tests 


as 

basic 


your 

stethoscope 


oacetest' 

urine  ketones 

Q clinitest' 

urine  sugar 

Oictotest' 


urine  bilirubin 


albustix' 

urine  protein 

clinistix' 

urine  glucose 

ihemastix' 

— ' hematuria!  hemoglobinuria 

iketostix' 

— I urine  ketones 

s|  phenistix' 

—-1  • urine  phetiylketones 


Ames  products  are  available 
through  your  regular  supplier. 
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115  reasons 
why 

SYNALAR® 

(fluocinolone  acetonide) 

■ 

IS 

replacing 

hydrocortisone 


nann.  H and  Korting.  G.  W : Regarding 

! effect  of  a new  doubly-fluorinatcd  corticoid. 
.riamcinolone*l6.  17*acetonide.  ftaul  Gesch- 
:Apr-  1960, 

nson.  II.  M.  Jr.:  Fluocinolone  Acetonidc. 

.■rm  S3:U9  - Jan  - 1961, 

!tz.  J,  R.;  A new  corticoid  for  topical  thera- 
4,‘nted  at  the  Med  Soc  Meeting  of  California 
1961 

>ri.  T et  al:  Clinical  result  of  fluocinolone 
t.  pn^-nted  al  the  394th  regional  meeting  of 
lanesc  Association  of  Dermatology.  Tokyo 
1961 

a Rubio,  j . and  Barba  Rubio.  M : Topical 

rtuocinolone  acetonide  in  dermatology.  Sem 
ex  Jd::iT4  Sept  ■ 1961 

jnt.  O. : Clinical  experiments  with  a new 

anti-inflammatory;  fluocinolone  acetonide, 
Med  69 :17\7  (Sept-  1961. 

..  T r Thirty  cases  of  various  dermatoses 
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Itz.  J.  R : A new  corticoid  for  topical  thera- 
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r.  R,  K.:  Treatment  of  refractory  derma* 

ith  fluocinolone  acetonide.  Curr  Ther  Res 
Nov)  1961 

nberg.  T.  H,.  and  Macotela.  E.  R.:  New 

nts  in  dermatology.  Pr(‘sented  to  .Associacion 
del  Occidente.  Guadalajara.  Mexico  (Nov' 

m.  M.  M.  and  Levy.  E.  j.:  Fluocinolone 

Ic.  a new  topical  corticosteroid:  clinical  and 
cological  evaluation,  / \ew  Drugs  1 :262 
>ec)  1961 

imada.  M P.:  Use  of  fluocinolone  acetonide 

•rent  inflammatory  derrnatitides.  Sew  Med 
■217  <Dec  1 • 1961. 

ves  Ortega.  R : Fluocinolone  acetonide  in 

treatment  of  various  dermatoses.  Sem  Med 
:245  (Dec  K*  1961. 

0,  V : Exjvrience  with  a new  topical  ster- 

■sented  at  the  164th  regional  meeting  of  the 
Association  of  Dermatology.  Niigata  ^Dec  i 


Icville.  J : Clinical  study  of  a new  cream- 

irticoid  for  dermatological  use,  Gaz  Med 
ft*5;3003  'Dec;  1961. 

0.  T..  et  al:  Experience  with  RS-1401AT 

Presc'nted  at  the  15th  regional  meeting  of  the 
<•  .Association  of  Dermatology  and  .Associa- 
Urology.  Vamaguchi  'Dec)  1961. 

oltz.  J I^  ; Topical  therapy  of  psoriasis 
jocinolone  acetonide.  Arch  Derm  5-/:1029 
1961. 

ita,  11 . • / The  u-<e  of  fluocinolone  aceton- 
he  topical  treatment  of  eczematous  diseases. 
‘Tfn  '■  Kyoto  ^ 56:279  1961. 

rita.  Y • 'freatment  of  some  dermatoses 
ocinolone  acetonide.  Research  3:7\  1961. 

hida.  M el  al.  Clinical  experience  with  RS- 
■ cream.  Derm  Crol  25:628  1961. 


iman.  I.  Improved  dermatologic  therapy 
new  toj)ical  steroid,  fluocinolone  acetonide. 
d at  the  .Amer  Soc  of  Osteopathy  (Jan  17, 


uda.  T.:  Fifteen  cases  of  inflammatory 
ises  treated  with  fluocinolone  acetonide,  / 
d Assn  47:12  > ■ 1962. 

iara.  N,.  and  Ohmori,  S. : Clinical  use  of 

cream  (fluocinolone  acetonide).  Derm  Urol 


Since  1960,  115  clinical  papers 
have  appeared  or  are  in  press  on 
the  use  of  fluocinolone  acetonide. 
These  reports,  on  4,562  patients, 
confirm  the  success  of  Synalar 
(fluocinolone  acetonide)  in  the 
treatment  of  a wide  range  of  in- 
flammatory dermatoses. 

Documented  results  show  that 
this  important  advance  in  topical 
therapy: 

• is  consistently  effective  both 
initially,  and  should  retreatment 
be  required 

• rapidly  relieves  pruritus 

• controls  both  chronic  and 
acute  conditions 

• is  economical  because  less 
medication  is  required  to  rapidly 
achieve  optimum  results 

Write  for  a clinical  supply  to  see 
why  Synalar  (fluocinolone  aceto- 
nide) is  replacing  hydrocortisone 
as  the  topical  anti-inflammatory 
agent  of  preference. 

Complete  listing  of  published  re- 
ports available  on  request. 

AVAILABLE:  for  initiation  of  therapy — Cream 
0.025%,  5 and  15  gm.  tubes;  tor  maintenance 
therapy — Cream  0.01%,  45  gm.  tubes;  for  emol- 
lient effect— Ointment  0.025%,  15  gm.  tubes;  for 
infected  dermatoses — Neo-Synalarif)  (0.025%  fluo- 
cinolone acetonide,  0.5%  neomycin  sulfate)  Cream, 
5 and  15  gm.  tubes, 

PRECAUTIONS:  Synalar  (fluocinolone  acetonide) 
preparations  are  virtually  non-sensitizing  and  non- 
irritating; neomycin  rarely  produces  allergic  re- 
actions. Although  side  effect  are  not  ordinarily 
encountered  with  topically  applied  corticosteroids, 
as  with  all  drugs,  a few  patients  may  react  unfavor- 
ably. Where  there  is  systemic  infection  or  severe 
local  infection,  systemic  antibiotics  should  be 
considered,  based  on  susceptibility  testing. 


an  original  steroid  from 
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LABORATORIES  INC.,  PALO  ALTO,  CALIF. 
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74.  .Alvarez  Ude,  F. : Psoriasis  and  other  resistant 

dermatoses  and  fluocinolone.  .Medicamenla  39:24 
(Jan  15)  1963. 


109.  Nakamura.  K.:  F'xperierj’ 
some  skin  diseases  with  fluocinol| 
in  prtss;  Derm  I 'rol  'F'ukuoka;! 

110.  Namilo.  T..  et  al:  Exp  j, 

cream  in  treatment  of  dermatosc^^ 
kaido  Med  .Assn  Meeting.  I96j 
Remedies  <ic  ( link.  ■ 

111.  Odagiri.  H ; Experience  ii 

acetonide  ointment,  in  IF  j 

112.  Scholtz.  J Note  on  Syrl 
acetonide.  solution,  in  pre*^<:  7 ' 

113.  Sonoda.  S..  and  Fukuharai 
eczematous  dermatitis  with  fli! 
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cut  Rx  writing  by  2/3 
in  colds, flu  or  grippe 


No  need  to  write  three  separate  prescriptions  for  antitussive, 
decongestant  and  analgesic  relief  of  common  cold, 
flu  or  grippe  symptoms  when  it  is  therapeutically  correct . . . 

economically  sound. ..to  specify 

ANTITUSSIVE/DECONGESTANT/ANALGESIC 

‘EMPRAZIL-G-TABLETS 

Each  tablet  contains: 

Codeine  Phosphate* 15  mg. 

‘Sudafed’®  brand  Pseudoephedrine  Hydrochloride. . 20  mg. 

‘Perazil’®  brand  Chlorcyclizine  Hydrochloride 15  mg. 

Phenacetin 150  mo. 


Caffeine 30  mg. 

•Warning  — may  be  habit  forming 
‘Emprazil-C’  Tablets  are  available  on  prescription  only. 

Dosage:  Adults  and  children  over  12  years  — 1 or  2 
tablets— 3 times  daily  as  required.  Children  6 to  12 
years— 1 tablet— 3 times  daily  as  required.  Caution: 
While  pseudoephedrine  is  virtually  without  pressor 
effect  in  normotensive  patients,  it  should  be  used 
with  caution  in  hypertension.  Also,  while  chlorcy- 
clizine has  a low  incidence  of  antihistaminic 
drowsiness,  the  usual  precautions  should  be 
observed.  Supplied:  Bottles  of  100  tablets. 

Also  available  without  codeine  as 
‘EMPRAZIU®  TABLETS 

Complete  literature  available  on  request  from 
Professional  Services  Dept.  PML. 

jS'bURROUGHS  WELLCOME  & CO  (U.S.A.)  INC. 

Tuckahoe,  N.  Y. 


"Doctor. . . I'm  so  tired  all  the  time" 


Lethargic  patients  respond  to  Ritalin 

( methylphenidale 
hydrochloride ) 


When  lethargy  is  a medical  problem  — in 
convalescence,  chronic  fatigue,  mild  depres- 
sion, menopause,  oversedation,  and  senility, 
for  example  — the  gentle  stimulant  action 
of  Ritalin  (methylphenidate  hydrochloride) 
restores  normal  physical  and  mental  activity. 

In  his  report,  Siegler^  states:  “In  mild 
depression  or  in  clinical  exhaustion  syn- 
dromes, a marginal  sympathomimetic  drug 
like  methylphenidate  seems  to  be  the  drug 
of  choice  for  initiating  therapy.  It  does  not 
have  the  toxic  effects  found  with  the  am- 
phetamines or  with  the  hydrazines  or  other 
antidepressants.” 

Other  significant  comments  on  the  clini- 
cal safety  of  Ritalin  (methylphenidate  hy- 
drochloride): “At  no  time  was  there  evi- 
dence of  serious  toxic  reactions  [in  a study 
of  185  patients].  The  drug  did  not  produce 
alteration  in  blood  forming  factors,  kidney 
and  liver  function.”" 

“No  significant  toxic  effects  have  resulted 
after  the  continuous  administration  of 
methylphenidate  for  more  than  3 years.”® 


INDICATIONS:  Chronic  fatigue. 
contraindications:  Marked  anxiety,  ten- 
sion, and  agitation. 

caution:  Should  not  be  used  to  increase 
mental  or  physical  capacities  beyond  nor- 
mal limits.  Use  cautiously  with  epinephrine 
or  levarterenol. 

side  effects:  Nervousness,  insomnia,  ano- 
rexia, nausea,  dizziness,  palpitations,  head- 
ache, drowsiness. 

dosage:  10  to  20  mg.  b.i.d.  or  t.i.d. 

supplied:  Tablets,  5 mg.  (pale  yellow),  10 
mg.  (pale  blue)  and  20  mg.  (pale  orange) . 

references:  1.  Siegler,  E E.,  in  Nodine, 
J.  H.,  and  Moyer,  J.  H.  (Editors)  : Psycho- 
somatic Medicine,  The  First  Hahnemann 
Symposium,  Lea  & Febiger,  Philadelphia, 
1962,  p.  582.  2.  Lapolla,  A.:  Western  Med. 
2:383  (Sept.)  1961.  3.  Yoss,  R.  E.,  and 
Daly,  D.  D. : Pediatrics  25 : 1025  (June)  1960. 

2/3098MB 


Ritalin® 


hydrochloride  (methylphenidate  hydrochloride  CIBA) 
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When  you  recognize  signs  of  depression  and 

anxiety  and  associate  them  with  an 

organic  condition— add  'Deprol'  to  your  therapy. 

Typical  conditions  in  which  'Deproi'  should  be  considered 
for  control  of  the  associated  depression  and  anxiety: 

Cancer  ■ Cardiovascular  disorders  ■ Arthritis  ■ Menopause  ■ Alcoholism  ■ Obesity  ■ 
Asthma,  hay  fever  and  related  allergies  ■ Chronic  infectious  diseases  ■ Pregnancy  and 
post  partum  ■ Dermatoses  ■ G.l.  disorders,  and  many  other  organic  disturbances. 


When  you  recognize  depression  and  anxiety 
traceable  to  an  emotionally  charged  situation  with 
no  somatic  disorder— start  the  patient  on  'Deprol'. 

Typical  situations  in  which  'Deprol'  is  indicated: 

Fear  of  cancer  or  other  life-threatening  disease  ■ Pre-  and  post-operative  fears  ■ Marital 
problems  ■ Death  of  a loved  one  ■ Loss  of  work  ■ Retirement  problems  ■ Financial 
worries,  and  many  other  stressful  situations. 


Deprol' 

meprobamate  400  mg.-f  benactyzine  hydrochloride  1 mg. 


BRIEF  SUMMARY:  Indications:  Depression,  especially  when 
accompanied  by  anxiety,  tension,  agitation,  rumination  or  in- 
somnia. Side  Effects:  Slight  drowsiness  and,  rarely,  allergic 
reactions,  due  to  meprobamate,  and  occasional  dizziness  or 
feeling  of  depersonalization  in  higher  dosage,  due  to  benacty- 
zine,  may  occur.  Meprobamate  may  increase  effects  of  exces- 
sive alcohol.  Use  with  care  in  patients  with  suicidal  tendencies. 
Consider  possibility  of  dependence,  particularly  in  patients 


with  history  of  drug  or  alcohol  addiction.  Withdraw  gradually 
after  prolonged  use  at  high  dosage.  Complete  product  infor- 
mation available  to  physicians  on  request. 

USUAL  ADULT  DOSAGE:  1 tablet  q.i.d.  May  be  increased 
gradually,  as  needed,  to  3 tablets  q.i.d.;  with  establishment  of 
relief,  may  be  reduced  gradually  to  maintenance  levels. 

SUPPLIED:  Light-pink,  scored  tablets.  Bottles  of  50. 


WALLACE  LABORATORIES  / Cranbury.  N.J. 


CD-9689 
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CORRESPONDENCE 

This  department  is  a forum,  provided  for 
free  individual  expression.  Letters  are  pub- 
lished as  received  and  given  little  or  no 
editing.  Proof  is  submitted  when  time  per- 
mits, before  publication.  Responsibility  for 
statements  rests  with  the  authors  of  these 
communications  and  not  with  this  journal 
which  strives  only  to  protect  the  right  of 
individuals  to  speak  for  themselves.  Ed. 


Dusting  with  Tetraethylpyrophosphate 

EDITOR,  NORTHWEST  MEDICINE: 

In  answer  to  your  request  for  information  con- 
cerning the  highly  publicized  insecticidal  spraying 
incident  of  August  10,  1963,  in  Toppenish,  W'ash- 
ington,  I have  had  the  following  account  prepared. 

Airplane  dusting  with  Tetraethylpyrophosphate 
(TEPP)  was  done  late  in  the  afternoon,  because 
a high  temperature  is  conducive  to  a maximum 
kill  of  mites  in  hop  fields.  It  was  anticipated  the 
dust  cloud  might  drift  to  the  south,  so  in  accordance 
with  accepted  procedure,  people  south  of  the 
sprayed  fields  were  warned  that  dusting  would 
occur.  Air  movements,  however,  unexpectedly  car- 
ried a cloud  of  the  dust  into  a land  depression  to 
the  north.  Shortly  thereafter  Mr.  Ray  Cerna,  who 
lived  some  700  feet  north  from  the  dusted  area, 
found  two  of  his  cattle  dying  and  13  others  with 
symptoms.  His  children  and  grandchildren  joined 
him  to  observe  the  cattle.  At  this  time  Mr.  Cerna 
and  the  others  began  to  cough,  notice  tightness  in 
the  chest,  and  experience  varying  degrees  of  dizzi- 
ness. 

Alarmed  by  the  death  of  the  two  cattle  and 
beginning  symptoms  in  his  own  family,  Mr.  Cerna 
spread  the  word  that  a cloud  of  TEPP  was  in  the 
neighborhood  and  was  dangerous. 

The  local  sheriff’s  office.  State  Patrol,  and 
Civil  Defense  personnel  evacuated  all  people  within 
one  square  mile.  Forty-one  people  were  sent  to 
the  hospital  for  a check  to  make  certain  no  human 
life  was  in  jeopardy.  Of  the  people  examined,  15 
gave  histories  which  could  have  represented  symp- 
toms of  poisoning.  All  signs  had  subsided  by  tbe 
time  the  attending  physician  saw  them,  except  for 
the  most  heavily  exposed  persons.  Their  shortness 
of  breath,  which  w'as  mild,  lasted  for  a few  hours. 
.Miosis,  usually  given  as  a prominent  symptom,  was 
absent  at  the  time  of  examination.  Blood  tests  in- 
dicated that  even  those  with  symptoms  showed 
slight  or  no  change  in  cholinesterase  levels.  Two 
local  physicians  who  saw'  the  patients  report  no 
lasting  ill  effect.  All  symptoms  began  within  an 
hour  of  application  of  the  TEPP  and  were  reported 
as  follows:  Cough  (within  minutes  after  the  dust- 
ing), tightness  of  the  chest,  and  dizziness. 


C.  E.  Quinby,  M.D.,  Medical  Toxicologist,  of 
U.S.  Public  Health  Service  at  W'enatchee  was  con- 
sulted by  phone  by  the  attending  doctor  shortly 
after  the  patients  came  to  the  hospital.  Advice  in 
diagnosis  and  management  w'as  given  that  evening. 
The  next  day,  Dr.  Quinby  and  Mr.  Homer  Wolfe, 
entomologist,  made  an  on-site  investigation  of  the 
incident. 

The  possibility  that  there  was  an  inadvertent 
violation  of  regulations  is  being  considered,  but  no 
evidence  has  been  discovered  so  far  that  such 
violation  occurred. 

From  our  Toppenish  experience  we  have  gained 
certain  impressions  which  may  be  of  assistance  to 
others  in  preventing  possible  loss  of  human  life; 

A.  We  have  been  repeatedly  warned  that  the  organic 
phosphate  insecticides  are  dangerous.  The  incident  which 
took  place,  and  resulted  in  mild  illness  in  humans  and 
the  death  of  two  cattle,  should  reinforce  this  fact.  We 
are  all  anxious  to  see  the  economic  gains  made  possible 
by  judicious  use  of  insecticides.  Nevertheless  we  cannot 
condone  a hazard  to  human  life.  Those  purchasing  appli- 
cations, those  making  applications,  and  those  agencies 
responsible  for  regulating  applications,  must  realize  their 
responsibilities  in  assuring  tne  protection  of  citizens. 

B.  Symptoms  may  occur  almost  immediately  after 
exposure.  All  physicians  should  be  alerted  and  be  pre- 
pared to  deal  with  accidental  poisoning  in  any  area  where 
insecticides  are  extensively  or  regularly  used.  A state 
of  preparedness  requires  knowledge  of  the  insecticides 
being  used,  awareness  of  the  signs,  symptoms,  and  treat- 
ment for  each,  and  availability  of  the  physician  within 
minutes  to  the  place  of  exposure. 

C.  All  those  planning  to  use  dangerous  insecticides 
should  select  a physician  ahead  of  time  for  the  diagnosis 
and  care  of  an.v  illness  that  might  arise.  Since  it  must  be 
differentiated  from  more  common  causes  of  illness,  such 
physicians  should  be  furnished  labels  of  materials  being 
applied  as  well  as  the  approximate  periods  of  application. 
Some  states  have  laws  which  make  this  mandatory,  but 
even  in  these  states  cooperation  and  teamwork  between 
all  parties  concerned  prevents  more  accidents  than  the 
mandatory  clause  of  the  law. 

D.  Interested  physicians  are  urged  to  take  the  time 
to  become  acquainted  with  insecticides  and  teach  those 
of  their  patients  who  use  them  the  respect  they  deserve. 

In  view  of  the  present  interest  in  TEPP,  every  phy- 
sician should  keep  in  mind  the  following  facts: 

1.  The  residual  life  of  TEPP  is  very  short  under  prac- 
tical conditions  of  application.  However,  for  safety’s  sake, 
the  latest  application  before  harvest  has  been  specified 
by  the  U.S.  Dept,  of  Agriculture  as  3 days. 

2.  Truck  gardners  should  be  advised  not  to  eat  or 
distribute  crops  for  consumption  for  three  days  after 
application. 

3.  Chemical  formula  of  TEPP  Tetraethylpyrophosphate; 

CoH,0  O O O-CoHg 

■ Ml  11/  ■ 

P-O-P 

/ \ 

C2H5O  0-C2H5 

4.  Formulations:  Concentrates  (solutions  of  the  organ- 
ophosphates  and  emulsifiers  in  an  organic  solvent)  up 
to  50  per  cent  or  more;  field  use  0.025  per  cent  to  0.4  per 
cent:  aerosols  from  0.5  per  cent  to  4 per  cent;  dusts  from 
0.5  per  cent  to  2 per  cent. 

5.  Used  in  control  of  aphids,  mites  and  other  soft 
bodied  arthropods. 

6.  Routes  of  absorption:  Through  all  portals.  Several 
persons,  including  children  have  died  after  spilling  ma- 
terial on  the  skin. 

7.  Signs  and  symptoms  of  poisoning  in  man  are  to 
a great  extent  secondary  to  cholinesterase  inhibition. 
The  usual  symptoms  include  headache,  giddiness,  nervous- 
ness, blurred  vision,  weakness,  nausea,  cramps,  diarrhea, 
and  discomfort  in  the  chest.  Signs  include  sweating, 
miosis,  lacrimation,  salivation,  excessive  respiratory  tract 
secretions,  vomiting,  cyanosis,  papilledema,  uncontrollable 
muscle  twitches,  convulsions,  coma,  loss  of  reflexes  and 
loss  of  sphincter  control.  The  last  four  signs  are  seen 
only  in  advanced  cases,  but  do  not  preclude  a favorable 
outcome  if  energetic  treatment  is  continued.  Following 
smaller  doses,  onset  of  illness  is  sometimes  delayed  for 
an  hour  or  more,  and  may  occur  at  home  after  work  ex- 
posure. If  onset  begins  more  than  12  hours  after  exposure, 
the  illness  is  probably  due  to  some  other  cause.  One 
must  be  cautious,  however,  in  assuming  that  exposure 
isn’t  continuing  from  contaminated  clothes.  In  occupa- 

continued  on  page  856 
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BELAP 

Antispasmodic  sedative 
Natural  alkaloids  of  Belladonna 


economical  to  use 


BELAP  No.  0 Formula 

Belladonna  Extract % gr.* 

Phenobarbital 'A  Q<’- 

BELAP  No.  1 Formula 

Belladonna  Extract 'A  gr.* 

Phenobarbital % gr. 


BELAP  No.  2 (Scored)  Formula 


Belladonna  Extract % gr.* 

Phenobarbital gr. 


*Equivalent  5 minims  Tinct.  Belladonna;  USP. 


Prescribe  BELAP  with  confidence 


HAACK  LABORATORIES,  INC. 

P.O.  Box  3286,  Portland,  Oregon  97208 
A division  of  Lemmon  Pharmacol  Co. 
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continued  from  page  854 

tional  cases,  relatively  incapacitating  symptoms  of  nausea, 
cramps,  discomfort  in  the  chest,  and  muscular  twitching, 
often  occur  two  to  eight  hours  after  an  initial  giddiness, 
blurred  vision,  and  headache. 

While  miosis  has  been  emphasized  as  a prominent 
sign,  it  may  not  be  apparent  as  in  the  cases  at  Toppenish. 
It  may  appear  late,  or  there  may  even  be  a mydraisis, 
perhaps  as  a nonspecific  reaction  to  discomfort  and  appre- 
nension.  Treatment  should  not  be  delayed  because  of 
absence  of  miosis  if  definite  exposure  has  been  deter- 
mined. 

8.  Differential  diagnosis  includes:  cerebral  vascular 

accident,  heat  stroke,  heat  exhaustion,  hypoglycemia,  gas- 
troenteritis, and  pneumonia. 

9.  Treatment. 

a.  Artificial  respiration  if  required.  (Do  not  give 
atropine  to  a cyanotic  patient;  give  artificial  respiration 
first.) 

b.  Atropine  sulfate.  2 to  4 mg  (1/30  to  1/15  gr)  intra- 
venously as  soon  as  cyanosis  is  overcome.  Repeat  at  5 to  10 
minute  intervals  until  signs  of  atropinization  appear  (dry, 
flushed  skin,  and  tachycardia  as  high  as  140  per  min- 
ute). Some  physicians  have  believed  the  large  dose  to 
have  been  a mistake.  A lesser  dose  is,  however,  ineffec- 
tive. If  the  case  is  less  severe,  however,  the  atropine 
dosage  can  be  cut  in  half. 

c.  Give  pralidoxime  choride  (2-pyridine  aldoxime 
methochloride)  (2-PAM)  I.V.,  1 gram  for  adults  and  0.25 
gram  for  infants.  Repeat  as  often  as  the  signs  of  poisoning 
return. 

d.  Decontaminate  skin,  using  soap  and  water  followed 
by  ethyl  alcohol.  (Many  of  the  organic  phosphorus  insec- 
ticides are  more  soluble  in  alcohol  than  water.) 

e.  Decontaminate  stomach  and  eyes  as  indicated.  If 
pulmonary  or  gastric  secretions  have  accumulated  they 
should  be  removed. 

f.  Symptomatic  treatment 

Never  give  morphine,  theophylline,  or  aminophylline. 
Large  amounts  of  intravenous  fluids  are  generally  con- 
traindicated because  of  excessive  fluid  in  the  respiratory 
tract.  Use  tranquilizers  with  great  caution,  there  is  some 
evidence  of  their  being  containdicated.  I tis  certain  that 
promazine  and  chlorpromazine  increase  mortality  in  ex- 
perimental animals  poisoned  by  parathion. 

10.  Watch  the  patient  constantly  since  the  need  for 
artifical  respiration  may  appear  suddenly.  Have  equip- 
ment readily  available.  The  acute  emergency  lasts  24-28 
hours  and  the  patient  should  be  watched  continuously 
during  this  time.  Favorable  response  to  one  or  more  doses 
of  atropine  does  not  guarantee  against  sudden  and  fatal 
relapse. 

11.  It  is  believed  cholinesterase  values  of  0.5  or  less 
for  either  cells  or  plasma  represent  abnormal  depressions 
for  most  individuals.  If  a cholinesterase  determination  is 
desired,  collect  lOcc  of  heparinized  blood  using  caution 
to  prevent  hemolysis  or  dilution.  Centrifuge  15  ml.  at 
2000  RPM  and  separate  plasma  and  RBC.  Discard  WBC 
and  plasma  at  surface  of  RBC.  Stopper  plasma  and  RBC 
in  separate  tubes  with  polyethelene  or  rubber  stoppers 
and  marked  refrigerate  (do  not  freeze).  Ship  refrigerated 
(not  with  dry  ice),  marked  “Perishable”,  “RUSH”,  “Refrig- 
erate”. “DO  NOT  FREEZE”,  Physicians  should  contact  the 
laboratory  of  their  choice  to  see  if  such  examinations  are 
made  or  to  learn  where  such  specimens  should  be  shipped. 

12.  Reference:  Technical  information  obtained  from 

Clinical  Handbook  on  Economic  Poisons,  Emergency  In- 
formation for  Treating  Poisoning,  U.S.  Dept.  HEW,  PHS 
Publication  No.  476,  Revised  1963.  U.S.  Government 
Printing  Office,  Washington,  25.  D.C.,  Price  55  cents. 
(A  publication  which  every  physician  who  may  be  called 
upon  to  deal  with  economic  poisons  should  have.) 

Sincerely, 

BERX.4RD  BUCOVE,  M.D.,  D.P.H. 

State  Director  of  Health 


Electronic  Bookkeeping  Made  Available 

EDITOR,  NORTHWEST  MEDICINE; 

Kitsap  Physicians  Service  will  provide  private 
patient  billing  and  accounting  service  for  its  mem- 
ber doctors  starting  January  1,  1964. 

There  are  two  main  reasons  for  deciding  to  pro- 
vide this  service.  First,  because  our  organization 
is  operated  for  and  controlled  by  the  doctors, 
we  can  provide  the  best  possible  service  to  doc- 
tors at  a very  low  cost.  Second,  by  contributing 
its  fair  share  to  overhead,  the  new  service  will  help 
reduce  the  overhead  burden  on  normal  bureau 
work.  Doctors  subscribing  to  the  service  will  be 


provided  with  legibly  printed,  well  detailed  state- 
ments for  mailing  to  each  patient  account.  The 
doctor  will  also  receive  an  accurate  analysis  of  all 
billings  and  receipts  suitable  for  income  tax  pur- 
poses. He  will  be  provided  with  a regular  trial 
balance,  aged  to  show  the  status  of  the  delinquent 
accounts  and  the  length  of  time  since  last  payment. 
He  will  also  be  furnished  with  complete  statistical 
analysis  of  types  of  service  by  number  of  times  per- 
formed and  total  amount  billed  for  each  category  of 
service.  He  will  get  a detailed  accounting  of  third 
party  receivables  and  regular  analysis  of  revenue  by 
source  (private  accounts,  private  insurance  com- 
panies, medical  plan,  V.A.,  etc.). 

We  are  still  seriously  considering  providing  the 
doctor  with  a complete  annual  or  semi-annual 
analysis  of  service  to  each  patient  that  would  serve 
as  a patient  history  and  as  a source  of  tax  infor- 
mation for  the  patient.  Our  philosophy  is  to  provide 
the  doctor  with  the  most  complete  accounting  pack- 
age possible  at  a single  low  price  based  on  the  num- 
ber of  monthly  statements.  W'e  selected  this  basis 
rather  than  a per  transaction  basis  to  encourage 
fullest  possible  utilization  and,  therefore,  greatest 
possible  benefit  from  the  system.  There  will  be  no 
additional  charge  for  the  special  analysis  and  re- 
ports. 

This  system  will  utilize  IBM  data  processing 
equipment  already  being  used  for  normal  bureau 
activities.  Each  doctor’s  office  will  be  equipped 
with  an  IBM  1001  Data  Transmission  Terminal.  This 
desk  sized  unit  will  be  used  by  the  doctor,  or  his 
nurse,  to  transmit  accounting  information  over  regu- 
lar telephone  circuits  to  the  Kitsap  Physician  Serv- 
ices office.  The  data,  when  received,  will  be  com- 
pletely ready  for  machine  processing. 

A typical  transaction  would  work  in  the  following 
way:  Each  chart  file  will  contain  a small  card 
identifying  the  patient.  When  a service  has  been 
performed,  the  doctor  or  nurse  will  dial  a special 
telephone  number  at  Kitsap’s  office.  The  receiving 
machine  will  automatically  answer  the  telephone 
and  make  itself  ready  to  receive  the  incoming  data. 
By  placing  the  patient’s  card  in  the  transmitting 
terminal,  the  doctor’s  office  will  cause  an  IBM 
card  to  be  punched  with  the  patient  name  and 
number.  A small  keyboard,  much  like  a regular 
adding  machine,  will  be  used  to  transmit  the  t>'pe 
of  service  code  and  the  amount  to  be  charged.  The 
transmission  system  will  check  itself  and  signal 
the  doctor’s  office  as  to  whether  or  not  the  trans- 
mission was  correctly  received.  The  doctor’s  office 
can  then  proceed  to  transmit  the  next  transaction, 
and  so  forth  until  all  have  been  sent  to  the  pro- 
cessing center. 

The  IBM  machines  at  Kitsap’s  main  office  will 
be  used  to  prepare  a daily  transaction  register  which 

continued  on  page  859 
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FAMILY 

PORTRAIT 


The  containers  shown  are  the  present  day  Don 
Baxter,  Inc.  container  and  its  ancestors.  As  a 
matter  of  fact,  the  one  marked  1928  is  the  first 
successful  parenteral  fluid  container  made  by 
any  company  anywhere. 

The  fact  that  Don  Baxter,  Inc.  made  the  first 
parenteral  container  is  a source  of  considerable 
pride  to  us,  but  the  pride  would  be  hollow  if  we 
had  not  improved  the  container  as  medical 
science  and  technology  advanced.  Don  Baxter, 
Inc.  has  moved  ahead  and  has  contributed  sig- 
nificantly to  the  field  of  parenteral  therapy  in 
its  35-year  history. 

Today,  we  offer  a complete  line  of  solutions 
and  the  simplest  and  safest  method  of  trans- 
porting them  into  your  patient’s  vein.  Perhaps 
this  is  why  Baxter  solutions  and  sets  have  the 
largest  hospital  acceptance  in  the  West. 

We  would  like  to  use  this  35  years  of  know-how 
to  serve  you. 


DON  BAXTER,  INC.  GLENDALE.  CALIF. 


ANY 


QUESTIONS? 


Not  with  the  Baxter  parenteral  system.  The 
latex  membrane  has  only  one  “dimple,”  one  obvi- 
ous place  to  add  medication  before  administra- 
tion. No  more  dislodged  air  tubes  or  wasted 
medication. 

This  simplicity  of  design  is  typical  of  all  aspects 
of  the  Baxter  system.  It  is  one  more  reason  why 
we  say  that  “the  difference  is  medical  engineer-Ji! 
ing.”  Medical  engineering  recognizes  that  sim- 
plicity of  operation  reduces  the  possibility  of 
error  at  your  patient’s  bedside.  Medical  engi- 
neering gives  you  . . . 


SAFETY  THROUGH  SIMPLICITY 


. ..uTt'y 
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the  doctor’s  office  will  receive  in  the  following 
day’s  mail.  This  will  show  each  transaction  in  de- 
tail and  the  total  of  cash  received,  charges  billed, 
and  other  necessary  accounting  information.  On  a 


monthK'  basis  the  same  data  will  be  reprocessed 
through  the  machines  to  provide  the  trial  balance, 
the  patient’s  statements,  and  other  analyses. 

Sincerelij, 

FH.ANK  C.  T.WLOH,  M.l). 

Cdutinnan,  Board  of  Trustees 


giving 
€*andy 
to  a 
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vi-syneraV  chewable  tablets 

These  fruit-tasty,  delicious  treats  with  a great  big  nutritional  plus  can  be  chewed  or  sucked 
(melt  readily  in  mouth)  and  leave  no  unpleasant  aftertaste.  Makes  it  so  easy  for  mothers  to 
help  assure  toddlers  and  older  children  an  adequate  supplementary  Intake  of  vitamins 
essential  to  their  normal  growth,  development  and  health  . . . and  with  just  one  tablet  doily. 
M-m-m-most  delectable  too  . . . VI-SYNERAL  CHEWABLE  EACH  CHEWABLE  TABLET  PROVIDES- 

TABLETS...  to  support  nutrition  in  geriatric,  chronically  ill,  vitamin  a/5, ooo  u.S.P.  UNITS  ■ vitamin  D 

convalescing,  dieting  and  other  patients.  In  bottles  of  100.  soo  u.s.p,  units  b ascorbic  acid  (C)/7S  mg. 

^ ^ THIAMINE  MONONITRATE  (B,|/l.S  mg,  ■ 

Wont  somples?  Pleose  write...  RIBOFLAVIN  (BJ/O.S  mg.  H PVRIDOXINE 

. . . „ , ...»  HCI  (Bj|/2  mg.  m VITAMIN  hi  i meg.  B 

u.  s.  vitamrn  & pharmaceuttcul  corp.  niacinamide/io  mg.  ai  u,  calcium  panto- 

800  Second  Avenue,  New  York  17,  N.Y.  THENATE/2  mg,  H VITAMIN  E/l  INT.  UNIT 
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Join  the  Unswitchables  and  enjoy  the  great  [| 
taste  that  inspires  their  aggressive  loyalty. 


Tareyton,  of  course,  is  famous  for  fine  tobacco.  Now  see 
how  the  Activated  Charcoal  filter  works  with  the 
white  filter  to  actually  improve  the  fine  tobacco  taste: 


The  I The  i 

white  I chercoal  I 

filter  j filter  * 


r 


3 ^ 


I Together  they  give  you  the  great  taste 

of  DUAL  filter  TAREYTON 

Product  of  c/^ — c/o^zaeo  is  our  middle  name  @a.  t.  co. 


i DUAL  FILTER 
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or  longer  with  Just  I tablet . . . 
rarely  causes  constipation. 


analgesic  formula 

PERCODAN 


Each  scored  yellow  Percodan* 
Tablet  contains  4.50  mg. 
oxycodone  HCI  (Warning: 

May  be  habit-forming). 

0.38  oxycodone  terephthalate  , 
(Warning:  May  be  habit-forming), 
0.38  mg.  homatropine  terephthalate, 
224  mg.  aspirin,  160  mg. 
phenacetin,  and  32  mg.  caffeine. 

In  a comprehensive  range  of 
indications  marked  by  moderate 
to  moderately  severe  pain. 

Percodan  assures  speed,  duration, 
and  depth  of  anaigesia  by  the 
orai  route . . . acts  within  5 to  15 
minutes . . . usuaiiy  provides 
uninterrupted  reiief  for  6 hours 


throughout  the  wide 
middle  range  of  pain^ 
control  with  one 


\ 


Average  Adult  Dose— 1 tablet  every  6 hours.  Precautions,  Side  Effects  and  Contraindications-The  habit-forming  potentialities  of 
Percodan  are  some\A/hat  less  than  those  of  morphine  and  somewhat  greater  than  those  of  codeine.  The  usual  precautions  should  be 
observed  as  with  other  opiate  analgesics.  Although  generally  well  tolerated,  Percodan  may  cause  nausea,  emesis,  or  constipation  in 
some  patients.  Percodan  should  be  used  with  caution  in  patients  with  known  idiosyncrasies  to  aspirin  or  phenacetin,  and  in  those  with 
blood  dyscrasias.  Also  available.-  Percodan®-Demi,  containing  the  complete  Percodan  formula  but  with  only  half 
the  amount  of  salts  of  oxycodone  and  homatropine.  Both  products  are  on  oral  Rx  in  all  states  where  laws  permit. 

Narcotic  order  required.  Literature  on  request.  ENDO  LABORATORIES  Richmond  Hill  18,  New  York 

*U.  S.  Pats.  2,628,185  and  2,907,768 


To  control  diarrhea .. .promptly 
prescribe  LOMOTIi:  promptly 

Each  tablet  and  each  5 cc.  of  liquid  contains:  2.5  mg. 
of  diphenoxylate  hydrochloride  (Warning:  may  be 
habit  forming)  and  0.025  mg.  of  atropine  sulfate 


The  direct,  well-localized  activity  of  Lomotil 
relieves  spasm  and  cramping  and  provides 
prompt  symptomatic  control  of  virtually  all 
diarrheas. 

Numerous  investigators  have  remarked  on 
the  effectiveness  of  Lomotil  in  patients  with 
diarrhea  uncontrolled  by  other  agents. 

Weingarten  and  his  associates^  found  it  “an 
excellent  drug  . . . efficacious  where  other 
drugs  have  failed. . . 

Hock-  obtained  “results  superior  to  prior 
medications  in  68.3  per  cent  of  41  patients.” 

Since  Lomotil  controls  diarrhea  so  consist- 
ently, it  is  only  rational  to  prescribe  Lomotil 
before  other  agents  have  a chance  to  prove  in- 
adequate. To  control  diarrhea  promptly,  pre- 
scribe Lomotil  promptly. 

Lomotil  is  an  exempt  narcotic,  its  abuse 


habHity  being  comparable  to  that  of  codeine. 
Recommended  dosages  should  not  be  ex- 
ceeded. Side  effects  are  relatively  uncommon 
but  among  those  reported  are  gastrointestinal 
irritation,  sedation,  dizziness,  cutaneous  man- 
ifestations, restlessness  and  insomnia.  Lomotil 
should  be  used  with  caution  in  patients  with 
impaired  liver  function  and  in  patients  taking 
addicting  drugs  or  barbiturates.  Lomotil  is 
brand  of  diphenoxylate  hydrochloride  with 
atropine  sulfate;  the  subtherapeutic  amount 
of  the  latter  is  added  to  discourage  deliberate 
overdosage. 

1.  Weingarfen,  B.;  Weiss,  J.,  ond  Simon,  M.:  A Clinicoi  Evoluotion 
of  o New  Antidiorrheo!  Agent,  Amer.  J.  Gastroent.  35:628-633  (June) 
1961.  2.  Hock,  C.  W.:  Relief  of  Diorrheo  with  Diphenoxylote  Hydro- 
chloride (Lomotil),  J.  Med.  Ass.  Georgia  50.485-488  (Oct.)  1961. 
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EDITORIAL 


Drug  Advertising 


For  some  strange  reason  or,  perhaps,  for  a vari- 
ety of  them,  drug  advertising  is  subjected  to 
more  criticism  and  more  suspicion  than  any 
other  form  of  advertising.  Of  the  four  parties 
concerned,  only  the  advertising  agency  seems 
able  to  see  it  in  proper  perspective. 

The  professional  who  prepares  advertisements 
knows  that  what  he  does  is  to  remind,  to  stimu- 
late and,  to  a very  limited  extent  to  inform.  He 
knows  that  advertising  seldom  produces  final 
decision  about  using  or  not  using  a product  and 
he  knows  that  advertising  cannot  maintain  de- 
mand for  a product  that  fails  to  produce  desired 
results. 

The  other  three  parties  are  the  manufacturer, 
the  physician,  and  the  government.  Few  indi- 
viduals in  these  groups  seem  able  to  achieve 
an  undistorted  view  of  drug  advertising. 

Physicians  are  quite  apt  to  say  that  they  never 
look  at  drug  advertising  yet  it  has  been  shown 
repeatedly  that  they  do.  A statement  coming 
much  closer  to  the  truth  would  be  that  they  do 
not  look  at  advertising  that  does  not  interest 
them.  Research  indicates  that  most  physicians 
scan  advertising  sections  in  medical  journals, 
rapidly  passing  those  for  products  of  no  current 
interest  but  stopping  to  absorb  some  information 
from  those  offering  help  with  a pressing  prob- 
lem. 

This  is  quite  understandable.  The  man  who 
has  been  having  trouble  with  his  automobile 
will  stop  at  every  automobile  advertisement  in 
his  newspaper  but  the  man  who  has  a satisfac- 
tory car,  recently  purchased,  will  hardly  know 
that  they  are  on  the  pages  he  reads.  When  one 
of  his  cases  is  not  doing  well  on  the  product 
he  has  been  using,  the  physician  will  hardly  be 
able  to  escape  the  impact  of  an  advertisement 
about  one  offering  the  possibility  of  better  re- 
sults. Physicians  seldom  are  aware  of  the  source 
of  their  first  information  on  new  and  improved 
products,  or  new  uses  for  old  ones,  but  much 


of  it  comes  from  drug  advertising.  A more  real- 
istic attitude  toward  the  advertising  pages  in 
medical  journals  would  permit  developments 
making  it  an  even  more  useful  means  of  trans- 
mitting information. 

The  pharmaceutical  manufacturer  faces  prob- 
lems peculiar  to  his  industry.  He  no  longer  sells 
prescription  ingredients  in  any  quantity.  There- 
fore, he  no  longer  advertises  extensively  to  the 
pharmaceutical  profession.  He  must  advertise 
to  the  physician  who  writes  the  prescription  for 
his  products.  He  recognizes  this  situation  very 
well  indeed  and  devotes  to  advertising  a reason- 
able portion  of  his  budget,  in  effort  to  alter 
prescription  writing  habits  or  to  maintain  those 
already  developed.  His  distortion  is  derived  from 
his  belief  that  everyone  who  receives  a journal 
carrying  his  advertisement  will  read  the  message 
he  knows  to  be  so  important.  He  will  deny  this 
statement  but  present  pattern  of  his  purchase 
of  advertising  space  seems  to  bear  it  out. 

The  fourth  party,  only  recently  involved  but 
now  dominating  the  scene  through  power  of  law 
and  bureau  ruling,  is  the  government.  Apparent- 
ly, those  responsible  for  the  new  laws,  and  those 
charged  with  writing  the  regulations  under  them, 
believe  that  physicians  behave  like  marionettes, 
manipulated  by  the  manufacturer  on  the  strings 
of  his  advertising  insistence.  This  is  not  to  be 
described  as  a stupid  viewpoint  but  rather  one 
indicating  colossel  ignorance  of  the  physician’s 
way  of  doing  things. 

Drug  advei'tising  is  neither  a time  waster,  a 
physician  manipulator,  nor  a miracle  worker. 
It  is  a useful  device,  capable  of  reminding,  stimu- 
lating or  aiding  the  physician;  and  it  can  carry 
a very  limited  amount  of  information.  If  all 
four  parties  concerned  could  see  it  for  what  it 
is,  rather  than  conjure  up  images  of  something 
it  is  not,  life  might  be  a little  less  complicated 
and  advertising  might  be  much  more  useful  to 
all.B 
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EFFECTIVE  . . . 


EVEN  IN  THE  PRESENCE 
OF  FOOD 


McCarthy  and  Finland^  demonstrated  that  V-Cillin  K is  well  absorbed  even  in  the 
presence  of  food.  No  nonabsorbers  have  ever  been  found.  Thus,  whether  taken  before 
or  after  meals,  V-Cillin  K provides  consistently  dependable  clinical  results. 


Indications:  V-Cillin  K is  an  antibiotic  useful  in  the 
treatment  of  streptococcus,  pneumococcus,  and  gono- 
coccus infections  and  infections  caused  by  sensitive 
strains  of  staphylococci.  Precautions:  Although  sen- 
sitivity reactions  are  much  less  common  after  oral 
than  after  parenteral  administration,  V-Cillin  K should 
not  be  administered  to  patients  with  a history  of  allergy 
to  penicillin.  As  with  any  antibiotic,  observation  for 
overgrowth  of  nonsusceptible  organisms  during  treat- 
ment is  important.  Dosage:  The  usual  dosage  range 


is  125  mg.  three  times  daily  to  250  mg.  every  four 
hours.  Supplied:  Tablets  V-Cillin  K,  125  or  250  mg. 
(scored),  and  V-Cillin  K,  Pediatric,  125  mg.  per  5-cc. 
teaspoonful,  in  40,  80,  and  150-cc.-size  packages. 

1 . McCarthy,  C.  G.,  and  Finland,  M. : Absorption  and 
Excretion  of  Four  Penicillins,  New  England  J.  Med., 
263:3\5,  1960. 

Additional  information  available  upon  request.  Eli 
Lilly  and  Company,  Indianapolis  6,  Indiana. 


V-CILLIN  r PROVIDES  CONSISTENTLY  DEPENDABLE  CLINICAL  RESULTS 

POTASSIUM  PHENOXYMETHYL  PENICILLIN 


.5^ 
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Postsplenedomy  Sepsis 

A Review  of  the  Literature  ami  Two  New  Cases 

RODERICK  S.  COLER,  M.D.,  Kennewick,  Washington 


The  problem  of  infection  subsequent  to  splen- 
ectomy has  been  an  increasingly  frequent  sub- 
ject in  both  surgical  and  medical  journals  during 
the  past  few  years.  Two  cases  are  presented 
here  of  fulminating  septicemia,  shock  and  death, 
both  occurring  at  about  thirteen  years  of  age 
and  seen  by  the  author  only  five  weeks  apart. 
This  suggested  a relationship  between  this 
rather  unusual  mode  of  death,  in  healthy  older 
children,  and  splenectomy  which  both  had  had 
for  trauma  two  and  seven  years  previously. 


abstract 

COLER,  RODERICK  s.  (811  South  Aubum  Street, 
Kennewick,  Washington,  USA.)  Postsplenectomy 
Sepsis— A Review  of  the  Literature  and  Two  New 
Cases.  Northwest  Med  62:865-870  (Nov)  1963. 

Two  cases  of  sudden  overwhelming  pneumo- 
coccal septicemia  and  death  in  thirteen  year  old 
children,  splenectomized  for  traumatic  rupture 
of  the  spleen  seven  and  two  years  prior,  are  pre- 
sented. Both  died  in  shock  with  the  Waterhouse- 
Friderichsen  syndrome  in  spite  of  massive  sus- 
taining treatment.  A review  of  literature  indi- 
cated that  serious  or  fatal  infection  in  post- 
traumatic  splenectomized  cases  is  unusual,  possi- 
bly due  to  the  older  age  group  involved.  Most 
of  the  series  showed  a small  but  significant 
incidence  of  serious  and  often  fatal  infection 
appearing  in  infants  and  children  splenectomized 
for  an  underlying  disease.  A few  long  series 
including  all  age  groups  and  reasons  for  splen- 
ectomy, failed  to  show  any  significant  incidence 
of  infection.  When  infection  occurred,  it  was 
commonly  rapidly  overwhelming  in  spite  of 
energetic  treatment  and  pneumococcus  was  most 
frequently  found.  Other  frequently  found  offend- 
ers are  also  encapsulated.  It  remains  undeter- 
minded  in  fatal  cases,  what  part  is  played  by  the 
underlying  disease  and  what  part  by  the  absence 
of  the  spleen.  The  problem  may  be  one  of 
co-factors  or  there  may  be  random  inability  to 
cope  with  virulent  infection  due  to  reduction  in 
volume  of  the  reticuloendothelial  system. 


review  of  literature 

King  and  Schumaker,  in  summarizing  100 
splenectomized  cases  with  5 deaths  occurring  in 
the  age  group  under  si.x  months  (each  operated 
for  spherocytosis),  felt  that  there  was  a rela- 
tionship between  splenectomy  in  infancy  and 
the  occurrence  of  meningitis  or  sepsis.^  Gotstein 
and  Gellis  reported  the  outcome  of  107  splenec- 
tomies in  infants  and  children  performed  at 
Ghildren’s  Medical  Genter  in  Boston  over  a 
twenty-four  year  period.  They  eliminated  from 


abstracto 

COLER,  RODERICK  s.  (811  Soutli  Aubuiii  Street, 
Kennewick,  Washington,  USA.)  Postplenectoiny 
Sepsis— A Review  of  the  Literature  and  Two  New 
Cases.  Northwest  Med  62:865-870  (Nov)  1963. 

Se  presentan  2 casos  de  fulminante  y fatal 
neumococal  septicemia  en  jovenes  de  12  o 13 
ahos  de  edad.  Los  2 hab'uin  sido  esplenectomi- 
zados  debido  a ruptura  traumatica  7 y 2 ahos 
atrds  respectivamente.  Los  2 fallecicron  con  el 
sindrome  de  Waterhouse-Friderichsen  a pesar 
de  adecuado  tratamiento.  Revision  de  la  liter- 
atura  rnedica  indica  que  infecciones  fatales  o 
serias  son  raras  en  esta  close  de  individuos  tal 
vez  debido  a la  mayor  edad  del  grupo  en  gen- 
eral. La  mayor  parte  de  las  series  de  casos, 
mostraron  tin  pequeho  pero  significante  aumento 
en  infecciones  serias  en  infantes  y nihos  esplen- 
ectomizados  por  otras  causas.  Algunas  de  las 
series  mas  grandes  incluyendo  casos  de  todas 
edades  y varias  r ozones  para  la  esplenectomia, 
no  mostraron  aumento  en  la  incidencia  de  in- 
feccion.  Cuando  sepsis  ocurr'ui,  era  a menudo 
fulminante,  a pesar  de  energica  terapia  y gen- 
eralmente  debida  al  neumococo.  Otros  micro- 
organismos  involucrados  eran  tambien  encap- 
sulados.  Queda  por  ser  visto,  en  los  casos  fatales 
que  papel  juega  la  ausencia  del  bazo.  El  prob- 
lemo  puede  ser  uno  de  “co-factores”  o puede 
haber  reduccion  de  la  capacidad  para  veneer 
uno  infeccion  virulenta,  esto  debido  a una  dis- 
tnimnda  masa  del  sistema  reticulo-endothelial. 


865 

Northwest  Medicine,  November  1963 


tlie  series  the  cases  wliich  had  had  an  infection- 
susceptible  disease  as  reason  for  splenectomy. 
Four  of  this  series  died  from  four  months  to 
six  years  after  splenectomy,  all  \\ith  pneumo- 
coccal infection.  They  concluded  there  was  no 
relationship  between  age  at  splenectomy  and 
severe  sepsis  but  did  feel  there  was  a correlation 
between  the  splenectomy  and  sev'ere  sepsis  in 
their  cases.-  In  a series  of  50  cases  of  children 
splenectomized  for  \arious  reasons,  Smith  et.  al. 
presented  19  cases  of  severe  and  often  fulminat- 
ing infection,  six  fatal.  The  two  deaths  in  post- 
traumatic  splenectomized  children  were  from 
outside  their  hospital  series.  They  felt  that  these 
cases,  and  others  in  the  literature,  suggested 
more  than  a random  association  between  splen- 
ectomy and  susceptibility  to  infection.®  Huntley 
presented  46  cases  of  splenectomized  children, 
thirteen  years  old  or  less,  in  whom  seven  devel- 
oped severe  sepsis.  She  concluded  that  there  was 
probably  a relationship  to  age  at  operation 
(those  under  one  year)  and  susceptibility  to 
severe  infection.  She  warned  extra  caution  is 
indicated  in  performing  splenectomy  on  children 
with  a triad  of  eczema,  thrombocytopenia,  and 
recurrent  infection  (Aldrich’s  syndrome).  She 
further  felt  that  splenectomy  was  haziirdous  in 
patients  who,  as  a result  of  their  basic  disease, 
had  shown  decreased  resistance  to  infection.^ 
Broberger  et  al.  summarized  460  splenectom- 
ized infants  and  children,  found  56  cases,  ( about 
12  per  cent),  to  have  unusually  decreased  re- 
sistance to  infection.  Of  these,  4.3  had  particularly 
severe  sepsis  and  27  died.  Of  the  56,  23  per 
cent  of  those  who  had  their  spleen  removed  be- 
fore one  year  of  age  subsequently  developed 
serious  infection  and  seven  died.  Of  those  oper- 
ated on  after  one  year  of  age  only  10.6  per  cent 
developed  severe  infection,  in  spite  of  the  fact 
that  this  latter  group  contained  most  of  the 
cases  splenectomized  for  a disease  predisposing 
to  infection. floran  reported  135  splenectomized 
children  with  at  least  a two  year  follow-up. 
There  were  17  cases  of  serious  infection,  (5 
deaths ) of  which  10  occurred  within  two  years 
of  splenectomy.  Of  this  total,  61  were  operated 
on  for  traumatic  rupture  of  the  spleen,  with  four 
serious,  nonfatal  infections,  ^^4th  a higher  inci- 
dence of  infection  in  nine  children  under  six 
months  of  age  than  in  the  older  groups,  she  felt 
that  splenectomy,  when  not  actually  life  saving, 
should  be  deferred  beyond  the  period  of  infancy." 
Lucas  et  al.  concluded  from  their  review  of  74 


cases  splenectomized  for  idiopathic  thrombo-  1 
cytopenic  purpura,  spherocytosis  or  rupture,  that 
there  was  only  a slight  but  real  increase  in  sus- 
ceptibility to  infections  in  splenectomized  pa- 
tients. They  had  three  deaths,  all  pneumococcal, 
none  in  patients  splenectomized  for  rupture." 
Reemtsma  and  Elliott  believed  from  their  re- 
view that  splenectomy  in  infants  and  children 
performed  for  serious  hematological  disorder, 
was  followed  by  an  increased  incidence  of  severe 
bacterial  infection  for  about  the  first  three  years 
postsplenectomy  as  compared  with  normal  in- 
dividuals." Burman  reported  on  pooled  data  of 
cases  of  infection  in  the  first  year  of  life,  after 
splenectomy  for  hereditiiry  spherocytosis.  Infec- 
tion dev'eloped  in  10  of  48  patients  and  four 
died." 

Numerous  individual  cases  of  septic  death  fol- 
lowing splenectomy  have  been  reported  in  the 
literature.  Hofnegal  reported  two  postsplenec- 
tomy deaths,  one  with  septicemia  and  the  Water- 
house-Friderichsen syndrome,  and  the  other  with 
streptococcal  meningitis  and  tracheitis.  The  lat- 
ter case,  splenectomized  at  age  four  for  idio- 
pathic thrombocytopenic  purpura,  died  at  age 
six  and  vv'as  found  at  autopsy  to  have  an  acces- 
sory spleen.’" 

Maxwell  Finland,  in  his  commentary  on  the 
previous  literature,  summarized  as  follows: 
“There  is  probably  good  basis  for  the  conclusion 
that  children  operated  on  under  one  year  of 
age  are  more  susceptible  to  serious  infection 
than  those  operated  upon  later.  There  is  certainly 
little  doubt  that  when  infection  occurs  in  splen- 
ectomized children  it  is  frequently  sev'ere,  fre- 
quently rapidly  progressive,  a good  many  are 
pneumococcal,  and  a comparatively  large  num- 
ber are  fatal.”" 


On  the  other  hand,  the  literature  is  replete 
with  long  series  of  reports  indicating  few  or  no 
infectious  sequelae  after  splenectomy.  Rousselot 
and  Illyne  reported  17  cases  of  splenectomy  for 
traumatic  rupture  showing  no  predisposition  to 
infection."  Miller  and  Hagedom,  in  a follow-up 
study  of  140  consective  splenectomies  of  all  ages 
and  all  reasons,  found  no  significant  infectious 
sequelae."  M7ilters  and  Chaffin,  in  presenting  37 
cases  of  which  10  were  splenectomized  at  less 
than  seven  months  of  age  with  follow-ups  from 
ten  months  to  thirteen  years,  found  no  serious 
infections."  Doan  et  al.  found  only  three  severe 


opposing  viewpoint 
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infections  in  87  splenectomized  children."'  Boley 
and  McKinnon  et  al.  reported  33  cases,  ages  two 
to  fifteen,  all  splenectomized  for  traumatic  rup- 
ture of  the  spleen.  All  spleens  were  found  to  be 
uninvolved  with  other  diseases  and  a follow-up 
study  on  26  showed  no  episodes  of  severe  infec- 
tion. They  concluded  that  splenectomy  does  not 
increase  the  susceptibility  to  future  infection  in 
normal  children.  They  felt  since  most  of  the 
cases  in  the  previous  literature  had  been  splenec- 
tomized for  a pre-existing  hematological  disease, 
the  possibility  existed  that  susceptibility  to  in- 
fection was  related  to  combination  of  the  pri- 
mary disease  and  removal  of  the  spleen."'-"  Laski 
and  MacMillian,  reviewing  the  infection  rate 
in  81  cases  of  splenectomy  compared  with  94 
cases  of  appendectomy,  found  one  child  in  each 
group  with  purulent  meningitis."'  Later  analysis 
of  this  report  by  Smith  and  Greenberg  pointed 
out  that  five  of  the  splenectomized  children  had 
later  died  compared  to  no  deaths  in  the  appen- 
dectomy group." 

Robinson  and  Sturgeon  in  summarizing  their 
own  cases  plus  those  of  three  other  authors, 
analyzed  110  splenectomized  children  followed 
for  a median  period  of  six  years.  They  divided 
this  series  into  two  groups.  “Group  1”  (63  cases 
only  1 of  whom  had  severe  infection)  consisted 
of  those  splenectomized  for  a disease  not  pre- 
disposing to  infection:  spherocytic  anemia,  idio- 
pathic thrombocytopenic  purpura  and  traumatic 
rupture.  “Group  11”  (47  cases)  was  made  up  of 
cases  splenectomized  for  disease  which  predis- 
posed to  infection:  Gooley’s  anemia,  acquired 
hemolytic  anemia,  portal  hypertension,  hypoplas- 
tic anemia,  malignant  tumors,  and  reticuloendo- 
theleosis.  They  found  in  the  latter  group  an  in- 
cidence of  severe  postoperative  infection  in  25 
per  cent.  There  was  no  relationship  of  infection 
to  age  at  time  of  splenectomy.  In  10  of  12,  in- 
fections occurred  within  two  years  of  operation. 
There  were  32  cases  operated  upon  for  ruptured 
spleen  and  no  infections  occurred  in  this  cate- 
gory. They  concluded  that  splenectomy,  when 
done  over  the  age  of  six  months  for  Group  1 
reasons,  carried  a low  risk  of  post-operative  in- 
fection."" 

CASE  REPORTS 

Case  1.  A girl,  white,  age  twelve  and  a half 
years,  was  seen  in  the  emergency  room  in  April 
1961,  deeply  cyanotic,  somnolent  and  in  shock.  She 
had  undergone  spleneetomy  for  ruptured  spleen  fol- 
lowing a bicycle  accident  in  April  1959.  Past  his- 
tory included  measles,  mumps,  chicken  pox,  and 


tonsillectomy-adenoidectomy.  There  had  been  no  oc- 
currence of  bacterial  infection  before  or  since  splen- 
ectomy except  for  a strep  throat,  immediately  fol- 
lowing splenectomy,  responding  easily  to  antibiotics. 
She  had  had  an  uncomplicated  dental  extraction 
three  weeks  prior  to  the  final  admission.  On  the 
day  preceding  admission  she  had  been  well  and 
active,  and  there  was  no  recent  history  of  upper 
respiratory  infection  or  other  illness.  The  evening 
before  admission  she  had  complained  of  slight 
malaise,  aching  in  the  legs,  arms,  and  left  flank. 
The  next  morning  she  was  found  somnolent,  faint 
on  ambulation  and  complaining  of  great  thirst.  A 
half  hour  before  admission  she  became  semi-coma- 
tose, deeply  eyanotie  and  had  an  incontinent  stool. 
In  the  hospital  she  could  be  aroused  enough  to  deny 
headache  or  other  pain.  Examination  showed  blood 
pressure  of  50/0,  pulse  170,  mild  hyperpnea,  cool, 
dry,  cyanotic  skin,  and  rectal  temperature  of  104  F. 
KENT  examination  showed  no  site  of  infection, 
and  the  recent  extraction  site  was  healing  well. 
Lungs  were  clear;  heart  tones  were  of  good  quality; 
and  there  was  no  abdominal  tenderness,  palpable 
organ,  stiff  neck  or  papilledema.  Blood  pressure  at 
first  responded  to  levarterenol.  Blood  was  drawn, 
and  lumbar  puneture  performed.  Massive  intra- 
venous antibiotic  therapy  consisting  of  penicillin, 
chloramphenicol  and  sulfisoxazole  was  instituted. 
As  levarterenol  failed,  large  doses  of  four  corticoids 
were  given.  Mottled  cyanosis  increased  and  petech- 
iae  appeared  over  the  back.  She  became  increas- 
ingly restless,  dyspneic,  rales  appeared,  and  in  spite 
of  special  cooling  procedures,  the  temperature  rose 
to  10.5  F,  rectal.  She  died  seven  hours  after  admis- 
sion, twenty-eight  hours  after  onset.  The  spinal 
fluid,  under  normal  pressure,  was  clear;  and  there 
was  no  growth  on  culture.  The  blood  culture  grew 
pneumococcus  which  was  also  seen  in  blood  smear. 
The  nasopharyngeal  eulture  grew  Staphylococcus 
aureus.  On  admission  the  blood  glucose  was  77,  bun 
22,  Hgb  13.4,  wbc  2,850— polys  48,  staff  cells  12, 
eos  2,  and  lymphs  38.  A chest  x-ray  on  admission 
was  normal. 

At  autopsy  the  skin  over  the  entire  body  in  the 
embalmed  state  had  a deeply  mottled  cyanosis  with 
a few  petechiae  present  over  the  back.  Lymphnodes 
were  slightly  palpable  in  the  cervical  chain.  Splenec- 
tomy scar  was  present.  There  was  more  than  a 
moderate  amount  of  peritoneal  and  pleural  fluid. 
Both  lungs  were  similar,  being  firm  and  dark  pink 
without  exudate  on  the  pleural  surface.  Fluid  ex- 
uded from  all  areas  but  there  was  no  consolidation. 
Hemmorrhages  were  present  in  both  ovaries.  The 
adrenals  were  large  and  so  hemorrhagic  that  only 
bits  of  yellow  cortex  were  visible.  The  spleen  was 
absent  and  an  accessory  spleen,  3 cm  in  diameter, 
was  adherent  to  the  tail  of  the  pancreas.  Mediasti- 
nal and  aortic  nodes  were  enlarged.  Microscopically 
the  lungs  showed  no  pneumonia  but  extreme  con- 
gestion. Sections  from  the  aecessory  spleen  had  well 
preserved  and  well  demarcated,  though  widely 
separated,  Malpighian  corpuseles.  These  contained 
small  lymphocytes  which  appeared  normal.  Splenic 
sinuses  had  some  degree  of  fibrosis  and  little  or 
no  blood  was  found  in  them  except  near  the  cap- 
sule. There  were  no  acute  inflammatory  cells.  Vari- 
ous sections  of  lymphnodes  were  similar,  showing 
germinal  centers,  none  of  which  appeared  to  be 
active.  In  a few  of  these  the  lymphocytes  appeared 
to  be  depleted  and  some  larger  cells  were  present. 
The  medullae  and  particularly  the  sinuses  were 
depleted  of  most  cellular  elements.  The  thymus  was 
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similar.  .\11  sections  of  adrenal  glands  were  similar, 
showing  almost  complete  replacement  by  blood. 
In  the  areas  of  remaining  adrenal  tissue,  the  corti- 
cal cells  were  well  preserved  and  had  the  usual 
lipoid  content.  The  brain  was  not  examined. 

Case  2.  A boy,  white,  age  thirteen  years,  was 
brought  to  the  hospital  in  a semi-comatose  state  in 
May  1961.  Splenectomy  had  been  performed  in 
1954  at  age  six,  following  a 22  caliber  bullet  wound 
penetration  of  chest,  liver,  and  spleen.  He  had  made 
a good  recoverx'  and  had  suffered  no  sequelae. 
Only  previous  childhood  illness  had  been  measles, 
and  there  had  been  no  postsplenectomy  bacterial 
infection.  On  the  day  preceding  admission  he  had 
been  swimming  in  very  cold  water  but  had  no  com- 
plaints and  had  appeared  well.  On  the  day  of  ad- 
mission, on  arising,  he  complained  of  weakness  and 
nausea  but  denied  headache,  sore  throat,  cough 
or  abdominal  pain.  A single  chill  was  followed 
by  feverishness,  collapse  and  an  incontinent  stool. 
Examination  showed  a well  developed,  semi-coma- 
tose, disoriented  boy  with  mottled  cyanosis.  Blood 
pressure  was  60/30,  pulse  180,  and  temperature 
105.8  F,  rectal.  Skin  was  cool  and  dry.  Neck  was 
flexible,  funduscopic  exam  normal.  Tonsils  were 
present  but  not  inflammed,  and  there  were  no 
palpable  nodes.  Lungs  were  clear  and  heart  tones 
of  good  quality.  Respirations  were  shallow  and 
rapid.  Abdominal  examination  was  normal.  With 
a splenectomy  scar  quite  apparent  and  the  previous 
case  fresh  in  mind,  no  time  was  lost  in  drawing 
blood,  starting  oxygen  and  four  fluids  with  mas- 
sive amounts  of  penicillin,  chloramphenicol,  sul- 
fisoxazole,  steriods  and  levarterenol.  His  blood  pres- 
sure failed  to  respond;  and  he  died  five  hours  after 
admission,  fourteen  hours  after  onset  of  symptoms. 
Admitting  wbc  was  2,200,  polys  35  (80  per  cent 
distorted) , staff  cells  5,  lymphs  55  and  disintegrated 
5.  Hgb  was  15.1.  Early,  the  total  circulating  eosino- 
phile  count  was  44,  possibly  indicating  significant 
corticoid  output  at  that  time.  Total  protein  was 
6.28,  albumin  4.4,  and  globulin  1.88.  A spinal 
tap  was  not  done.  Blood  cultures  grew  pneumo- 
coccus. 

Post-embalmed  autopsy  revealed  generalized  pur- 
puric lesions  greatly  accentuated  in  all  areas  of  scar 
tissue,  especially  the  acne  lesions  over  the  face. 
Lungs  were  diffusely  congested  and  flame  hemorr- 
hages were  disseminated  through  the  endocardium. 
Thymus  was  enlarged  and  contained  disseminated 
petechiae.  Cervical  and  mediastinal  lymph  nodes 
were  slightly  enlarged.  There  was  acute,  diffuse, 
bilateral  adrenal  hemorrhage  and  the  spleen  was 
absent.  A small  accessory  spleen  was  present  and 
mesenteric  Ivmph  nodes  were  enlarged.  There  were 
disseminated  gastric  mucosal  petecbiae.  No  patho- 
logical changes  were  found  in  the  brain.  Microscopi- 
cally lymph  nodes  showed  acute  inflammatory  re- 
action with  leukocytic  infiltration  and  a few  acute 
hemorrhagic  foci.  Lung  tissue  showed  only  gen- 
eralized hyperemia.  Bone  marrow  and  accessory 
spleen  revealed  only  hyperemia.  A review  of  the 
old  surgical  chart  showed  that  the  spleen  had  been 
microscopically  normal. 

discussion 

Reports  of  overwhelming  infection  and  death 
in  post-traumatic  splenectomy  cases  have  been 
very  few  in  the  literature,  and  the  concensus 


would  indicate  that  any  unusual  infection  in  this 
group  would  be  rare  at  any  age.  On  tlie  other 
hand,  the  two  cases  presented  here,  overwhelmed 
and  with  seemingly  little  or  no  resistance,  make 
one  wonder  about  the  relationship  to  splenec- 
tomy. In  series  from  the  literature,  most  follow- 
ups were  very  short.  One  of  Smith’s  cases  de- 
veloped severe  infection  sixteen  years  after  oper- 
ation. The  possibility  exists  that  longer  follow- 
ups would  produce  a higher  incidence  of  severe 
infection.  Nevertheless,  at  present  no  positive 
relationship  may  be  derived  from  the  Hterature 
between  the  post-traumatic  group  and  the  inci- 
dence of  sepsis. 

Hofnageh®  reported  the  finding  of  an  acces- 
soiy  spleen  at  autopsy  in  a four  year  old  splenec- 
tomized  for  idiopathic  thrombocytopenic  pur- 
pura. The  two  cases  presented  here,  both  dying 
with  accessory  spleens,  would  suggest  the  pres- 
ence of  hypertrophied  accessory  spleen  does  not 
protect,  and  therefore  its  presence  probably  does 
not  account  for  the  varied  incidence  of  infec- 
tive resistance  and  susceptibility  in  postsplenec- 
tomy series.  Again,  there  are  available  too  few 
reports  of  patients  with  accessory  spleens  to 
permit  more  than  conjecture  on  this  point. 

The  importance  of  the  spleen  in  resistance  to 
infection  has  been  established.  In  addition  to 
its  great  volume  of  lymphocytes,  important  to 
antibody  formation,  natural  and  acquired  re- 
sistance to  bacterial  infection  is  related  to  its 
macrophage  system.  Some  authors,  convinced 
of  an  increased  susceptibility  to  infection,  have 
listed  the  following  possible  reasons:  decreased 
antibody  level  or  response;  lack  of  previous  con- 
tact with  these  organisms,  (which  may  account 
for  resistance  in  the  older  age  groups);  route  of 
entry;  virulence;  concentration  of  the  invading 
organism;  and  the  possibility  of  splenic  factors 
not  now  knovm  which  alone  may  be  of  little 
importance,  but  in  combination  with  other  fac- 
tors may  decide  the  course. 

A wide  variety  of  bacteria  have  been  recov- 
ered in  postsplenectomy  infections.  The  most 
common  ones  causing  septicemia  have  been 
pneumococcus,  meningococcus  and  Hemophilus 
influenzae.  A previous  author  has  called  atten- 
tion to  the  fact  that  these  three  are  encapsulated, 
and  has  suggested  that  this  factor  may  be  signifi- 
cant in  postsplenectomy  septicemia.  In  over- 
whelmed cases,  pneumococcus  has  by  far  been 
the  most  common  organism  recovered.  A large 
percentage  of  eases  in  the  literature  dying  from 
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septicemia  have  had  the  Waterhouse-Friderich- 
sen syndrome,  as  did  the  two  presented  here. 
(This  well-known  syndrome  may  be  associated 
not  only  with  meningococcus,  but  with  pneu- 
mococcus, streptococcus,  staphlycoccus  and  He- 
mophilus influenzae).  Besides  septicemia,  other 
types  of  severe  infection  found  in  postsplenec- 
tomy children  have  been  meningitis,  pneumonia, 
and  carditis. 

Several  authors  studied  gamma  globulin  levels 
in  some  of  their  cases  both  well  and  sick,  and 
no  significant  variation  from  normal  controls 
was  found.  Administering  gamma  globulin  did 
not  alter  the  infective  course  in  those  few  cases 
in  which  this  was  tried.  From  the  studies  done 
to  date  the  serum  protein  and  antibody  concen- 
trations in  splenectomized  children  are  appar- 
ently similar  to  those  of  normal  children.--^  ® In 
suckling  rats,  Rothberg  and  Corrallo  reported  no 
difference  in  susceptibility  to  infection  by  a 
highly  virulent  strain  of  pneumococcus,  between 
the  normal  and  splenectomized  animals. “ Saslow 
et  al.,“^  in  a most  interesting  study  on  antibody 
response  in  splenectomized  persons,  found  that 
the  absence  of  the  spleen  did  not  effect  anti- 
body response  in  87.6  per  cent  of  105  previously 
splenectomized  patients  immunized  with  tula- 
remia vaccine.  One  group  received  one  sub- 
cutaneous injection  and  a second  group,  three 
successive  injections.  These  two  groups  were 
compared  with  each  other  and  with  normal  con- 
trols. These  patients  had  a variety  of  underlying 
disorders  for  which  splenectomy  had  been  done. 
When  patients  with  chronic  lymphatic  leukemia 
(known  to  be  poor  antibody  formers)  were  ex- 
cluded, only  5.5  per  cent  of  the  group  receiving 
three  successive  injections  of  vaccine  failed  to 
exhibit  an  antibody  response.  Of  the  single-vac- 
cine-injection group,  16.6  per  cent  failed  to  re- 
spond. The  age  range  for  the  two  groups  was 
eighteen  to  forty  years.  About  12  per  cent  of  the 
combined  splenectomized  groups  failed  to  show 
an  antibody  response  after  one  or  three  injec- 
tions. Of  the  six  splenectomized  for  traumatic 
rupture  none  failed  to  show  an  antibody  re- 
sponse. There  was  no  correlation  between  the 
serum  protein  electrophoretic  pattern  and  the 
antibody  response  in  either  splenectomized  or 
normal  cases.  From  the  above  it  was  suggested 
that  the  antigenic  dose  may  influence  the  anti- 
body response  in  splenectomized  patients,  and 
this  could  be  one  of  the  factors  in  explaining  the 
sporadic  occurrence  of  infection.  Since  all  six 


who  had  had  splenectomy  for  traumatic  rupture 
of  the  spleen  formed  antibodies,  the  author  con- 
cluded that  the  failure  to  exhibit  antibodies  in 
the  other  cases  was  due  to  the  underlying  disease 
rather  than  absence  of  spleen.  Although  this 
work  in  antibody  response  could  offer  a partial 
explanation  regarding  the  lack  of  resistance  in 
splenectomized  cases  with  underlying  disease, 
it  would  seem  to  rule  out  this  factor  in  cases 
splenectomized  for  trauma.  Statistically  it  seems 
there  is  no  problem  in  post-traumatic  series, 
sporadic  cases  may  simply  represent  random  in- 
ability to  filter  adequately  and  destroy  blood- 
bom  bacteria  when  a potent  strain  gains  entrance 
to  the  body,  due  to  marked  reduction  in  volume 
of  reticuloendothelial  system. 

Smith  et  ah,  in  a more  recent  report,  empha- 
sizes again  the  special  danger  to  the  infant  splen- 
ectomized for  underlying  disease.  They  suggest 
that  the  relation  of  age  to  susceptibility  of  in- 
fection “may  be  the  slowness  with  which  the 
immunologic  mechanisms  of  the  spleen  are  as- 
sumed by  other  organs  after  splenectomy  in  the 
child  as  compared  with  the  adult,  in  whom  this 
shift  has  already  been  established.”  The  liter- 
ature would  indicate  that  the  presence  of  an 
underlying,  infection-predisposing  disease  is 
certainly  important,  and  of  course  longer  follow- 
ups well  into  the  teens,  might  show  more  cases 
in  any  series. 

For  those  whom  the  literature  has  convinced 
of  a problem,  especially  in  the  infant  and  young- 
er child,  Smith^*  suggests  that  prophylactic  anti- 
biotics (tetracycline  250  mg  or  penicillin  orally 
200,000  units  daily)  be  given  for  two  years  post- 
splenectomy. In  the  older  age  groups  without 
underlying  disease  where  the  literature  does 
not  convince  that  a significant  problem  exists, 
it  is  still  probably  important  to  keep  the  threat 
in  mind  and  treat  early  and  vigorously  any  in- 
fection, no  matter  how  mild  it  may  seem. 

It  seems  clear  that  no  overall  statement  can 
be  made  concerning  splenectomy  and  an  in- 
creased susceptibility  to  infection.  It  would  seem 
that  a small  but  significant  threat  appears  for 
several  years  after  splenectomy  performed  in 
the  infant  with  underlying  disease.  The  two 
cases  presented  here,  dying  similarly  to  those 
in  the  most  susceptible  group,  might  be  of  some 
significance  as  they  have  occurred  in  the  cate- 
gory previously  thought  least  susceptible,  that  is, 
the  older  child  splenectomized  for  trauma. 
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summory 

Tlie  question  of  an  increased  incidence  of 
serious  infection  after  splenectomy  in  infants 
and  children  has  received  much  attention  with 
great  div^ersity  of  opinion  in  the  past  few  years. 
The  significant  point  would  appear  to  be  that 
when  infection  occurs  it  is  occasionally  fulmi- 
nating and  fatal  in  spite  of  energetic  treatment. 
Pneumococcus  has  been  most  frequently  found 
to  be  the  etiological  agent. 

Two  cases  are  presented.  A twelve  year  old 
girl  splenectomized  for  trauma  two  years  prior, 
and  a thirteen  yeiir  old  boy  splenectomized  for 
trauma  seven  years  prior,  to  their  fatal  sepsis. 
Both  were  hospitalized  in  shock  dying  fourteen 
and  twenty-eight  hours  after  onset  of  mild  symp- 


toms, in  spite  of  massive  sustaining  efforts.  Both 
had  blood  culture  growth  of  pneumococcus  and 
suppressed  leukocyte  counts.  Autopsies  were 
similar  in  that  both  had  large  accessory  spleens, 
\\'aterhouse-Friderichsen  syndrome,  and  no  ap- 
parent site  of  primary  infection. 

A review  of  the  literature  indicates  that  in 
those  series  of  cases  where  a significant  incidence 
of  postsplenectomy  sepsis  occurred,  the  threat 
was  most  commonly  related  to  the  infant  age 
group  splenectomized  for  an  underlying  disease. 
Under  other  conditions  and  in  the  older  child 
the  question  of  an  increased  susceptibility  to 
infection  after  splenectomy  is  quite  unsettled.* 

811  South  Auburn  Street 
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A Comparative  Clinical  Test 
of  Pholcodine  with  Codeine  as  Control 

DONALD  F.  KELLY,M.D.  Portland,  Oregon 


Quantitatively  the  pediatrician  is  more  con- 
cerned with  symptoms  associated  with  upper 
respiratory  infections  than  with  symptoms  of  any 
other  condition.  Not  the  least  of  these  is  cough. 

As  Banyai  has  noted,  cough  has  many  serious 
sequelae,  including  pulmonary  and  subjunctival 
hemorrhage,  marked  dyspnea,  right  ventricular 
strain,  tussive  syncope,  interstitial  emphysema, 
and  spontaneous  pneumothorax."  In  the  ordinary 
case,  however,  the  results  are  not  as  severe  as 
most  of  those  he  lists.  Nonetheless,  there  are  at 
least  two  good  reasons  why  the  unproductive 
cough  should  be  suppressed  entirely,  and  the 
productive  cough  reduced  to  the  minimum  re- 
quired for  effective  e.xpulsion  of  bronchial  mucus. 

First,  cough  interferes  radically  with  the 
young  patient’s  badly  needed  rest  and  sleep,  and 
at  times  even  with  ingestion  and  retention  of 
food,  hence  retarding  recovery.  Second,  cough 
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land, Oregon,  USA.)  Comparative  Clinical  Test  of 
Pholcodine  with  Codeine  as  Control.  Northwest 
Med  62:871-874  (Nov)  1963. 

A comparative  single-blind  study  of  a new 
antitussive  agent,  pholcodine,  was  undertaken 
among  pediatric  patients  with  acute  cough,  using 
codeine  as  eontrol. 

Both  eodeine  and  pholcodine  resulted  in  ef- 
feetive  cough  suppression  to  the  extent  desired 
in  more  than  90  per  cent  of  the  patients  under 
study.  The  average  duration  of  antitussive  ef- 
fect, however,  was  about  four  hours  for  phol- 
codine, as  against  three  hours  for  eodeine. 

About  a third  of  the  patients  receiving  codeine 
experienced  mild  constipation.  There  were  no 
side  affeets  attributable  to  pholcodine. 

Since  all  patients  had  acute  cough  and  were 
on  medieation  for  less  than  a week,  addictive 
liability  was  not  a significant  factor  and  nothing 
could  be  addiwed  about  it.  Cited  literature  sug- 
gests, however,  that  the  drug  under  study  may 
be  devoid  of  such  liability. 


is  a material  factor  in  spreading  infection,  espe- 
cially where  siblings  are  present.  Recent  epidem- 
iologic studies  have  shown  that  the  large  inci- 
dence of  upper  respiratory  infections  among 
children  in  particular,  is  due  to  cross-infection, 
and  cough  is  probably  the  chief  culprit. 

Opium  derivatives,  particularly  codeine  and 
dihydrocodeinone,  have  generally  been  consid- 
ered the  drugs  most  useful  in  cough  suppression. 
While  the  addictive  potential  of  dihydroco- 
deinone in  particular  has  at  times  caused  parents 
concern  over  use  of  these  drugs,  the  amounts 
employed  in  therapy  of  acute  cough,  or  of  acute 
phases  of  a chronic  cough,  are  scarcely  sufficient 
to  make  this  an  actual  peril.  The  commonly 
employed  opium  derivatives  do,  however,  cause 
mild  constipation  in  about  a third  of  the  pa- 
tients to  whom  they  are  administered. 

Recent  literature  has  suggested  that  an  anti- 
tussive agent  favored  in  Britain,  pholcodine,  is 
at  least  as  efficacious  in  suppressing  cough  as 
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Un  estudio  se  llevo  a cabo  comparando  la 
eficacia  de  un  nuevo  antitusivo,  pholcodine,  en 
nihos  eon  tos  de  poca  duracion,  usando  eodeuia 
como  eontrol. 

Tanto  codeina  como  pholcodine  efectivamente 
suprimieron  la  tos  en  mas  del  90  por  ciento  de  los 
pacientes.  La  duracion  del  efecto  fue  alrededor 
de  4 horas  con  pholcodme  y 3 horas  con  codeina. 

Cerca  de  un  tercio  del  total  de  los  pacientes 
recibiendo  codeina  sufrieron  leve  estrefiimiento. 
No  se  observaron  efectos  adversos  debido  a 
pholcodine. 

Puesto  cpie  estos  pacientes  tomaron  el  medi- 
eamento  por  menos  de  una  semana,  no  con- 
clusiones  se  saean  acerea  de  los  poderes  adic- 
tivos.  Sin  embargo  la  literatura  rnedica  citada 
sugiere  que  la  pholcodine  no  causa  adiccidn. 
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dihydrocodeinone,  without  the  gastrointestinal 
side  effects.®-"  Pholcodine  is  also  an  opium 
derivati\e.  It  is  suggested  in  a recent  World 
Health  Organization  report,  however,  that  some 
morphine-like  preparations  may  not  have  the 
same  addictive  potential  as  morphine,  and  re- 
cent studies  indicate  that  pholcodine  may  be 
such  a preparation.®-®  " An  earlier  World  Health 
Organization  report  defined  pholcodine  specific- 
ally as  a drug  which  is  in  itself  non-addictive, 
and  one  less  liable  to  conversion  to  an  addiction 
producing  drug  than  is  codeine.^"  Though  the 
issue  is  physiologically  insignificant  in  the  ordin- 
ary acute  cough  episode,  absence  of  addictive 
liabiliW  is  a significant  factor  where  long-term 
therapy  for  chronic  cough  is  required. 

A pilot  study  of  pholcodine  among  25  pedi- 
atric patients  with  acute  cough  resulted  in  com- 
plete or  marked  suppression  in  19  cases  and 
some  suppression  in  the  other  six  cases  thereby 
indicating  considerable  antitussive  eflBcacy  on  the 
part  of  the  new  agent. 

controlled  study 

Following  the  pilot  study,  a comparative  clin- 
ical test  of  pholcodine  was  initiated  with  codeine 
as  control.  Both  agents  were  supplied  in  a syrup 
vehicle  containing  glycerine,  water  and  8-10  per 
cent  alcohol,  with  invert  sugar  and  a banana  flav- 
oring agent.  Each  teaspoonful  of  the  syrup  con- 
tained, respectively,  5 mg  of  pholcodine  or  8 
mg  of  codeine. 

Twent\'-seven  children  received  pholcodine** 
and  26  children  received  the  active  control  prep- 
aration. All  had  acute  cough,  with  upper  respira- 
tory infections  as  the  underlying  cause  in  every 
case  but  one.  The  two  groups  were  matched  as 
closely  as  possible  regarding  age,  diagnosis,  na- 
ture and  duration  of  cough.  These  are  presented 
for  both  groups  in  table  1.  Eight  patients  were 
involved  in  both  groups  on  a cross-over  basis. 

All  patients  were  seen  in  the  office  initially 
and  on  alternate  days  during  the  appro.ximately 
fiv'e  days  of  therapy.  The  patients  were  given 
the  medication  for  administration  at  home  ac- 
cording to  prescribed  dosages.  Pholcodine  and 
codeine  were  alternated  among  the  patients  to 
the  extent  that  this  was  consistent  with  matching 
requirements.  In  the  eight  cases  of  cross-over, 
patients  were  given  the  two  agents  alternately 
to  administer  at  home.  Parents  were  not  in- 

•Supplied  as  Ethnine  Simplex  by  The  Purdue  Frederick 
Company,  New  York,  N.Y. 


Table  1 


Patients  in  Comparative  Study 


Codeine 

Pholcodine 

Total  Patients'* 

(8  mg.  per  tsp.) 

(5  mg.  per  tsp 

26 

Age:  Range  8 

mo.  to  17  years 

8 mo.  to  15  yea 

Average 

5.5 

4.5 

Sex 

17  M;  9F 

15  M;  12  F 

Diagnoses 

Bronchitis 

16 

15 

URI 

6 

6 

Pneumonia 

3 

3 

Influenza 

1 



Post-Nasal  Drip 

— 

2 

Measles 

— 

1 

Concurrent  Therapy 

Tetracycline 

14 

12 

Penicillin 

3 

5 

Chloramphenicol 

— 

3 

Nose  Gtts. 

2 

4 

None 

7 

3 

Cough  Description 
Moderate 

23 

23 

Severe 

3 

4 

Productive 

16 

19 

Unproductive 

10 

8 

Cough  Duration— 
Pre-T  reatment 
Range 

2 to  10  days 

2 to  14  day 

Average 

5.1  days 

5.6  days 

‘Eight  patients  were  crossed  over  from  one  medication  to 
the  other,  hence  are  included  in  both  totals. 


formed  that  there  was  a change  of  medication. 

In  the  main,  dosages  were  one  teaspoonful 
four  times  a day  for  patients  with  productive 
coughs  and  two  teaspoonfuls  four  times  a day 
for  patients  with  unproductive  coughs,  the  aim 
of  therapy  being  to  suppress  the  unproductive 
coughs  altogether  and  the  productive  coughs 
sufficiently  to  eliminate  disturbance  of  rest  and 
sleep.  In  a few  cases  of  very  young  children, 
however,  only  one  teaspoonful  was  given,  even 
for  unproductive  cough;  and  in  a few  cases  of 
very  severe  productive  coughs  two  teaspoonfuls 
were  administered.  All  cases  of  bronchitis  were 
accompanied  by  productive  cough,  and  all  other 
cases  were  accompanied  by  unproductive  cough. 

Parents  of  all  patients  were  asked  to  keep 
careful  records  of  antitussive  effect  of  the  medi- 
cation they  were  administering,  including  dura- 
tion and  side  effects.  Their  observations  were 
transmitted  to  the  investigator  during  the  office 
visits  on  alternate  days.  In  evaluating  the  medi- 
cation the  extent  of  antitussive  effect  in  produc- 
tive and  unproductive  cough  was  considered 
separately.  For  productive  cough,  the  medica- 
tion was  evaluated  as  excellent,  where  cough 
suppression  was  almost  complete,  sufficient  to 
eliminate  all  disturbance  of  rest  or  sleep;  good, 
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Table  2 


Results  of  Comparative  Study  of  Pholcodine,  with  Codeine  as  Control 


All 

Patients 

Eight  Cross-over  Patients 

Codeine 

Pholcodine 

Codeine 

Pholcodine 

(8 

Antitussive  Effect‘d 

mg.  per  tsp 

.)  (5  mg.  per  tsp.) 

Excellent 

22 

22 

6 

7 

Good 

2 

3 

2 

1 

Fair 

Ave.  Duration  of 

2 

1 

— 

— 

Antitussive  Effeet 
Ave.  Duration  of 

3 hours 

4 hours 

3 hours 

4 hours 

Therapy 

Dosages: 

5 days 

4.5  days 

5.8  days 

5.8  days 

1 tsp.  q.  i.  d. 

16 

16 

7 

7 

2 tsp.  q.  i.  d. 

9 

11 

1 

1 

3 tsp.  q.  i.  d. 
Side  Effects 

1 

— 

— 

Moderate  constipation 

8 

— 

3 

— 

Vomiting 

1* 

— 

— 

None 

IS 

26 

5 

8 

*One  patient  on  pholcodine,  an  extremely  nervous  10  year  old  girl  with  influenza  who  had 
just  lost  her  mother,  vomited  when  administered  the  first  dose  of  the  medication.  Medi- 
cation was  immediately  discontinued  because  of  her  nervous  condition,  and  the  case  was 
eliminated  from  the  evaluation,  though  noted  under  side  effects. 


where  there  was  substantial  cough  suppression, 
sufficient  to  eliminate  much  of  the  disturbance 
to  rest  and  sleep;  fair,  where  there  was  some 
cough  suppression  but  disturbance  of  rest  and 
sleep  continued;  and  poor,  where  there  was  no 
suppression.  For  unproductive  cough  the  medi- 
cation was  evaluated  essentially  the  same  way 
expect  that  it  was  rated  as  excellent  only  where 
there  was  complete  suppression  of  cough. 

results 

For  the  entire  series,  the  results  as  regards 
efficacy  in  suppressing  cough  to  the  extent  de- 
sired were  fairly  similar  for  both  agents  (Table 
2).  In  22  of  the  26  patients  receiving  codeine, 
there  was  excellent  suppression;  in  two  cases  the 
effect  was  good  and  in  two  other  cases  there  was 
only  slight  eflFect.  In  22  of  27  patients  receiving 
pholcodine,  there  also  was  excellent  suppression; 
in  three  cases  the  effect  was  good;  and  in  one 
case  there  was  only  slight  effect.  There  was  one 
patient  on  pholcodine  who  had  to  be  eliminated 
from  evaluation  of  results,  an  extremely  nervous 
ten-year  old  girl  with  influenza  who  had  recently 
lost  her  mother  and  who  vomited  on  first  admini- 
stration of  pholcodine.  Medication  was  discon- 
tinued in  her  case  as  a result  of  her  extremely 
nervous  condition.  Hence  for  both  agents  85 
per  cent  of  the  patients  evaluated  had  excellent 
results;  for  pholcodine,  11  per  cent  had  good 
results;  and  for  codeine,  8 per  cent  had  good 
results. 


In  two  respects,  however,  pholcodine  proved 
superior  to  codeine.  Reports  of  the  duration  of 
cough  suppression  consistently  indicated  an  ef- 
fective period  of  approximately  four  hours  for 
pholcodine  as  against  three  hours  for  codeine. 
And  whereas  there  were  no  side  effects  directly 
attributable  to  pholcodine,  8 of  the  26  patients 
who  received  codeine  complained  of  mild  con- 
stipation. 

Among  the  eight  cross-over  patients,  the  rela- 
tive results  were  similar  to  those  in  the  entire 
series  (Table  2).  There  was  no  significant  dif- 
ference in  efficacy,  except  that  duration  of  effect 
was  greater  with  pholcodine  in  five  of  the  eight 
patients  and  in  one  patient  the  mother  felt  that 
the  control  drug  was  more  effective.  In  two 
cases,  no  difference  was  observed.  There  were 
complaints  of  mild  constipation  in  three  patients 
following  administration  of  codeine  and  none 
following  administration  of  pholcodine.  The 
average  duration  of  antitussive  effect  in  these 
eight  patients  was  the  same  as  in  the  total  series 
for  both  drugs. 

comment 

From  the  results  of  this  study,  there  appeared 
to  be  little  doubt  that  pholcodine  was  effective 
as  a cough  suppressant,  with  a duration  of  effect 
about  30  per  cent  greater  than  that  of  codeine. 
It  might  be  noted  here  that  animal  studies  com- 
paring the  antitussive  properties  of  tlie  two  drugs 
likewise  suggested  a greater  duration  of  effect 
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for  pholcodine,  though  the  difference  was  about 
50  per  cent.”  This  disparity  in  results  is  some- 
what greater  by  virtue  of  the  fact  that  in  the 
animal  studies  equal  doses  of  drugs  were  given, 
whereas  in  this  study  the  amount  of  codeine 
employed,  customary  in  cough  medication  for 
children,  was  60  per  cent  more  than  pholcodine. 
This  disparity  may  be  accounted  for,  however, 
by  the  fact  that  doses  of  both  drugs  administered 
to  animals  were  far  higher  than  used  here  and  it 
was  noted  that  a diminution  of  dose  lessened  the 
difference  in  effect  between  the  two  drugs.  The 
significant  fact  of  course  is  that  in  both  studies 
pholcodine  and  codeine  were  effective  as  cough 
suppressants,  with  pholcodine  having  the  greater 
duration  of  effect. 

From  this  study,  there  also  appeared  to  be 
little  doubt  that  pholcodine  administration  did 
not  produce  the  mild  constipation  customarily  en- 
countered in  a substantial  proportion  of  patients 
using  codeine.  Nothing,  of  course,  could  be  de- 
duced regarding  addictive  liability  since  both 
medications  were  employed  in  small  quantities, 
for  less  than  a week. 

Because  of  its  efficacy,  lack  of  side  effects  and 


ease  of  administration,  pholcodine  appeared,  in 
this  study,  to  be  superior  to  other  antitussives  I 
have  employed  in  pediatric  practice.* 

10535  N.E.  Glisan  Street  (20) 
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Psychological  Study  of  Collocfiial 
Menstrual  Expressions 

VIRGINIA  L.  LARSEN,M.D.  Fort  Steilacoom,  Washington 


In  many  cultures  the  occasion  of  a girl’s  first 
menses,  her  menarche,  has  a public  significance 
to  the  immediate  community.  Reaction  to  men- 
arche may  vary  from  an  elaborate  announcement 
feast,  as  among  the  Nootka  Indians  of  the  north 
Pacific  Coast,  to  the  secretive  separation  of  the 
pubescent  girl  in  a single  menstrual  hut  in  other 
tribes.  \\’riting  on  the  Northwest  Indians,  God- 
dard* described  their  social  and  ceremonial 
recognition  of  this  physiological  milestone.  At 
menarche  the  girl  was  secluded,  restricted  for 
a period  as  to  her  diet  and  movements,  and  re- 
quired to  observe  special  taboos.  The  Papago 
Indians,  according  to  Underhill-,  believed  that 
with  menstruation  a girl  automatically  became 
the  vehicle  of  a terrific  force,  and  the  emphasis 
in  the  succeeding  ceremony  was  on  controlling 
the  force.  The  mysterious  power  which  descend- 
ed periodically  upon  the  woman  was  thought 


to  be  entirely  incompatible  with  the  life  and 
activities  of  men.  For  the  sake  of  the  community, 
therefore,  she  must  be  segregated  whenever  this 
magic  came  upon  her.  Older  women  were  ap- 
pointed to  instruct  the  girl  having  her  first  men- 
struation, which  was  considered  especially  ma- 
lignant. 

Anthropologists  speculate  that  two  basic  be- 
liefs were  responsible  for  such  cultural  regula- 
tions: (1)  What  happened  at  menarche  affected 
the  girl  throughout  her  life,  and  (2)  the  girl’s 
actions  at  this  time  had  a greater  effect  on 
other  persons  and  on  the  welfare  of  the  com- 
munity. The  taboos  and  restrictions  undoubtedly 
served  to  frighten  the  girl  into  obedience  to 
the  group. 

Special  words  and  e.xpressions  as  well  as  ver- 
bal taboos  are  used  in  most  cultures  to  refer  to 
menstruation.  Frequently  these  expressions  are 
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synonymous  with  “danger,”  “unclean,”  or  “be- 
ware.” In  a few  cultures,  menstrual  words  are 
used  only  by  women  and  are  taught  only  at  the 
rites  attendant  on  menarche. 

present  terminology 

In  our  society,  physicians  are  taught  to  use 
the  terms  “catamenia,”  “menses,”  and  “men- 
struation.” In  health  education  a consistent  at- 
tempt is  made  to  use  the  correct  terms  of  “men- 
strual” or  “monthly”  period.  Since  high  school 
( and  even  some  college ) textbooks  on  human 
physiology  consistently  omit  any  chapter  on  re- 
production, menstrual  terminology  is  taught 
verbally  for  the  most  part.  The  few  available 
audio-visual  tools  all  too  frequently  are  used 
at  a grade  level  beyond  the  menarcheal  age  of 
today’s  pubescent  girl. 

While  a number  of  psychoanalytically-oriented 
physicians  have  written  on  the  meaning  and  in- 
terpretation of  attitudes  of  patients  toward  their 
menses,  a search  of  the  literature  reveals  sur- 
prisingly little  information  on  the  actual  or 
functional  vocabulary  used  by  women  in  the 
general  population.  Twenty-five  years  ago  Louise 
Brush®  obtained  a menstrual  vocabulary  of  100 
college  girls  and  McHugh  and  Wasser*  published 
a study  in  1959  on  attitudes  of  college  women 
toward  menstruation,  using  the  Thurston-Chave 
Attitude  Rating  Scale. 

The  present  study  is  part  of  a series,  “Attitudes 
Toward  Menstruation.”  Also  included  in  the 
series  are:  “Age  at  Menarche,”  “Sources  of  Men- 
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LARSEN,  V.  L.  (Foit  Steilacooiu,  Washington,  USA.) 
Psychological  Study  of  Colloquial  Menstrual  Ex- 
pressions. Northwest  Med  62:874-877  (Nov)  1963. 

A search  of  the  literature  reveals  little  infor- 
mation on  the  actual  vocabulartj  used  bij  women 
in  referring  to  their  common  experience  of  men- 
struation. This  study  specifies  and  analyzes  the 
actual  expressions  and  implied  attitudes  given 
by  781  girls  and  women  of  middle  class  back- 
ground in  the  Puget  Sound  area.  Comparisons 
between  the  three  age  categories  are  also  shown. 
We  on  the  health  team  need  to  know  the  range 
of  menstrual  vocabulary  used  by  todaijs  women 
in  order  to  increase  our  understanding  of  pa- 
tients’ attitudes. 


strual  Information,”  “Reactions  to  Menarche,” 
and  “Attitudes  Toward  Menopause.”  Some  of 
these  studies  compared  responses  of  high  school 
and  college  men  with  those  of  their  correspond- 
ing feminine  age  mates. 

In  the  study  reported  here,  the  menstrual  vo- 
cabulary was  used  as  an  index  of  the  individual’s 
attitude.  Anonymous  questionnaires  included  the 
question  “What  is  your  way  of  saying  it  to 
others?”  The  781  respondents  were  girls  and 
women  residing  in  the  Puget  Sound  area,  having 
predominantly  middle  class  background,  and 
varying  in  age  from  14  to  87  years.  They  gave 
a total  of  1,031  responses.  The  occupational  and 
source  groups  included  students  in  three  co- 
educational colleges,  graduate  nurses  and  attend- 
ants at  a state  psychiatric  hospital,  student  nurses 
from  six  affiliating  schools  of  nursing,  social 
service  workers,  clerical  workers,  other  working 
women,  and  women  from  church  groups,  adult 
education  classes,  and  senior  citizen  clubs.  For 
comparison  purposes,  we  grouped  the  women 
by  age  into  teenagers— below  20  years,  middle- 
20  to  40,  and  oldest— over  40. 

Their  words  and  phrases  differ  in  kind  and 
quantity  from  those  heard  in  the  physician’s 
office  and  the  health  education  classroom.  The 
1,031  responses  were  sorted  into  eight  categories 
which  were  then  used  to  compare  the  responses 
by  the  three  age  groups.  The  latter  eould  be 
said  to  represent  three  different  generations. 
Statistical  analysis  of  these  data  indicated  that 
the  differences  in  response  by  age  group  were 
significant  at  the  .001  level. 

Technical  terms,  such  as  “menstruation,”  were 
used  by  only  4 per  cent  of  the  teenagers,  as 
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LARSEN,  V.  L.  (Fort  Steilacooiu,  Washington,  USA.) 
Psychological  Study  of  Colloquial  Menstrual  Ex- 
pressions. Northwest  Med  62:874-877  (Nov)  1963. 

La  literatura  medica  contiene  relativernente 
poco  en  lo  que  se  reficre  a los  terminos  usados 
por  rnujeres  en  general  para  describir  la  men- 
struacion.  Este  estudio  analiza  las  expresiones 
y actitudes  UnpUcitas  de  781  muchachas  y se- 
horas  de  la  clase  media  de  esta  localidad.  Com- 
paraciones  se  esteblecen  entre  3 grupos  por 
edades.  Es  importante  saber  el  vocabulario  “men- 
strual” en  voga  para  mejor  entender  las  actitudes 
de  nuestros  pacientes. 
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Toble  1 


Medical  terminology 

Menstruation;  menstrual 

Menses 

Catamenia 

Cyclic  reference 

Period 

Monthlies 

M.P. 

Casual 

That  time 

Those  days 

It  started 

It  has  happened 

Mother  Nature 

Nature’s  w'ay 

You  know  how  it  goes 

Here  we  go  again 

The  usual 

Human  nature 

Reference  to  a time  of 

sickness 

Coming  sick 

Sick  time 

Unwell 

(Am  having)  cramps 
Don’t  feel  well 
Reference  to  a visitor, 
friend  or  relative 
Grandma  is  here 
Grandma  has  come  to 
visit 

Granny;  Grandma 
(I  have  a)  Visitor 


Menstrual  Expressions 


I have  my  little  friend; 
Friend 

Redheaded  cousin  from 
the  South 
Country  cousin 
Grandma  fell  off  the  roof 
Grandma  fell  over  the  cliff 
Aunt  Martha  (Susie) 
is  here 

Somebody  visited  me 

Cousin  Red  is  visiting 

Messenger 

She’s  here  again 

Redheaded  Grandma 

Company 

Redheaded  friend 

Rick\- 

Minnie 

Leaky  Lena 

Lucy  came 

References  to  mechanics 
W'earing  the  rag 
Riding  a white  horse 
Back  in  the  saddle  again 
I’m  on  the  horse 
Riding  the  rag 
Reference  to  an  attack 
or  attacker 

The  enemy  has  attacked 
The  M.P.’s  caught  me 
Little  red  devils  came 
knocking  at  my  door 
The  Plague 


White  cylinder  week 


Doomsday  is  here  Rat  trap 

The  phantom  str  ikes  againCotton  candy  bars 
The  bloodies  are  upon  meTomato  aspic 
I’m  hit  Having  babies 

Negative  Feelings 

Wrong  time  of  the  month  Defrosting 
Nancy  troubles  Bunnies 

Little  girls’  complaint  The  red  fla 
It’s  my  unhappy  birthday  This  is  my 
Monthly  troubles  Coming  around 

Inconvenient  at  this  timeFell  off  the  roof 

Damned  mSl-uation  ^^^fonal  expressions  of 
Careful  time  college  men 

TT  j .r  i-u  btorm  warning 

wnclcr  tii0  \v0atn0r  W7  • J.1  1 1 

Wearing  the  laundry 

Miscellaneous  expressions  Tides  in 
Guess  I’m  not  pregnant  Tides  out 


: IS  up 
av 


this  month 
Cloudy  weather 
All  of  a sudden  it  started 
to  rain 

Sprung  a leak 
I’m  on  the  horse 
Merry  Christmas 
G-Day 
Celebrating 
Fire  engine 
I circled  the  calendar 
Red  letter  day 
My  belly  burped 
The  Pip 
Safe  again 


Out  for  the  present 
Can’t  go  swimming 
She  has  her  days 
A time  of  tired  feeling 
She  is  packing 
Cotton  pulling 
Priming  the  dick 
Like  dropping  tires 
Shy  on  dates  or  cold 
Sinful  to  talk  about  it 
Can’t  understand  it 
Period  when  she  can 
get  pregnant 
Sperm  cells  come  down 
in  her 


compared  with  15  per  cent  in  the  middle  group 
and  18  per  cent  in  the  over-40. 

Simpler  terms  indicating  the  cyclic  character 
of  the  process,  such  as  “monthly”  or  “period,” 
were  by  far  the  most  frequently  used  by  all 
three  age  groups.  The  frequency  ranged  from 
50  per  cent  by  the  teenagers  to  a low  of  27 
per  cent  by  the  oldest  group. 

E.xpressions  which  could  be  described  as  in- 
different or  casual  include  “that  time,”  “it  has 
happened,”  “Mother  Nature,”  “the  usual,”  and 
“here  we  go  again.”  These  were  given  by  10 
per  cent  of  the  teenagers,  8 per  cent  of  the  mid- 
dle group  and  45  per  cent  of  the  oldest  group. 

Phrases  equating  menstruation  with  sickness, 
bodily  injury,  and  personal  attack  were  given  by 
3 per  cent  of  the  teenagers  and  by  9 per  cent  of 
those  over  40.  Early  psychoanalytic  observations  ' 
pointed  out  that  some  women  connect  menstru- 
ation with  the  idea  of  mutilation.  Such  phrases 
included  “coming  sick,”  “sick  time,”  “cramps,” 
“the  enemy  has  attacked,”  “the  M.P.’s  have 
caught  me,”  “the  plague,”  and  “the  phantom 


strikes  again.”  Parenthetically,  one  wonders 
whether  the  “M.P.’s”  refer  to  military  police, 
since  this  was  used  by  someone  living  adjacent 
to  a military  installation,  or  to  menstrual  period. 

The  time-honored  description  of  menstruation 
as  “the  curse”  was  used  by  4 per  cent  of  tlie 
teenagers,  7 per  cent  of  the  middle  group,  and 
15  per  cent  of  the  oldest  group.  Occasionally 
it  was  called  “hell  week”  and  “doomsday.” 
E.xpressions  relating  to  the  personal  mechanics 
and  restrictions  involved  in  coping  with  the 
flow  were  given  by  11  per  cent  of  the  teenagers, 
9 per  cent  of  the  middle  group,  and  16  per  cent 
of  the  oldest  group.  Perhaps  many  of  the  oldest 
group  tend  to  react  in  terms  of  the  mechanical 
hazards  and  inconvenience  of  the  oldtime  “home 
remedies,”  one’s  “personal  rags.”  This  group  of 
expressions  included  “off  the  floor”  (gym), 
“back  in  the  saddle,”  “riding  a white  horse,”  and 
the  new  phrase  “white  cylinder  week.” 

Reference  to  the  menstrual  period  as  a “mes- 
senger,” “visiting  friend,”  or  a female  relative 
offered  a surprising  finding.  Such  a visitor  was 
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given  a specific  name,  such  as  Nancy,  Lena,  or 
Lucy  or  was  occasionally  described  in  such  de- 
tail as  “my  red-headed  cousin  from  the  South.” 
Although  these  mention  the  visitor  as  a feminine 
friend  or  relative,  they  omit  any  mention  of  the 
mother.  Possibly  this  is  because  the  mother  is 
obviously  not  a visitor  on  the  scene,  while  rel- 
atives and  friends  may  arrive,  visit,  and  depart 
much  like  the  event  of  a menstrual  period.  Such 
a visit  also  has  a personal  meaning  to  the  visited, 
usually  entails  both  inconvenience  and  pleasure, 
frees  the  hostess  to  attend  to  other  facets  of  life 
when  the  visit  is  over,  and  leaves  behind  the 
assurance  that  the  visitor  may  return  once  more. 

Among  the  miscellaneous  and  frequently  bi- 
zarre phrases  were  “cotton  candy  bars,”  “G-day,” 
“fire-engine,”  “I’m  a woman,”  “cloudy  weather,” 
“my  belly  burped,”  and  “this  is  my  day.”  A very 
small  number  of  responses  mentioned  pregnancy 
and  were  phrased  as  “I’m  not  pregnant,”  “having 
babies,”  and  “thanks  to  God.” 

summary 

Golloquial  expressions  indicative  of  menses 
as  “sickness”  or  “the  curse”  were  found  most 
often  in  the  oldest  group,  which  also  used  cor- 
rect terms  most  frequently  (18  per  cent)  and 
referred  most  often  to  the  mechanics  and  re- 
strictions (16  per  cent)  involved. 

At  the  other  extreme,  the  teenagers  most  fre- 
quently used  simpler  but  cyclic  terms  and  more 
casual  expressions  than  did  either  of  the  older 
groups.  The  concept  of  a visiting  friend  or  rel- 
ative occurs  most  frequently  in  the  youngest 
group.  These  kinds  of  vernacular  or  folk-type 
e.xpressions  undoubtedly  occur  in  other  cultures 
and  could  be  classed  as  tangential.  They  may  be 
used  to  ward  off  a menstrual  threat. 

The  20-to-40  year  group  distinguished  itself 
only  by  giving  the  fewest  references  to  the  me- 
chanics and  restrictions  of  menstruation,  a find- 
ing somewhat  surprising,  because  this  age  group 
is  actually  most  actively  and  directly  involved 
in  the  cyclic  phenomenon  of  menstruation. 

conclusion 

To  understand  patients  as  people  and  to  in- 
crease our  understanding  of  their  implicit  atti- 
tudes, we  on  the  health  team  need  to  know  the 
range  of  words  and  expressions  used  for  an  ex- 
perience as  common  as  menstruation.  In  many 
situations  of  medical  practice  it  may  be  import- 


Table  2 

Vocabulary  Usage  by  Age  Group 


Age  Groups 


Category 

-20 

20-40 

404- 

% 

% 

% 

Technical  Term.s 

4.2 

14.6 

18.3 

Cyclic  References 

50.2 

39.1 

27.2 

Casual  Terms 

9.8 

8.1 

3.8 

Injury  or  Sickness 
“The  Curse” 

2.5 

4.0 

8.8 

3.7 

7.0 

14.5 

Reference  to  Mechanics 

10.5 

9.3 

16.0 

Visitor  or  Friend 

12.1 

9.6 

3.4 

Number  Responses 

428 

355 

361 

Number  Respondents 

318 

342 

208 

ant  to  learn  the  ways  in  which  a patient  speaks 
of  menstruation.  A woman’s  attitudes  toward  her 
feminine  functions  play  an  important  part  in 
her  concept  of  self.  Likewise,  the  attitudes  of 
parents  toward  this  area  of  living  cannot  but 
affect  their  attitudes  and  behavior  toward  their 
maturing  children. 

As  physicians  we  are  concerned  with  the  when 
and  what  of  teaehing  about  menstruation  and 
with  the  psyehological  maturity  and  attitudes  of 
those  who  impart  this  knowledge  to  our  children 
of  both  sexes.  As  teachers  and  facilitators  of 
health,  we  need  also  to  be  able  to  teach  parents 
to  do  this  long-term  job  easily  and  well. 

As  thinking  individuals  we  may  want  to  know 
this  facet  of  functional  vocabulary  as  a part  of 
the  health  folklore.  We  may  also  be  interested 
in  the  shifts  and  changes  in  the  colloquialisms— 
from  the  expression  “falling  off  the  roof”  of  30 
years  ago  to  today’s  term  of  “defrosting.”* 

Menial  Health  Research  Institute 
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Termination  of  the  Small  Saphenous  Vein 

ROBERT  E.  MULLARKY,M.D.  Seattle,  Washington 


W orldwide  interest  in  the  surgery  of  varicose 
veins  has  led  to  renewed  study  and  review  of 
the  anatomy  of  the  veins  of  the  lower  extremiW. 
Descriptions  of  the  deep  veins  of  the  leg  as 
well  as  the  great  saphenous  vein  (saphena 
inagna)  have  been  reported  in  recent  years  by 
Sherman*,  Linton^  Daseler^  and  others.  There 
is,  however,  little  information  regarding  the 
anatomy  of  the  termination  of  the  small  saphe- 
nous (saphena  parva)  \ein.  This  knowledge  is 
of  vital  importance  in  the  high  ligation  of  the 
vein.  In  order  to  review  and  amplify  the  avail- 
able descriptions  of  the  vein,  I have  examined 
thirt)  -five  limbs. 

The  small  (short,  lesser,  external)  saphenous 
vein  begins  on  the  lateral  side  of  the  foot  and 
passes  upward  behind  the  lateral  malleolus,  la- 
teral to  the  tendo  calcaneous  and  thence  up  the 
center  of  the  back  of  the  calf  to  the  knee.’  This 
arrangement  is  constant. 

The  medial  sural  cutaneous  nerve,  a branch 
of  the  tibial  ner\"e,  passes  down  the  back  of 
the  leg  from  the  popliteal  fossa  deep  to  the 
crural  fascia  but  very  close  to  the  vein.  It  is 


abstract 

MULL.xRKY,  R.  E.  (2649  Sliorelaiid  Drive  South, 
Seattle,  W'ashington,  USA.)  Termination  of  the 
Small  Saphenous  \’ein.  Northwest  Med  62:878-880 
(Nov)  1963. 

The  small  saphenous  vein  has  a constant  ori- 
gin just  posterior  to  the  lateral  malleolus  but 
variable  termination  back  of  the  knee.  In  90 
limbs,  in  combined  series,  it  terminates  in  the 
popliteal  vein  in  56.6  per  cent  of  cases.  Connec- 
tion with  the  popliteal  vein  is  absent  or  repre- 
sented by  an  unimportant  twig  in  43.4  per  cent 
of  cases  (69  limbs).  The  transverse  epicondylar 
line  is  on  accurate  landmark  for  locating  the 
popliteal  vein,  the  knee  joint  and  the  usual 
termination  of  the  small  saphenous  vein. 


From  the  Department  of  Anatomy.  University  of  Wash- 
ington School  of  Medicine,  under  the  direction  of  David  L. 
Bassett,  M.D.,  Professor  of  Gross  Anatomy. 


joined  by  the  peroneal  communicating  nerve  in 
80.7  per  cent  of  cases  to  form  the  crural  nerve. 
The  latter  pierces  the  deep  fascia  in  the  middle 
of  the  leg  and  lies  very  close  or  adherent  to  the 
small  saphenous  vein.  It  may  be  injured  in  strip- 
ping operations  on  the  vein. 

Throughout  its  lower  course  the  small  saphe- 
nous vein  lies  in  the  superficial  fascia  of  the  foot, 
ankle  and  lower  leg.  In  the  upper  half  of  the 
leg  it  is  usually  embedded  in  a tunnel  in  the 
deep  (crural)  fascia.  Usually  it  then  pierces  the 
deep  fascia  to  enter  the  popliteal  fossa,  but  in 
many  cases  it  continues  up  the  medial  aspect  of 
the  thigh  in  the  fascia  lata  and  joins  the  great 
saphenous  vein  directly  or  by  one  of  its  commu- 
nicating branches,  or  it  passes  via  a perforating 
vein  to  the  deep  veins  in  the  Hunter’s  canal.* 

In  the  lateral  half  of  the  foot  and  back  of 
the  leg  the  small  saphenous  vein  has  multiple 
communications  with  the  great  saphenous  vein, 
with  its  ascending  (arch)  branches  and  with 
perforating  veins  passing  to  the  deep  veins  of 
the  foot,  ankle  and  leg.  In  the  upper  half  of 
the  leg,  where  the  vein  is  heavily  invested  in 
fascia,  it  receives  relatively  few  communicating 
branches. 

The  vein  has  from  six  to  nine  valves  directing 
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MULLARKY,  R.  E.  (2649  Shorekuid  Drive  South, 
Seattle,  M'ashington,  USA.)  Termination  of  the 
Small  Saphenous  \'ein.  Northwest  Med  62:878-880 
(Nov)  1963. 

La  safena  menor  tiene  un  origen  constante  in- 
mediatamente  posterior  al  maleolo  lateral,  pero 
una  terminacion  variable  en  el  aspect o posterior 
de  la  rodilla.  Esto  es  de  interes  quirurgico.  En  90 
extremidades  estudiadas,  ter  mind  en  la  vena  pop- 
lit  ea  en  56.6  por  ciento  de  los  casos.  Coneccion 
ausente  con  la  poplitea,  o reducida  a una 
pequeha  y no  importante  rama  se  via  en  43.4 
por  ciento  de  los  casos.  La  Itnea  transversa  epi- 
condilar  se  usa  como  referenda  para  localizar 
la  vena  poplitea,  la  articulacion  de  la  rodilla  y 
la  ti.9ual  terminacion  de  la  safena  menor. 
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Table  1 


Small  Saphenous  Vein  Terminates  1 

n: 

Popliteal 

Veins 

Popliteal 

vein  and 

Higher 

below  level 

vein  only 

higher  veins 

veins  only 

popliteal  fossa 

Total 

No.  Per  Cent 

No.  Per  Cent 

No.  Per  Cent 

No.  Percent 

No.  Per  Cent 

Kosinski 

52  42 

19  15.3 

41  ,33.3 

12  9.4 

124 

Mullarky 

19  54.3 

7*  20 

9 25.7 

0 

35 

Combined 

71  44.65 

26  16.35 

.50  31.44 

12  7., 56 

1.59  100 

97  -7*  or  90  cases,  56.6  per  cent,  enter  popliteal  vein. 
69  cases,  43.4  per  cent,  do  not  enter  popliteal  vein. 

*Only  a tiny  branch  enters  the  popliteal  vein 


the  blood  upward.  Its  communicating  veins  have 
valves  directing  blood  into  it.  When  it  drains 
directly  into  the  great  saphenous  vein  or  one 
of  its  branches,  the  valves  then  direct  the  blood 
upward  into  these  vessels.® 

personal  observations 

In  my  series  of  thirty-five  dissections  of  the 
vein  there  were  19  cases,  54.3  per  cent,  in 
which  the  small  saphenous  vein  terminated  di- 
rectly into  the  popliteal  vein,  usually  near  the 
center  of  the  popliteal  fossa.  The  termination 
into  the  popliteal  vein  was  from  1 centimeter 
below  the  knee  joint  to  10  centimeters  above  it, 
or  5 centimeters  below  to  6 centimeters  above 
the  transverse  epicondylar  line.* 

In  nine  cases,  25.7  per  cent,  there  was  no 
connection  with  the  popliteal  vein.  Six  of  these, 
17  per  cent,  terminated  in  the  great  saphenous 
vein  or  in  muscular  perforators  to  Hunter’s  canal. 
Three  cases  or  8.7  per  cent  terminated  in  the 
biceps  femoris  muscle  and  its  blood  drained 
into  the  venous  system  of  that  muscle. 

The  remaining  seven  cases,  20  per  cent,  termi- 
nated in  the  biceps  femoris  or  the  semimem- 
branosis  muscle  but  also  sent  a small  twig  to 
the  popliteal  vein.  Fig.  1. 

In  this  series,  therefore,  54.3  per  cent  ended 
in  the  popliteal  vein,  while  45.7  per  cent  did 
not,  or  supplied  only  a small  twig  to  it. 

variations  according  to  Kosinski 

In  1926,  Kosinski  studied  this  vein  in  124 


*The  transverse  epicondylar  line  is  an  accurate  landmark 
for  locating  the  midpoint  of  the  popliteal  fossa.  The  line 
is  constant  and  easily  located  by  pressing  the  thumb  and 
index  finger  downward  on  the  lateral  and  medial  epi- 
condyles  of  the  femur.  In  contrast,  the  line  of  the  knee 
joint,  as  noted  in  16  skeletons,  averages  4 centimeters 
below  the  epicondylar  line  and  parallel  to  it.  The 
popliteal  vein  runs  vertically  between  the  midpoints  of 
these  two  lines. 


cases  and  his  findings  are  accepted  as  authori- 
tative."’® He  describes  three  main  variations  in 
the  termination  of  the  small  saphenous  vein. 

I.  In  57.3  per  cent  (71  cases)  the  vein  joined 
the  popliteal  vein.  Of  these,  42  per  cent  (52 
cases)  ended  exclusively  in  the  popliteal  vein, 
while  15.3  per  cent  ( 19  eases ) joined  the  pop- 
liteal and  then  continued  up  the  back  of  the 
thigh. 

II.  In  33.0  per  cent  (41  cases)  there  was  a 
high  termination  on  the  thigh,  either  into  the 
great  saphenous  vein  or  into  the  deep  femoral 

Grocihs  m 


Fig.  1.  Common  variations  of  the  termination  of  the  small 
saphenous  vein.  1.)  Directly  into  the  popliteal  vein  in 
54.3  per  cent  of  cases.  2.)  a.  Into  great  saphenous  vein 
below  the  knee  (9.7  per  cent  of  Kosinski  series),  b.  Into 
great  saphenous  vein  above  the  knee  in  17  per  cent  of 
cases.  3.)  Termination  in  lower  thigh  muscles  in  only 
8.7  per  cent  of  cases.  4.)  Termination  in  thigh  muscles 
with  twig  to  popliteal  vein  in  20.0  per  cent  of  cases. 
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veins  of  the  thigh.  In  13.7  per  cent  (17  cases) 
the  vein  terminated  in  the  biceps  femoris  muscle. 

III.  In  9.7  per  cent  (12  cases)  the  vein  did 
not  reach  the  popliteal  region  but  ended  below 
the  knee  either  in  the  great  saphenous  vein  or 
in  the  veins  of  the  leg  muscles  usually  those  in 
the  gastrocnemius. 

Combining  my  findings  with  those  of  Kosin- 
ski  (Table  1),  it  appears  that  in  97  of  the  159 
cases,  or  61  per  cent,  the  small  saphenous  vein 
terminated  partly  or  wholly  into  the  popliteal 
vein  and  that  in  62  cases  or  39  per  cent  it  termi- 
nated elsewhere.  If  the  7 cases  of  the  present 
series  which  sent  only  a tiny  tAvig  to  the  popliteal 
were  eliminated  from  this  group,  the  number 
entering  significantly  into  the  popliteal  vein  is 
reduced  to  90  cases  or  56.6  per  cent,  while  those 
terminating  elsewhere  are  increased  to  69  cases 
or  43.7  per  cent.  Wdiether  this  is  justifiable  is 
debatable  because  in  the  shifting  drainage  that 
may  occur  in  pathological  states  the  smaller 
termination  may  well  become  the  more  impor- 
tant one.  In  this  connection,  one  recalls  the  ob- 
servation of  Dodd  and  Cockett  when  operating 
for  \ aricosit\^  of  the  small  saphenous  vein.®  They 
noted  that  “almost  always”  it  terminated  in  the 
popliteal  vein.  Nevertheless,  the  facts  presently 
available  point  to  the  smaller  figure  of  56.6  per 
cent  as  terminating  in  the  popliteal  vein. 

When  ligating  the  small  saphenous  vein  in 
the  popliteal  fossa  or  when  using  it  as  a guide 
for  ligating  the  popliteal  vein,  it  is  important 
to  be  aware  that  the  latter  is  also  subject  to 


considerable  variation.  \\'illiams  found  that  at 
the  level  of  the  knee  joint  there  was  a single 
large  trunk  representing  the  popliteal  vein  in 
onh’  26  per  cent  or  13  of  50  limbs."  In  33  limbs 
he  found  two  venous  trunks  at  this  level  and 
in  four  there  were  three  veins.  In  my  series  of 
35  dissections  this  was  found  to  be  true  at  the 
knee  joint  line,  but  at  the  level  of  the  trans- 
verse epicondylar  line  there  was  invariably  only 
one  popliteal  vein  and  this  was  also  the  line 
where  the  small  saphenous  vein  usually  termi- 
nated in  the  popliteal  vein.* 

2649  Shoreland  Drive  South  (44) 
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Direct  Testing  oj  Aerosol  Sprays  Jor  Treatment  oj 

Superficial  Burns 

T.  REED  1 N G H A M,  M.  D.  Olympia,  Washington 


During  the  past  decade  there  has  been  a rapid 
increase  in  number  of  products  marketed  in 
aerosol  packages  for  dispensation  of  various 
medicaments.  Freon  has  been  the  common  pro- 
pulsive agent  and  this,  like  others  used,  has  been 
lighter  than  the  medication  dispensed.  In  some 
cases  the  dispensing  can  must  be  kept  vertical; 
in  others  the  use  of  a flexible,  weighted  tube 
inside  the  container  permits  the  medication  to  be 
discharged  irrespective  of  container  position. 

The  gas  propelled  preparations  are  of  wide 
variety,  from  “setting  hair-do”  to  preparation  of 
skin  with  benzoin  prior  to  adhesive  strapping. 
I am  primarily  concerned  with  those  prepar- 
ations used  for  the  protection  of  skin  from  pres- 
sure sores,  and  treatment  of  superficial  burns 
and  abrasions.  Two  basic  types  are  now  on  the 
market:  those  which  contain  no  bacterial  in- 
hibitors and  offer  primarily  a plastic  coating  to 
protect  skin;  and  those  which  contain  medica- 
ments to  deter  bacterial  growth,  either  with  or 
without  associated  plastic  spray. 

It  is  to  be  noted  that  all  of  the  sprays  used 
are  recommended  for  skin  protection  and  treat- 
ment of  superficial  abrasions  and  burns;  the 
first  two  ( A and  B ) contain  no  plastic  coating 
hut  do  contain  bacterial  deterrant  medicaments; 
the  third  (C)  contains  both;  the  last  two  (D 


abstract 

INGHAM,  T.  R.  (Memorial  Clinic,  Olympia,  Wash- 
ington, USA.)  Direct  Testing  of  Aerosol  Sprays  for 
Treatment  of  Superficial  Burns.  Northwest  Med 
62:881-883  (Nov)  1963. 

Spray  preparations  for  wound  dressing,  both 
medicated  and  non-medicated,  were  tested  by 
direct  application  to  blood  agar  plates  inocu- 
lated with  wound  secretions.  Bacterial  sensitiv- 
ity to  the  agents  used  was  determined  within 
hours.  Time  was  saved  and  wound  healing  was 
usually  facilitated.  Unmedicated  sprays  were 
usefid  in  holding  medicaments  in  place. 


and  E ) contain  only  plastic  material  without 
other  medicaments.  (See  list,  page  883) 

Since  introduction  of  sulfonamides  and  anti- 
biotics, various  sensitivity  tests  have  been  de- 
vised to  determine  the  relative  bacterial  resist- 
ance to  the  various  available  drugs  of  this  type. 
The  most  common  method  has  been  the  use  of 
discs,  placed  on  solid  type  culture  media,  on 
which  the  established  cultures  can  be  plated, 
and  the  relative  deterrant  effect  of  each  disc 
noted.  Other  methods,  a bit  more  exacting  and 
time  consuming,  determine  the  relative  dilution 
effects  on  antibiotics  when  placed  with  estab- 
lished cultures  in  fluid  media.  Both  of  these  pro- 
cedures require  a fair  amount  of  bacteriological 
equipment,  space  and  time,  and  a technician 
quite  well  trained  in  bacteriological  procedures.’ 

laboratory  experiments 

Although  we,  as  doctors  of  medicine,  have 
been  exposed  to  most  of  these  procedures,  we 
have  been,  in  many  instances,  away  from  labor- 
atory work  so  long  that  we  are  inclined  to  dele- 
gate this  type  of  work  to  others.  This  is  all  well 
and  good  when  laboratory  service  is  readily 
available,  but  there  are  occasions  when  it  is 


abstracto 

INGHAM,  T.  R.  (Memorial  Clinic,  Olympia,  Wash- 
ington, USA.)  Direct  Testing  of  Aerosol  Sprays  for 
Treatment  of  Superficial  Burns.  Northwest  Med 
62:881-883  (Nov)  1963. 

Se  estudiaron  preparaciones  de  tipo  aerosol 
o atomizador  iisadas  en  el  tratamiento  de  heridas. 
Preparaciones  con  antibioticos  se  aplicaron  di- 
rectamente  a rnedios  de  cultivo  inoculados  con 
secreciones  de  las  heridas.  Asi  se  puede  deter- 
minar  susceptibilidad  bacterial  en  unas  cuantas 
horas,  se  ahorra  tiempo  y se  facilita  la  curacion. 
Otros  aerosoles  sin  agentes  inhibidores  bac- 
teriales,  se  usan  para  fijar  y mantener  medi- 
camentos  en  contacto  prolongado  con  la  herida. 
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nice  to  have  a simple,  quick  method  which  we 
can  use  ourseh'es  and  from  which  we  can  draw' 
our  own  conclusions  regarding  effectiveness  of 
medicaments  against  infection. 

The  simple  method  to  be  described  evolved 
largely  from  curiosity  as  to  what  probably  hap- 
pens to  surface  bacteria  w'hen  aerosol  prepar- 
ations are  applied  to  the  skin.  This  presentation 
does  not  intend  to  present  an  e.xhaustive  analysis 
of  the  subject,  but  rather  to  point  the  w'ay  and 
possibly  to  encourage  others,  with  more  time 
and  facilities  available,  to  repeat  this  w'ork  for 
more  complete  evaluation. 

In  the  first  of  three  e.xperiments,  blood  agar 
plates  w'ere  streaked  w'ith  know'n  cultures  of 
either  coagulase  positive  or  coagulase  negative 
staphylococci.  Immediately  thereafter,  quadrants 
of  these  plates  w'ere  sprayed  w'ith  the  medica- 
ment to  be  tested,  on  a once-over-lightly  basis 
lea\'ing,  in  each  instance,  a quadrant  unsprayed 
as  control. 

This  first  experiment  indicated  that  product 
A offered  no  deterrant  to  grow'th  of  coagulase 
positive  staphylococci,  and  only  slight,  transient 
effect  against  coagulase  negative  staphylococci. 
Product  B spray  appeared  highly  effective 
against  staphylococci  on  this  simulated  clinical 
approach  and,  most  important,  the  results  w’ere 
quite  conclusive  w'ithin  five  hours. 

A second  experiment  was  then  earried  out  on 
a broader  scale.  Tw'o  types  of  \ irulent  E.  Coli  in 
addition  to  coagulase  positive  and  negative  cul- 
tures of  staphylococci  were  used  on  blood  agar 
plates,  and  tests  w'ere  made  w'ith  aerosols  of 
products  A,  B,  C and  D.  Product  C w'as  ineffec- 
tive as  a deterrant  to  bacterial  grow'th  even 
W'hen  combined  w'ith  other  sprays;  B and  D 
showed  good  effect  against  staphylococci,  but 
W'ere  erratic  against  E.  Coli.  Product  A was  a 
poor  deterrant  of  staphylococci  growth,  but 
fairly  effective  against  E.  Coli;  combinations  of 
these  last  three  agents  appeared  quite  effective 
against  all  tested  bacteria. 

A third  experiment  w’as  then  carried  out 
to  recheck  the  findings  of  the  second.  In  this 
case  product  E w'as  added  to  the  list  of  medi- 
caments, and  a second  spraying  w'as  done  after 
19  hours  incubation  to  more  closely  appro.xi- 
mate  the  clinical  use  of  these  sprays  on  a daily 
basis.  On  this  occasion  E.Coli  w'as  plated  on  endo 
media.  The  cultures  were  somewhat  inconsistent 
so  that  the  results  may  be  open  to  some  ques- 
tion. Sprax'ing  w'as  done  on  an  even  lighter  basis 


than  on  the  tw'o  previous  experiments.  In  gen- 
eral, it  appears  that  E is  no  deterrant  to  bac- 
terial growth;  B and  D are  effective  against  both 
staphylococci  and  E.Coli;  A is  quite  effective 
against  E.Coli  but  not  against  staphylococci  un- 
less a known  effective  agent  (e.  g.  B or  D)  also 
is  used.  Product  C again  appeared  to  fail  in 
some  cases  even  when  combined  with  proven 
effective  agents. 

results 

During  the  past  year  the  tentative  conclusions 
from  the  above  experiments  have  been  applied 
in  practice.  On  some  occasions  exudative  puru- 
lent abrasions  have  lent  themselves  to  direct 
smears  on  blood  agar  plates,  followed  by  quad- 
rant sprays  with  desired  medicaments.  Within 
six  hours  the  results  were  conclusive  and  the 
medication  used  (product  D)  proved  to  be 
effective.  An  official  report  from  the  bacteriologi- 
cal laboratory  confirming  this  was  received  three 
days  later,  during  w'hich  time  the  abrasion  was 
w'ell  on  its  way  to  complete  healing,  with  ob- 
jective test  already  showing  that  the  choice  of 
medication  had  been  proper. 

This  method  of  direct  testing  does  not  always 
work  well,  because  a direct  streaking  of  purulent 
e.xudate  to  blood  agar  plate  does  not  always 
flourish;  in  such  cases  a preliminary  24  to  48 
hour  broth  culture  is  required,  and  the  time 
saved  from  routine  laboratory  procedure  is 
thereby  lost. 

Another  facet  of  the  problem  that  has  been 
found  useful  is  the  application  of  B or  D powder 
to  abrasion  surface,  then  applying  A spray  to 
hold  same  in  place.  This  appears  to  give  a dur- 
able, dry  surface  that  needs  little  further  atten- 
tion. The  same  method  has  been  applied  to 
burns  with  equal  success,  and  when  small  areas 
are  involved,  minimizes  the  need  of  dressings. 

The  direct  spraying  of  purulent  exudate  cul- 
tures on  blood  agar  plates  may  prove  useful  to 
doctors  whose  practice  is  quite  distant  from 
established  laboratories;  blood  agar  plates  and 
broth  culture  tubes  are  commercially  available 
and  keep  well;  small  incubators  are  ine.xpensive 
or,  for  that  matter,  easily  fabricated. 

It  is  important  not  to  regard  the  treatment  of 
many  superficial  abrasions  and  bums,  as  a sur- 
face treatment  only.  Concomitant  systemic  ther- 
apy with  sulfonamides  or  antibiotics  has  an 
important  part  in  the  management  of  the  pa- 
tient’s problem. 
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conclusions 

1.  Aerosol  sprays  have  a plaee  in  the  treat- 
ment of  abrasions  and  similar  skin  defeets. 

2.  The  relative  effectiveness  of  different  medi- 
cated sprays  can  be  evaluated  quickly  on  plate 
cultures  from  the  lesions  involved. 

3.  Plastic  sprays  are  particularly  useful  to 
hold  large  concentrations  of  desired  antibiotic 


and  antiseptic  powder  upon  surface  to  be 
treated.  ■ 

529  W.  Fourth  Avenue 
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Aerosol  sprays  used  in  this  work: 

A.  Methacrylate  resin  with  tetramethylthiuram  disulfide 
in  ethyl  acetate  with  dichlorodifluoro — and  trichloromo- 
nofluoromethane  as  propellants.  Trade  name:  Rezifilm 
surgical  spray  dressing,  E.  R.  Squibb  & Sons,  N.Y. 

B.  Polymyxin  B Sulfate  100,000  units,  zinc  bacitracin 
8.000  units,  neomycin  sulfate  100  mg,  inert  propellant 
dichlorodifluoromethane  and  trichloromonofluoromethane 
q.  s.  spraying  time  100  seconds.  Trade  name:  90  gm  Neo- 
sporin  Aerosol,  Burroughs  Wellcome  & Co. 

C.  Co-polymers  of  hydroxy-vinyl  chloride  acetate  and 
sebacic  acid,  9.3  per  cent  by  weight  and  modified  maleic 
rosin  ester  solvent  with  fluorochloro  hydrocarbon  as  gase- 
ous propellant.  Trade  name.:  Aeroplast,  spray-on  plastic 
bandage  and  protective  surgical  dressing,  Aeroplast  Co., 
Dayton,  Ohio. 


D.  5-nitro-2-furaldoxime  0.2  per  cent  in  a base  of  hexy- 
lene and  polyethylene  glycols.  Propellants  (50  per  cent): 
trichloromonofluoromethane  and  monochlorodifluoroe- 
thane.  Trade  name:  Furacin  solution  aerosol,  Eaton  Lab- 
oratories. 

E.  Cellulose  acetate  butyrate  2.7  per  cent  by  weight  and 
2-ethylhexyl  diphenyl  phosphate  4.0  per  cent  by  weight 
in  an  acetone  solvent  with  fluorochlora  hydrocarbons  as  a 
gaseous  propellant.  Trade  name:  Scan  spray  on  wound 
dressing,  Johnson  & Johnson,  New  Brunswick,  N.J. 


No  financial  support  was  received  for  this  study.  With 
one  exception  the  firms  whose  products  were  used  were 
not  advised  of  the  project.  Eaton  Laboratories  learned  of 
the  work  but  were  not  asked  for  support. 


IDEAS  ON  LIBERTY 

If  Jefferson  and  Adams  and  Franklin  and  the  others  on  the  drafting  committee 
and  in  the  Congress  had  been  taught  to  believe  that  there  is  something  inherently 
wrong  with  an  affluent  soeiety;  if  they  had  been  assured  that  an  economy  managed 
by  a self-anointed  elite  was  the  safe  and  ideal  climate  for  security;  if  they  had  been 
brought  up  in  the  doctrine  that  huge  and  permanent  public  debt  is  not  only  an  evil 
but  a positive  good;  and  if  all  this  had  been  buttressed  by  the  assurance  that  it  was 
the  obligation  of  government  to  furnish  them  employment,  see  that  they  got  good 
wages,  subsidize  their  enterprises,  guarantee  them  against  loss,  insure  them  in  case 
of  illness,  underwrite  the  price  of  their  produce,  pay  them  for  not  producing  at  all, 
—if  this  had  been  their  baekground,  do  you  think  they  would  ever  have  created  on 
this  continent  a new  nation,  conceived  in  liberty?  Would  they  have  pledged  to  that 
new  nation  their  lives,  their  fortunes,  and  their  sacred  honor— or  would  they  have 
demanded  first  that  it  agree  to  idemnify  them  against  any  loss  or  inconvenience  they 
might  sustain  in  the  hazardous  adventure  of  the  Revolution? 

Ralph  Bradford,  Education  Now  and  Then 
The  Freeman,  October,  1963,  p 39. 
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Long-Term  Trifluoperazine  Therapy 
in  a Schizophrenic  Patient 

WILLIAM  A.  J O H N S O N,  M.  D.,  Longview,  Washington 


With  increasing  use  of  phenothiazines  as  long- 
term, maintenance  therapy  for  schizophrenic  pa- 
tients, the  question  naturally  arises:  How  long 
can  one  safely  administer  these  drugs?  This 
question  seems  particularly  pertinent  in  con- 
nection with  the  newer  phenothiazines  since 
fe\\-  studies  report  their  long-term  use. 

In  reviewing  the  published  literature  on  tri- 
fluoperazine, I found  that  Ayd  administered  the 
drug  to  a group  of  100  ambulator)'  patients  for 
periods  of  two  months  to  one  year.  He  performed 
blood  studies,  liver  function  tests  and  urinalyses 
at  one,  two,  three,  imd  four-month  inter\  als.  He 
repeated  these  tests  at  the  end  of  one  year  on 
the  thirt)’  patients  who  were  still  taking  tri- 
fluoperazine. He  reported,  “On  the  basis  of  the 
laborator)'  findings,  it  appears  that  trifluoper- 
azine administered  from  two  months  to  one  year, 
had  no  deleterious  effect  upon  the  blood,  liver 
or  kidneys  in  the  these  patients. Rogers  re- 
ported that  some  patients  received  trifluoper- 
azine for  26  months.-  Since  one  of  my  patients 
received  trifluoperazine  for  considerably  longer 
with  no  untoward  reactions— continuously  for 
2’/2  years,  then  after  a four-month  interruption 
for  an  additional  seven  months— I thought  the 
following  case  history'  might  be  of  interest. 

C.\SE  REPORTS 

Since  1954  this  34-year-old  married  woman,  a 
chronic,  undifferentiated  schizophrenic,  has  been 
hospitalized  seven  times.  In  August,  1959,  while 
a patient  at  the  Western  State  Hospital,  Fort  Steila- 
coom,  W’ashington,  she  was  given  trifluoperazine, 
5 mg  three  times  a day,  with  good  results  and  was 
discharged  in  Deeember,  1959,  on  a maintenance 
dosage  of  15  mg  daily.  She  continued  to  take  tri- 
fluoperazine until  the  spring  of  1962,  a period  of 
about  2’/2  years.  At  this  time  she  discontinued  medi- 
cation on  her  own.  Four  months  later,  in  August, 
her  psychotic  symptoms  recurred  and  she  was  re- 
hospitalized. 

\Vhen  trifluoperazine  was  reinstituted,  she  again 
improved  and  was  discharged  in  September,  1962, 
on  a maintenance  dosage  of  5 mg  three  times  a 
day.  She  has  since  continued  to  take  the  drug,  and 
her  daily  dosage  has  been  increased  to  5 mg  four 
times  a day. 

During  this  period  of  prolonged  trifluoperazine 
therapy,  which  totals  37  months  to  date  (April, 
1963),  this  patient  has  experienced  no  untoward 
reactions  to  the  drug.  A complete  blood  count  in 
January,  1959,  was  normal;  additional  laboratory 


studies  made  w'hile  the  patient  was  hospitalized 
were  reported  as  normal.  Since  her  discharge  in 
September,  she  has  also  faced  several  family  crises 
that  might  have  precipitated  a relapse:  the  suicide 
of  a sister  in  December  and  separation  from  her 
husband  and  family  for  the  past  five  months. 

One  cannot  conclude  much  from  a single 
case  histoiy-;  however  the  experience  seen  here 
is  encouraging  regarding  the  possible  safeU’  of 
long-term  trifluoperazine  therapy.  One  must  still 
observe  all  patients  carefully  for  any  toxic  symp- 
toms or  abnormal  laborator)'  finding,  especially 
e.xtrapyramidal  and  hematopoietic  effects.® 

1417  - 15th  Avenue 
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Report  of  a drug  trial  on  a single  case  tnust  be 
interpreted  with  care.  It  may  reveal  possibilities 
but  cannot  indicate  probabilities.  The  following 
statement  appears  on  page  4S3-484  of  \ew  and 
Xonofficial  Drugs,  1963: 

“Extrapijramidal  symptoms  of  all  three  major 
types  occur  more  frequently  with  trifluoperazine 
than  with  agents  of  the  dimethylamino  subclass. 
Akathisia  and  dyskinetic  reactions  occur  more  com- 
monly than  reactions  of  the  Parkinson-type  syn- 
drome, especially  in  children,  who  appear  to  be 
unusually  susceptible  to  the  development  of  dy- 
stonias. 

“Skin  eruptions,  lactation,  and  excessive  lacri- 
mation  have  been  reported  occasionally.  One  case 
of  jaundice  has  occurred,  and  one  report  of  allergic 
purpura  and  one  of  agranulocytosis  have  recently 
been  published.  Thus,  although  the  incidence  of 
these  effects  seem  lower  than  with  the  dimethy- 
lamino-type  phenothiazines,  patients  should  be  ob- 
served closely  for  the  onset  of  blood  and  liver  ab- 
normalities as  well  as  for  extrapijramidal  disorders.” 

We  agree  with  the  last  paragraph  of  Dr.  Johnson’s 
article.  Ed. 
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How  many  make  a bowl  of  soup,  Doctor? 


Naturally,  the  number  of  beans,  peas  or 
lentils  that  go  into  a bowl  of  Campbell’s 
soup  will  depend  on  the  variety  of 
soup  and  on  what  our  experience  and 
our  chefs  tell  us  should  be  in  the  soup. 
But  you  can  be  sure  of  one  thing : every 
bowl  of  Campbell’s  soup  made  with  the  legumes  you 
see  in  our  picture,  will  be  nutritious  and  of  course 
delicious. 

We  think  you’d  enjoy  Campbell’s  Bean  with  Bacon 
Soup,  Green  Pea,  Black  Bean,  Minestrone,  or  Vegetable 
Bean  Soup.  Certainly,  your  patients  would,  too  . , . and 
if  you  can  get  a patient  to  enjoy  the  food  he  needs  to  eat, 
he’ll  be  more  likely  to  stick  to  the  diet  you  prescribe. 

But  when  you  plan  diets  for  patients,  don’t  take  time 
to  count  the  beans.  Instead,  you  can  count  the  calories  or 
gi'ams  of  protein  in  these  soups.  You’ll  see  at  once  that 
several  of  our  soups  would  be  very  desirable  to  use  if  you 


have  a patient  who  needs  to  put  on  weight.  Bean  with 
Bacon  Soup,  for  instance,  contains  about  133  calories  and 
6.8  grams  of  protein  in  a 7 oz.  serving;  and  Chili  Beef 
Soup,  about  131  calories  and  6.2  grams  of  protein. 

At  the  other  end  of  the  scale,  many  of  Campbell’s 
Soups  are  good  to  use  if  you  want  to  give  a patient  some- 
thing satisfying  but  with  fewer  calories.  Vegetable  Bean 
has  about  82  calories  and  4.4  grams  of  protein;  Mines- 
trone only  83  calories  and  about  4.9  grams  of  protein  per 
7 oz.  serving. 

We  feel  you’d  be  interested  in  the  new  series  of  nutri- 
tional analyses  of  all  our  different  soups. 

Write  today  for  your  copy:  Campbell  Soup 
Company,  Dept.  87,  Camden,  New  Jei’sey. 

Recommend  Campbell’s  Soups  to  your  pa- 
tients . . . and,  of  course,  enjoy  them  yourself. 

There’s  a soup  for  almost  every  patient  and 
diet,  for  every  meal. 


Why  treat  early, 
mild  or  labile 
hypertension? 

Current  opinion  strongly  indicates  that  the  early  control  of  mild  or  intermittent  hyper- 
tension prevents  or  delays  the  rise  of  blood  pressure  to  dangerous  levels  that  disable 
the  patient  or  shorten  his  normal  life  span.'*’®-^’^’^  It  is  at  this  early,  still  responsive,  stage 
that  treatment  is  most  effective— blood  pressure  is  more  easily  held  in  check  and  symp- 
toms either  disappear  or  do  not  develop.  Therapy  should  be  not  only  safe  and  effective, 
but  as  free  as  possible  from  disturbing  side  effects  that  may  burden  the  often  asympto- 
matic hypertensive  patient.  Therapy  with  CAPLA  (mebutamate)  closely  meets  these 
requirements. 


the  right  therapy  for  the  early,  mild 

Brief  Summary 

Indications:  ‘Capla’  (mebutamate)  is  indicated  for  control  of  hypertension,  either  alone  in  mild  cases, 
or  in  conjunction  with  diuretics  or  peripherally  acting  hypotensive  agents  in  more  severe  cases. 
Its  mild  tranquilizing  properties  are  often  found  an  additional  benefit  to  its  antihypertensive  action. 
Side  effects:  Drowsiness  and  occasional  lightheadedness,  usually  transient,  are  often  signs  of  dosage 
higher  than  necessary  for  therapeutic  effect.  Contraindications:  There  are  no  known  contraindica- 
tions to  mebutamate. 

Complete  product  information  available  in  the  product  package  or  to  physicians  on  request. 
Dosage:  Usual  dosage,  one  300  mg.  tablet  3 or  4 times  daily,  before  meals  and  at  bedtime.  Dosage 
should  be  adjusted  to  individual  requirements;  for  example,  older  patients  may  require  lower  dosage. 
Supplied:  Each  tablet  contains  mebutamate,  300  mg.;  bottles  of  100  white,  scored  tablets. 

References:  1.  Berger,  F."’ivt.;  Douglas,  J.  E;  Kletzkin,  M.;  Ludwig,  B.  J.,  and. Margolin,  S.:  The  pharmacological 
properties  of  2-methyl-2-5cc-butyl-l,  3-propanediol  dicarbamate  (mebutamate,  W-583),  a new  centr^ly  acting  blood 
pressure  lowering  agent,  J.  Pharmacol.  & Exper.  Therap.  134:356,  Dec.  1961.  2.  Bohensky,  F.  B.:  Mebutamate,  a 
new  drug  for  the  treatment  of  hypertension.  New  York  J.  Med.  62:841,  March  15,  1962.  3.  Carter,  F.  S.:  Experience 
with  a new  antihypertensive  agent,  Bol.  Asoc.  med.  Puerto  Rico.  54:149,  May  1962.  4.  Corcoran,  A.  C. : Principles  of 
chemotherapy  in  hypertension,  J.  Indiana  M.  A.  55:184,  Feb.  1962.  5.  Corcoran,  A.  C.,  and  Loyke,  H.  E:  Mebutamate 
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CAPLA 


(mebutamate) 


is  indicated 


CAPLA  (mebutamate)  aims  at  the  ideal  in  therapy  for  the  early,  mild  or  labile  patient— 
to  treat  the  hypertension  while  avoiding  dangerous  or  distressing  side  effects. 

With  the  first  dose,  CAPLA  (mebutamate)  begins  to  ease  pressure  toward  normal;  and, 
on  regular  dosage,  helps  hold  blood  pressure  to  a more  normal  range.  CAPLA  (mebu- 
tamate) works  gently  by  acting  directly  at  the  vasomotor  control  centers  to  normalize 
the  flow  of  constricting  impulses  from  the  brainstem  to  the  arterioles.^  With  this  unique 
central  acting  pressure  lowering  agent,  all  autonomic  and  most  other  side  effects  are 
avoided . 2.3.5-7.  i o-i  6, 1 8-20 


or  labile  hypertensive... CAPLA 

(mebutamate) 

as  antihypertensive  agent  in  hospital  outpatients,  J.A.M.A.  757:1043,  Sept.  22,  1962.  6.  Costello,  A.  C.:  Clinical 
experience  with  the  antihypertensive  drug,  mebutamate,  M.  Times.  97:53,  Jan.  1963.  7.  DuChez,  J.  W. : Clinical 
evaluation  of  a new  antihypertensive  drug  acting  in  the  CNS,  Scientific  Exhibit,  American  Medical  Association, 
New  York,  June  25-30,  1961.  8.  Duncan,  G.  G.:  Essential  hypertension,  the  dilemma  it  presents,  Pennsylvania  M.  J. 
64:1442,  Nov.  1961.  9.  Duncan,  G.  G.:  Dilemmas  in  the  management  of  essential  hypertension.  New  York  J.  Med. 
62:1573,  May  15,  1962.  10.  Fishback,  D.  B.,  and  Castor,  L.  H.:  Effective  hypertension  therapy  with  least  side  effects: 
Observations  on  mebutamate  and  hydrochlorothiazide,  J.  Am.  Geriatrics  Soc.  77:432,  May  1963.  11.  Gobel,  W.  K.: 
Clinical  report  on  mebutamate— a new  antihypertensive  agent.  North  Carolina  M.  J.  23:349,  Aug.  1962.  12.  Hobbs, 
L.  E : Mebutamate,  a new  approach  to  the  treatment  of  hypertension.  Circulation  (Pt.  II).  24:956,  Oct.  1961. 
13.  Holloman,  J.  L.  S.,  Jr.:  Treatment  of  hypertensive  patients  with  mebutamate,  a new  antihypertensive  drug, 
J.  Nat.  M.  A.  54:94,  Jan.  1962.  14.  Kheim,  T,  and  Kountz,  W.  B.:  Treatment  of  hypertension  in  geriatric  practice, 
New  York  J.  Med.  62:1596,  May  15,  1962.  15.  Kolodny,  A.  L.:  Technic  of  drug  evaluation  in  hypertension.  New 
York  J.  Med.  62:1585,  May  15,  1962.  16.  Leslie,  C.  H.:  A new  antihypertensive  drug  (mebutamate)  in  the  treatment 
of  refractory  hypertension  in  geriatric  patients:  preliminary  report,  J.  Am.  Geriatrics  Soc.  70:85,  Jan.  1962.  17.  Page, 
I.  H.,  and  Dustan,  H.  P. : Persistence  of  normal  blood  pressure  after  discontinuing  treatment  in  hypertensive  patients. 
Editorial,  Circulation.  25:433,  March  1962.  18.  Shubin,  H.:  Evaluation  of  mebutamate  (Capla),  a new  concept 
in  hypertension  therapy.  Scientific  Exhibit,  American  College  of  Cardiology,  New  York,  May  17-20,  1961.  19.  Snow, 
E.  W:  Efficacy  of  mebutamate  as  a basic  antihypertensive  drug  compared  with  previously  prescribed  antihypertensive 
drugs,  Clin.  Med.,  in  press.  20.  Turek,  L.  H.:  Clinical  evaluation  of  mebutamate,  an  antihypertensive  agent: 
preliminary  report,  Clin.  Med.  5:1335,  July  1961. 

^©Wallace  Laboratories,  Cranbury,  New  Jersey 
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OREGON 


Orezou  Medical  Association— s.  w.  park  place,  Portland  s,  Oregon 

O 

PRESIDENT  Daniel  K.  Bilhncijer,  M.D.,  Oregon  City 
SECY.-TREAS.  Emcst  T.  Livingston,  M.D.,  Portland 
EXECVTivE  SECRETARY  Mr.  Roscoe  Miller,  Portland 
annual  meeting,  October  13-17,  1964,  Eugene 


Name  change 

The  Oregon  State  Medical  Society  voted  in  favor 
of  a resolution  presented  b\'  the  House  of  Delegates 
to  change  the  organization’s  name  to  Oregon  Medi- 
cal Association. 

In  presenting  the  recommendation,  the  House 
of  Delegates  Committee  on  Revision  of  Bylaws  gave 
two  major  reasons  for  the  name  change. 

Deletion  of  the  word  .state  eliminates  any  con- 
notation that  the  organization  is  affiliated  with  the 
state  government.  Use  of  the  word  association  more 
nearly  reflects  the  actual  organizational  structure 
of  the  medical  group,  which  is  a federation  of  com- 
ponent medical  societies.  The  name  change  was  the 
final  order  of  business  during  the  general  member- 
ship meeting  and  will  go  into  effect  immediately. 

Oregon  Medical  Association  will  be  composed  of 
some  2,02.5  members  representing  25  component 
medical  societies  in  the  state. 

Seacat  president-elect 

James  H.  Seacat,  46,  a Salem  general  surgeon, 
is  the  president-elect  of  the  Oregon  Medical  Associ- 
ation. 

He  was  elected  un- 
animously at  the  final 
business  meeting  of  the 
Association’s  89th  an- 
nual session  in  Port- 
land. Dr.  Seacat  suc- 
ceeds Daniel  K.  Bill- 
meyer  of  Oregon  City. 

A native  of  South 
Dakota,  Dr.  Seatcat  re- 
ceived his  academic 
training  at  the  Uni- 
versity of  South  Da- 
kota. He  attended 
medical  school  and 
served  his  surgical  service  at  Vanderbilt  University, 
Nashville,  Tennessee. 

Married  and  the  father  of  four  children.  Dr.  Sea- 


cat is  active  in  several  professional  organizations.  He 
is  a Fellow  of  the  American  College  of  Surgeons, 
a diplomate  of  the  American  Board  of  Surgery  and 
a member  of  the  Portland  and  Salem  Surgical 
Societies.  He  has  previously  served  the  Oregon 
Medical  Association  as  a delegate,  vice  president 
and  most  recently  as  secretary-treasurer. 

Dr.  Seacat  was  with  the  U.S.  Army  Medical 
Corps  in  the  ETO  for  more  than  two  years.  For  12 
years  he  has  had  a private  practice  in  Salem. 

Other  Association  officers  elected  during  the  meet- 
ing include  Murdock  E.  McIntyre,  Eugene,  vice 
president;  Ernest  T.  Livingstone,  Portland,  secretary- 
treasurer;  and  Elorian  J.  Shasky,  Medford,  alternate 
delegate  to  the  American  Medical  Association. 

Re-elected  to  their  present  posts  were  Glenn  M. 
Gordon,  Eugene,  speaker  of  the  House  of  Delegates; 
M ax  H.  Parrott,  Portland,  delegate  to  the  American 
Medical  Association  and  Jon  V.  Straumfjord,  As- 
toria, committee  on  publications. 

Some  1,500  doctors,  wives  and  exhibitors  attended 
the  annual  session  which  ended  with  the  Oregon 
Medical  Golf  Tournament  at  Royal  Oaks  Gountry 
Club  in  \^ancouver,  Washington. 

Medical  aspects  of  sports 

The  Fifth  National  Conference  on  Medical  As- 
pects of  Sports,  sponsored  by  the  AMA  will  be  held 
December  1,  at  the  Benson  Hotel,  Portland,  in  con- 
junction with  the  AMA  Clinical  Meeting.  Among  the 
wide  range  of  subjects  to  be  discussed  are:  abdomi- 
nal injuries  in  sports,  medical  care  of  the  high 
school  athlete,  ankle  trauma  in  athletics,  applied 
anatomy  for  physicians  and  trainers,  and  upper 
extremity  taping  demonstrations.  A luncheon  meet- 
ing with  a discussion  of  medical  telemetry  in  sports, 
and  an  evening  session  with  a symposium  on  knee 
injuries  will  conclude  the  meeting.  Further  infor- 
mation may  be  obtained  from  the  Secretaiy,  Com- 
mittee on  Medical  Aspects  of  Sports,  American 
Medical  Association,  .535  North  Dearborn  Street, 
Chicago,  Illinois,  60610. 

continued  on  page  893 
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coordinated  action 


ENARAX  5 provides  concerted  somatopsychic 
action  against  symptoms  of  peptic  ulcer,  func- 
tional bowel  syndrome  and  many  other  G.l.  dys- 
functions. Oxyphencyclimine,  the  anticholinergic 
with  chemically  “built  in"  prolonged  action,  gives 
sustained  relief  of  hyperacidity  and  hypermotility— 
while  Atarax®  (hydroxyzine  HCI)  relieves  the  ten- 
sion which  aggravates  or  causes  these  symptoms. 
Each  ENARAX  5 tablet  contains  oxyphencyclimine 


HCI  5 mg.,  hydroxyzine  HCI  (Atarax)  25  mg. 
Prescribe  ENARAX  10  when  extra  potency  is  de- 
sired. Low  toxicity  and  minimal  side  reactions 
permit  substantial  flexibility  of  dosage.  Whichever 
strength  you  choose,  your  G.l.  patients  are  bound 
to  benefit  from  the  concerted  therapeutic  action 
of  ENARAX.  Each  ENARAX  10  tablet  contains 
oxyphencyclimine  HCI  10  mg.,  hydroxyzine  HCI 
(Atarax)  25  mg. 


Precautions  and  Side  Effects:  As  with  other  anticholinergic  agents,  dryness  of  the  mouth,  blurring  of  vision,  consti- 
pation and  urinary  hesitancy  frequently  occur,  but  may  decrease  or  disappear  as  therapy  continues  or  is  adjusted. 
Use  with  care  in  patients  with  prostatic  hypertrophy.  Not  recommended  for  patients  with  an  associated  glaucoma 
except  with  ophthalmologica!  supervision. 


New  York  17,  N.Y. 

Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-Being® 


GEARED  FOR 
CONTROL  OF 
G.l.  DISORDERS 


Oxyphencyclimine  HCI  + Atarax  (hydroxyzine  HCI) 
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Tension? 

Hypertension? 

Control  both  with  SerpasiP 

(reserpine  CIBA) 


Patients  with  high  blood  pressure 
plus  one  or  more  symptoms  of  ten- 
sion-restlessness, rapid  heart  rate, 
excessive  sweating,  agitation— bene- 
fit from  the  distinctive  calming  action 
of  Serpasil  (reserpine).  It  shields  the 
tense  hypertensive  patient  from  ner- 
vousness that  raises  his  blood  pres- 
sure. Result:  pressure  goes  down, 
heart  rate  decreases.  Useful  in  all 
grades  of  hypertension,  either  alone 
or  as  a background  agent. 

Average  Dosage:  0.25  to  0.5  mg. 
daily. 

Side  Effects:  Occasional:  lassitude, 
drowsiness,  nasal  congestion,  loose- 


ness of  stools,  increased  frequency 
of  defecation.  Rare:  anorexia,  head- 
ache, bizarre  dreams,  nausea,  dizzi- 
ness. Nasal  congestion  and  increased 
tracheobronchial  secretions  may 
occur  in  babies  of  mothers  treated 
with  reserpine. 

Cautions:  Severe  mental  depression 
has  appeared  in  a small  percentage 
of  patients,  primarily  in  a dosage 
above  1 mg.  daily.  Usually  the 
patient  had  a pre-existing,  incipient, 
endogenous  depression  which  was 
unmasked  or  accentuated  by  reser- 
pine. When  the  drug  is  discontinued, 
depression  usually  disappears,  but 


hospitalization  and  shock  therapy 
are  sometimes  required.  Daily  dos- 
age above  0.25  mg.  is  contraindi- 
cated in  patients  with  a history  of 
mental  depression  or  peptic  ulcer. 
Withdraw  Serpasil  (reserpine)  2 
weeks  before  surgery,  if  possible. 
For  emergency  surgical  procedures, 
vagal  blocking  agents  should  be 
given  parenterally  to  prevent  or 
reverse  hypotension  and/or  brady- 
cardia. 

Supplied:  Tablets,  0.1  mg.,  0.25  mg. 
and  1 mg. 

CIBA 

2/3105MB  SUMMIT,  N.J. 
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►mepenzolate  bromides 


ralrriQ  thp  hvnpmrtivp  rnlnn 


calms  the 
hyperactive 
colon 


IN- irritable  colon 
spastic  colon 
ulcerative  colitis 


^mepenzolate  bromide^ 


M 


RELIEVING  • pain  • cramps  • bloating 
propulsive  hypermotility/ diarrhea 
spastic  contractions/constipation 


Action  is  exerted  selectively  on  the  colon  with  less  effect 
on  other  viscera.  One  or  two  tablets  three  times  a day 
and  one  or  two  at  bedtime  usually  provide  prompt  relief. 
Begin  with  lower  dosage  and  adjust  according  to  response. 
CANTIL  with  phenobarbital  may  be  prescribed  if  seda- 
tion is  required. 


Dryness  of  the  mouth  or  blurring  of  vision  may  occur  but 
is  usually  mild  and  transitory.  Urinary  retention  is  rare. 
Caution  should  be  observed  in  prostatic  hypertrophy  — 
withhold  in  glaucoma. 


CANTIL 

(mepenzolate  bromide)  — 25  mg.  per  scored  tablet. 
Bottles  of  100  and  250. 

CANTIL  WITH  PHENOBARBITAL 

containing  in  each  scored  tablet  16  mg.  phenobarbital 
(warning:  may  be  habit  forming)  and  25  mg. 
mepenzolate  bromide.  Bottles  of  100  and  250. 


■LAKESIDE  LABORATORIES,  INC. 

'Milwaukee  i,  Wisconsin 


PRESIDENTS  page 


D.  K.  BILLMEYER,  M.D. 

I extend  my  greetings  to  all  fellow  members  of 
the  Oregon  Medical  Association  through  this  one 
medium  we  have  of  communication. 

The  paint  is  barely  dry  on  the  new  name  for 
our  Association,  and  we  just  barely  have  the  dust 
brushed  off  of  your  new  president,  and  this  year 
is  underway  full  tilt. 


In  the  past  few  years  the  state  president  has 
brought  you  a message  of  real  concern  dealing  with 
our  survival  at  the  national  and  local  level,  a mes- 
sage dealing  with  our  contact  with  each  other,  a 
message  of  conduct  to  patient  and  physician— all 
the  things  to  awaken  an  awareness  in  you  of  the 
problems  and  responsibilities  you  have  as  physicians. 
I believe  this  is  probably  the  approach  of  adults  to 
adults;  however,  as  I stated  in  my  first  statement 
as  president  of  the  Association,  the  pediatrician’s 
job  is  that  of  cleaning  up  behind  the  obstetrician. 
This  is  the  position  of  the  present  administration  of 
the  Oregon  Medical  Association. 

The  functions  at  the  state  level  are  for  one  pur- 
pose in  my  mind— to  be  representative  of  each  and 
every  physician  who  belongs  to  the  Association. 
To  be  representative  we  must  hear  your  complaints, 
your  gripes,  your  arguments  and  your  praise.  My 
first  plea  to  you  is:  please  communicate  with  us 
so  that  I might  truly  be  your  representative  at  the 
state  level. 


Fraternally, 


continued  from  page  888 


Outstanding  family  physician 


Archie  O.  Pitman,  Sr.,  was  selected  by  the  Oregon 
Academy  of  General  Practice  as  the  Outstanding 
Family  Physician  of  the  year  and  was  presented  with 
a plaque  during  the  banquet  of  the  89th  annual 
session  of  the  Oregon  Medical  Association. 

Dr.  Pitman  is  a past  president  of  the  Washington 
County  Medical  Society,  Oregon  Medical  Associ- 
ation, University  of  Oregon  Medical  School  Alumni 
Association,  Oregon  Physicians’  Service  and  the 


Western  Conference  of  Prepaid  Medical  Care  Plans. 
He  is  also  active  in  the  American  Medical  Associ- 
ation, and  the  Oregon  Academy  of  General  Practice. 

Dr.  Pitman  was  born  in  Hillsboro  where  he  re- 
ceived his  public  education.  He  attended  the  Uni- 
versity of  Oregon  and  the  University  of  Oregon 
Medical  School  and  served  his  internship  at  the 
Multnomah  County  Hospital  in  Portland.  He  began 
his  private  practice  in  1929  at  Forest  Grove  and 
one  year  later  returned  to  Hillsboro. 

Doctors  licensed  in  Oregon 

At  the  conclusion  of  a regular  meeting  of  the 
board  of  Medical  Examiners  held  on  October  3,  4, 
and  5,  David  B.  Judd,  Secretary,  announced  that 
15  doctors  qualified  for  licensure  to  practice  medi- 
cine and  surgery  in  Oregon.  Those  who  received 
licenses  to  practice  medicine  and  surgery  are:  Rich- 
ard Allan  Anderson;  Gary  Walker  Cage;  Donald 
Wayne  Mclllece;  and  George  John  Venues,  all  of 
Portland.  Frank  Nelson  Burgoyne,  San  Francisco; 
James  Clifford  Davies,  Moscow,  Idaho;  Sami  Daye, 
Salem;  Richard  Duane  Frisbie,  Grants  Pass;  Stanley 
Lawrence  Holme,  Salem;  John  Herman  Kuitert, 
Corvallis;  Hugh  LaMaster,  Clifton,  Arizona;  Dorothy 
Frances  LeBoeuf,  Brooking;  Robert  Allen  Mendel- 
son,  El  Paso,  Texas;  Gordon  Kermit  Peterson,  Salem; 
and  Louis  Martin  Wolfe,  Salem. 

The  next  regular  meeting  of  the  Board  of  Medi- 
cal Examiners  is  set  for  Januai-y  16,  17,  and  18, 
1964.  The  next  State  Board  Written  Examination 
will  be  given  on  January  14  and  15,  1964. 


893 

Northwest  Medicine,  November  1963 


Dr.  Leman  honored 

Oregon’s  Doctor-Citizen  of  the  Year,  Craig  B. 
Leman  of  Corvallis,  was  honored  by  the  Oregon 
Medical  Association,  at  the  annual  banquet  of  the 
Association’s  89th  annual  session. 

Dr.  Leman  was  presented  a plaque  by  Melvin 
\\’.  Breese,  OMA  president,  in  recognition  of  his 
activities  in  international  and  community'  health 
programs. 

For  three  months  in  1961  and  for  a like  period 
in  1962,  Dr.  Leman  served  as  a volunteer  on  Pro- 
ject Hope.  His  tours  of  duty  included  serving  as 
surgeon  in  Indonesia  and  South  \’iet-Nam,  and  as 
chief  of  surgical  staff  in  Peru  on  the  S.S.  Hope. 

He  has  been  active  in  various  civic  groups  in 
Corvallis,  including  the  Rotaiy  Club,  United  Good 
Neighbors,  Red  Cross  and  Benton  County  Health 
Council.  In  1961,  he  served  as  a member  of  the 
Cor\'allis  Board  of  Examiners  and  Appeals.  He  has 
been  the  motivating  force  in  the  medical  self-help 
program  of  Benton  County’  and  has  conducted  Red 
Cross  first  aid  and  home  nursing  classes  in  Cor- 
vallis. 

Dr.  Leman  is  certified  by  the  American  Board 
of  Surgery  and  a fellow  of  the  American  College 
of  Surgeons.  He  is  on  the  surgical  staff  of  Good 
Samaritan  Hospital,  Gorvallis,  was  secretary  of  staff 
1939-1960,  and  serv’ed  as  chief  of  surgery  in  1960- 
1961. 

Dr.  Leman  attended  the  University  of  Ghicago, 
and  Harvard  Medical  School.  He  completed  his 
surgical  residency  at  Peter  Bent  Brigham  Hospital, 
Boston,  Mass.  During  World  War  II  he  was  a sec- 
ond lieutenant  in  the  Marine  Gorps  and  holds  the 
Silver  Star  and  the  Purple  Heart. 


Billmeyer  installed  as  president 

Daniel  K.  Billmeyer,  Oregon  Gity  pediatrician, 
was  installed  as  the  90th  president  of  the  Oregon 
Medical  Association  during  the  Association’s  an- 
nual banquet  in  Portland. 

Dr.  Billmeyer,  a native  of  Montana,  reeeived  his 
education  at  the  University'  of  Ghicago  School  of 
Medicine.  After  interning  at  St.  Vincent  Hospital, 
Portland,  he  entered  the  U.S.  Army  Medical  Gorps 
and  served  from  1947  to  1951. 

He  completed  his  resideney  in  pediatrics  at  the 
University  of  Oregon  Medical  School  Hospitals  and 
Clinics  in  1954. 

The  new  president,  married  and  father  of  four 
children,  has  been  active  in  the  affairs  of  organized 
medicine  since  entering  private  practice.  He  has 
served  as  president  of  the  Clackamas  County  Medi- 
cal Society  and  as  speaker  of  the  Oregon  Medical 
Association’s  House  of  Delegates. 

Dr.  Billmeyer  is  also  a member  of  the  Portland 
and  American  Academies  of  Pediatrics,  Oregon  and 
West  Coast  Societies  of  Allergy',  North  Pacific  Board 
of  Pediatrics  and  is  certified  by  Ameriean  Board  of 
Pediatrics. 


Research  staff 

Manuel  Rene  Malinow,  formerly  of  Buenos  Aires, 
Argentina,  has  joined  the  research  staff  at  the 
Oregon  Regional  Primate  Center.  He  has  been  in- 


terested in  cardio-vas- 
cular  research  since 
graduation  from  La 
Facultad  de  Ciencias 
Medicas,  de  Buenos 
Aires,  in  1944. 

continued  on  page  913 


Formerly  nervous  and  tense, 
now  better  able  to... 


make  decisions 


This,  in  essence,  is  what  happens  when 
you  place  a patient  on  Librium 
(chlordiazepoxide  HCl).  Since  this  agent 
generally  relieves  anxiety  and  tension 
without  dulling  mental  clarity  or  inducing 
drowsiness,  most  patients  become  better 
able  to  function  normally,  take  an  active 
interest  in  family  and  surroundings,  meet 
and  solve  daily  problems.  This  antianxiety 
agent  is  virtually  free  from  extrapyramidal 
side  effects,  and  does  not  produce  or 
deepen  depression. 


Anxiety  and  tension  relieved 
Alertness  maintained 

Libriunr 

(chlordiazepoxide  HCl)  ROCHE 

the  successor  to  the  tranquilizers 


ROCHE 


Dosage:  UsuaJ  adult  dose  in  mild  to  moderate  anxiety  and  tension  is  5 or  10  mg,  3 or  4 times  daily;  in  severe  anxiety  and  tension,  20  or  25  mg,  3 or  4 
times  daily.  Side  effects:  Drowsiness  and  ataxia,  usually  dose-related,  have  been  reported  in  some  patients  — particularly  the  elderly  and  debilitated. 
Paradoxical  reactions,  i.e.,  excitement,  stimulation,  elevation  of  affect  and  acute  rage,  have  been  reported  in  psychiatric  patients;  these  reactions  may 
be  secondary  to  relief  of  anxiety  and  should  be  watched  for  in  the  early  stages  of  therapy.  Other  side  effects,  usually  dose-related,  have  included  isolated 
instances  of  minor  skin  rashes,  minor  menstrual  irregularities,  nausea,  constipation,  increased  and  decreased  libido.  Precautions:  In  elderly,  debilitated 
patients,  limit  dosage  to  smallest  effective  amount  to  preclude  development  of  ataxia  or  oversedation  (not  more  than  10  mg  per  day  initially,  to  be 
increased  gradually  as  needed  and  tolerated).  Until  the  correct  maintenance  dosage  is  established,  patients  receiving  this  agent  should  be  advised 
against  possibly  hazardous  procedures  requiring  complete  mental  alertness  or  physical  coordination.  Caution  patients  about  possible  combined  effects 
with  alcohol.  Caution  should  be  exercised  in  administering  Librium  (chlordiazepoxide  HCl)  to  addiction-prone  individuals.  Careful  consideration 
should  be  given  to  the  pharmacology  of  any  agents  to  be  employed  concomitantly  — particularly  the  MAO  inhibitors  and  phenothiazines.  Observe  usual 
precautions  in  impaired  renal  or  hepatic  function.  Periodic  blood  counts  and  liver  function  tests  may  be  advisable  in  protracted  treatment.  Caution 
should  be  exercised  in  prescribing  any  therapeutic  agent  to  pregnant  patients. 


NOW  FROM  66  HOSPITALS ...  I 

Nationwide  Comparison  of  Microbial  Susceptibility  to  5 Leading  Antibiotics.  The  1963  antibiotics  survey  is  unprecedenC 
its  scope.  In  all,  susceptibility  results  of  9,331  cultures  were  collected  from  66  hospitals  in  26  states.  The  bacteria  si 
were  isolated  from  overt  clinical  infections,  and  tested  by  the  disc  sensitivity  method  for  susceptibility  to  five  widely 
antibiotics.  Each  participating  hospital  laboratory  reported  the  over-all  susceptibility  of  the  specified  bacteria  studiet 
week.  The  data  thus  collected  were  then  compared  and  analyzed  by  electronic  data  processing  equipment. 

The  in  vitro  findings  indicate  the  over-all  superiority  of  TAO  (triacetyloleandomycin)  over  four  leading  antibiotics  a 
staphylococcus  aureus  (coagulase  positive),  streptococcus  pyogenes  (beta-hemolytic),  diplococcus  pneumoniae,  and : 
tococcus  pyogenes  Group  D (enterococcus).'These  1963  data  broaden  and  confirm  the  1962  study  of  9,872  cultures  i 
continuing  hospital  survey  of  antibiotics. 


RESULTS  FROM  1963  NATION 
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SUSCEPTIBILITY  RESULTS  BY  ORGANISM 


Staphylococcus 

Streptococcus 

Pneumococcus 

Enterococcus 

(coagulase  positive) 

(/3-hemolytic) 

TAO 

(5440) 

(1519) 

(1130) 

(1242) 

(triacetyloleandomycin) 

88.0% 

95.2% 

97.1% 

63.9% 

Erythromycin 

68.9% 

96.7% 

96.7% 

68.5% 

Tetracycline 

50.9% 

79.9% 

92.9% 

36.6% 

Chloramphenicol 

82.2% 

94.2% 

96.8% 

72.3% 

Penicillin 

27.0% 

94.9% 

96.8% 

45.0% 

(figures  in  parentheses  indicate  total  number  of  cultures) 


WIDE  SURVEY  OF  ANTIBIOTICS 


- ndications:  The  bacterial  spectrum  for  which  TAG  (triacetylo- 
, eandomycin)  primarily  is  effective  includes  staphylococci,  strep- 
ococci,  pneumococci  and  gonococci.  It  is  recommended  for  acute 
evere  infections  where  adequate  sensitivity  testing  has  demon- 

itrated  susceptibility  to  this  antibiotic.  It  has  been  shown  to  be 
jarticularly  effective  in  acute,  severe  infections  of  the  respiratory 
ract,  bones  and  joints,  genitourinary  tract  and  in  staphylococcal 
nterocolitis.  It  is  not  recommended  for  prophylaxis  or  in  the  man- 
gement  of  infectious  processes  which  may  require  more  than 
0 days  continuous  therapy.  In  view  of  the  possible  hepatotoxicity 
f this  drug,  when  therapy  beyond  10  days  proves  necessary,  other 
3ss  toxic  agents,  of  course,  should  be  used  unless  the  organism  is 
esistant  to  those  agents,  or  in  those  cases  where  hypersensitivity 
iirecludes  their  use.  If  clinical  judgment  dictates  continuation  of 
herapy  for  longer  periods,  serial  monitoring  of  liver  profile  is 
ecommended,  including  BSP,  transaminase  (SGOT)  and  cephalin 
locculation  tests. 

eferences:  i Isenberg,  Henry  D.,  Ph.D.:  Scientific  Exhibit  presented  at 
he  meeting  of  the  American  Medical  Association,  Atlantic  City,  New  Jersey, 
une  16-20, 1963. 2.  Fowler,  J.  Ralph,  Watters,  John  L.  and  Levy,  Arthur  M.: 
finical  Medicine,  70:547  (Mar.)  1963. 


precautions  and  side  effects:  use  of  this  drug  may  produce 
alterations  in  liver  function  tests  and  jaundice.  Clinical  experience 
available  thus  far  indicates  that  these  liver  changes  were  reversi- 
ble following  discontinuation  of  the  drug.  A review  of  studies  by 
several  independent  investigators  and  reports  from  practicing  phy- 
sicians indicate  that  liver  function  abnormalities  may  occur  in  a 
significant  number  of  patients  following  two  weeks  or  more  of 
continuous  therapy  with  triacetyloleandomycin  at  1.0  gram  per  day 
in  divided  doses.  Clinical  symptomatology,  including  jaundice,  has 
been  observed  infrequently  in  these  individuals.  The  drug  is  not 
recommended  for  subjects  who  have  shown  abnormal  liver  func- 
tion tests  or  hepatotoxic  reactions  to  it.  Based  upon  the  use  of  this 
drug  over  a period  exceeding  5 years,  the  incidence  of  jaundice 
considering  all  reports  referable  to  this  effect  is  6.3  per  million 
courses  of  therapy.  When  only  those  which  definitely  can  be  re- 
lated to  this  drug  are  equated  to  usage,  the  incidence  is  1.8  per 
million  courses  of  treatment. 

Although  reactions  of  an  allergic  nature  due  to  this  drug  are  in- 
frequent and  seldom  severe,  those  of  the  anaphylactoid  type  have 
occurred  on  rare  occasions. 


TAO 

(triacetyloleandomycin) 


Available  as: 

Capsules  (250  mg.;  125  mg.) 
Ready-Mixed  Oral  Suspension 
(raspberry-flavored,  125  mg./5  cc.) 

Pediatric  Drops  (100  mg./cc.) 
Parenteral  (as  oleandomycin  phosphate) 


New  York  17,  New  York  • Division,  Chas.  Pfizer  & Co.,  Inc.  • Science  for  the  World’s  Well-Being® 


for  relaxin’... 


REDUCES  ANXIETY  TENSION 


PROPERTIES:  Haxsen  combines  muscle  relaxant  properties 
of  mephenesin  with  sedative  action  of  secobarbital  sodium 
presenting  a balanced,  safe,  prompt  acting  prescription. 

Mephenesin  N.F. 6 grs. 

Secobarbital  Sodium  U.S.P V2  Qr. 


Each  Tablet  Contains 


t 


INDICATIONS:  To  relax  the  tense,  anxious  restless  pa- 
tient. so-called  anxiety-tension  state  . . . gives  pleasur- 
able relaxation,  tranquility. 

SUPPLIED:  Bottles  of  100  and  1000  tablets. 


0 DOSAGE:  Usual  adult  dose;  One  tablet  every  four  hours, 

after  meals.  Economical  to  use. 


HAACK  LABORATORIES,  INC.,  P.O.  Box  3286 

Portland,  Oregon  97208 
A division  of  Lemmon  Pharmacal  Co. 
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COUGH  FORMULA 

ChilcLir&ri. 


SOOTHING  DECONGESTANT  AND  EXPECTORANT 


Each  teaspoon  (5  cc.)  contains:  Codeine  phosphate 


5.0  mg. 


Neo-Synephrine®  hydrochloride  . . 2.5  mg. 

(brand  of  phenylephrine  hydrochloride) 


Chlorpheniramine  maleate 0.75  mg. 

Potassium  iodide 75.0  mg. 


Exempt  Narcotic 


LABORATORIES  | 

New  York  18.  N V 


Before  prescribing  be  sure  to  consult 
Winthrop’s  literature  for  additional 
infornrtation  about  dosage,  possible 
side  effects  and  contraindications. 


Bright  red,  pleasant  tasting, 
raspberry  flavored  syrup 

Dosage: 

Children  from  6 months  to  1 year, 
1/4  teaspoon;  1 to  3 years,  1/2  to 
1 teaspoon;  3 to  6 years,  1 to  2 
teaspoons;  6 to  12  years,  2 tea- 
spoons. Every  four  to  six  hours  as 
needed. 


How  Supplied: 

Bottles  of  16  fl.  oz. 
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PROTEIN 

physiologic- 
in  type  and  quantity 
1.5%  total 

60  parts  lactalbumin; 
40  parts  casein 


MINERALS 

physiologic— 
for  the  immature 
infant  renal  system 


just  add  T.L.C* 
to  this  physiotogic  formula 


prepared  formula  for  Infants,  Wyeth 


Wyeth  Laboratories 


Philadelphia  1,  Pa. 

♦Tender  Loving  Care 
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Few  factors  are  more  fundamental  to  tissue  and  bone  healing  than  nutrition.  Thera- 
peutic allowances  of  B and  C vitamins  are  important  for  rapid  replenishment  of 
vitamin  reserves  which  may  be  depleted  by  the  stress  of  fractures.  Metabolic  sup- 
port with  STRESSCAPS  is  a useful  adjunct  to  an  uneventful  recovery. 

Each  capsule  contains:  Vitamin  B]  (Thiamine  Mononitrate) ...  10  mg.  / Vitamin  B2  (Riboflavin) ...  10  mg.  / Niacinamide... 
100  mg.  / Vitamin  C (Ascorbic  Acid)...  300  mg.  / Vitamin  B6  (Pyridoxine  HCI)  . . . 2 mg.  / Vitamin  B12  Crystalline... 
4 mcgm.  / Calcium  Pantothenate ...  20  mg.  Recommended  intake:  Adults,  1 capsule  daily,  for  the  treatment  of  vitamin 
deficiencies.  Supplied  in  decorative  "reminder''  jars  of  30  and  100. 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 

STRESSCAPS 


Stress  Formula  Vitamins  Lederle 

L 


BOOKS 


RECEIVED;  The  following  books  have  been  received.  Pub- 
lication of  this  acknowledgement  is  to  be  considered  ade- 
quate return  to  the  sender.  Selected  titles  will  be  reviewed 
as  space  permits. 


Diagnostic  tests  in  Infants  and  children.  By  Hans  Beh- 
rendt,  M.D.,  Association  in  Pediatrics,  New  York  Medical 
College,  Metropolitan  Medical  Center,  New  York,  N.Y,  617 
pp.  Illustrated.  Price  $15.00.  Lea  & Febiger,  Philadelphia. 
1962. 


Introduction  to  the  study  of  disease.  By  William  Boyd, 
M.D.,  Dipl.  Psychiat.,  MRCP.  Hon.  FRCP,  FRCP  (Lon.), 
FRCS  (Can.),  FRS  (Can.),  LL.D.  (SasK.),  (Queen’s),  D.Sc. 
(Man.),  M.D.  (hon.)  (Oslo),  Professor  Emeritus  of  Path- 
ology, University  of  Toronto;  Visiting  Professor  of  Path- 
ology, University  of  Man.  and  U.B.C.  5th  Edition.  478  pp. 
Illustrated.  Price  $7.50.  Lea  & Febiger,  Philadelphia.  1962. 


Regulation  of  respiration.  Edited  by  Harold  E.  Whipple, 
Managing  Editor  Stanley  Silverzweig,  Consulting  Editor 
G.  G.  Nahas.  Pages  411-948.  Price  $6.00.  New  York  Academy 
of  Sciences.  1963. 


Pediatric  cardiology.  By  Alexander  S.  Nadas,  M.D..  F.  A. 
A.P.,  Associate  Clinical  Professor  of  Pediatrics,  Harvard 
Medical  School.  828  pp.  Illustrated.  Price  $16.00.  W.  B. 
Saunders  Company,  Philadelphia.  1963. 


Orthopedic  diseases.  By  Ernest  Aegerter,  M.D.,  Professor  of 
Pathology  and  Director  of  the  Department  of  Pathology, 
Temple  University  Medical  Center  and  School  of  Medicine; 
and  John  A.  Kirkpatrick,  Jr.,  M.D.,  Radiologist,  St.  Chris- 
topher’s Hospital  for  Children.  786  pp.  Illustrated.  Price 
$16.00.  W.  B.  Saunders  Company,  Philadelphia.  1963. 


Handbook  of  the  practice  of  anethesia.  By  John  R.  S. 
Shields,  M.B.,  Ch.B.,  F.F.A.R.C.S.,  Associate  Professor  of 
Anesthesiology,  Depaidment  of  Surgery,  Washington  Uni- 
versity School  of  Medicine,  St.  Louis,  Missouri.  203  pp. 
Ilustrated.  Price  $6.85.  C.  V.  Mosby  Company,  St.  Louis. 
1963. 


Medical  mycology.  By  Chester  W.  Emmons,  PhD.,  Chief, 
Medical  Mycology  Section,  Laboratory  of  Infectious  Dis- 
eases, National  Institute  of  Allergy  and  Infectious  Dis- 
eases, Department  of  Health,  Education  and  Welfare,  Beth- 
esda,  Maryland;  Chapman  H.  Binford,  A.B.,  M.D.,  Research 
Pathologist,  Leonard  Wood  Memorial  Foundation;  and 
John  P.  Utz,  M.D.,  Chief,  Infectious  Disease  Service, 
Laboratory  of  Clinical  Investigation,  National  Institute  of 
Allergy  and  Infectious  Diseases,  Department  of  Health, 
Education  and  Welfare,  Bethesda,  Maryland.  380  pp. 
Illustrated.  Price  $14.00.  Lea  & Febiger,  Philadelphia. 
1963. 


Textbook  of  medicine.  Edited  by  Paul  B.  Beeson,  M.D., 
Ensign  Professor  of  Medicine,  Yale  University  School  of 
Medicine  and  Walsh  McDermott,  M.D.,  Livingston  Far- 
rand  Professor  of  Public  Health,  Cornell  University  Medi- 
cal College.  1835  pp.  Illustrated.  Price  $19.50.  W.  B.  Saun- 
ders, Philadelphia.  1963. 


Results  of  surgery  for  peptic  ulcer.  Edited  by  R.  W. 
Postlethwait,  M.D.,  Associate  Editor  James  C.  Thorough- 
man,  M.D.  308  pp.  Graphs.  Price  $8.00.  W.  B.  Saunders 
Company,  Philadelphia.  1963. 


Broken  long  bone.  By  Robert  T.  McElvenny,  M.D.,  Senior 
Attending  Surgeon  at  Chicago  Wesley  Memorial  Hospital, 
Chicago,  111.;  Illustrations  and  additions  by  Ned  Murray 
Grove.  M.D.,  Department  of  Orthopaedic  Surgery,  North- 
western University  Medical  School,  Chicago,  111.  292  pp. 
Illustrated.  Price  $11.50.  Charles  C.  Thomas,  Springfield, 
111.  1963. 


Clinical  disorders  of  the  heart  beat.  By  Samuel  Bellet, 
M.D..  Professor  of  Clinical  Cardiology,  Graduate  School  of 
Medicine  of  the  University  of  Pennsylvania;  Director, 
Division  of  Cardiology,  Philadelphia  General  Hospital. 
1105  pp.  Illustrated.  Price  $28.00.  Lea  & Febiger,  Philadel- 
phia. 1963. 


Electrical  anesthesia.  By  Robert  H.  Smith,  M.D.,  Assistant 
Professor  of  Anesthesia,  University  of  California  Medical 
School,  San  Francisco,  California.  54  pp.  Price  $4.00.  Charles 
C.  Thomas,  Springfield,  111.  1963. 


An  atlas  of  congenital  heart  disease.  By  Frank  E.  Sherman, 
M.D.,  Associate  Professor  of  Pathology,  School  of  Medicine, 
University  of  Pittsburgh;  Associate  Pathologist  to  Child- 
ren’s Hospital  of  Pittsburgh.  303  pp.  Illustrated.  Price  $15.00. 
Lea  & Febiger,  Philadelphia.  1963. 


Hernia.  By  Amos  R.  Koontz,  M.D.,  Surgeon  to  Tlie  Johns 
Hopkins  Hospital;  Consultant  in  Surgery  to  the  Surgeon 
General  of  the  United  States  Army.  227  pp.  Illustrated. 
Price  $11.95.  Appleton-Century  Crofts,  New  York.  1963. 

Comparative  biology  of  calcified  tissue.  Consulting  Editor 
Melvin  L.  Moss,  Editor  Harold  E.  Whipple,  Managing 
Editor  Stanley  Silverzweig.  410  pp.  Illustrated.  Price  $6.00. 
New  York  Academy  of  Sciences,  New  York.  1963. 

Therapeutic  exercise,  second  edition.  By  Hans  Kraus, 
M.D.,  Associate  Clinical  Professor  of  Rehabilitation  and 
Physical  Medicine,  New  York  University  College  of  Medi- 
cine. 249  pp.  Illustrated.  Price  $7.50.  Charles  C Thomas, 
Springfield,  111.  1963. 

Organization  and  administration  in  World  War  II.  Pre- 
pared and  published  under  the  direction  of  Lieutenant 
General  Leonard  D.  Heaton,  The  Surgeon  General,  United 
States  Army.  Editor  in  Chief,  Colonel  John  Boyd  Coates, 
Jr.,  MC,  USA.  Editor  for  Organization  and  Administration 
Charles  M.  Wiltse,  Ph.D.,  Litt.D.  613  pp.  Illustrated.  Price 
$6.25.  Department  of  the  Army,  Washington.  D.C.  1963. 

Clinical  examinations  in  neurology.  By  members  of  the 
Sections  of  Neurology  and  Sections  of  Physiology,  Mayo 
Clinic  and  Mayo  Foundation  for  Medical  Education  and 
Research,  Graduate  School,  University  of  Minnesota,  Ro- 
chester, Minnesota.  396  pp.  Illustrated.  Price  $8.50.  W.  B. 
Saunders  Company,  Philadelphia.  1963. 

Handbook  of  pediatric  medical  emergencies.  By  Adolph 
G.  DeSanctis,  M.D.,  Professor  Emeritus  of  Pediatrics,  Post- 
Graduate  Medical  School,  New  York  University-Bellevue 
Medical  Center;  and  Charles  Varga,  M.D.,  Chief,  Depart- 
ment of  Pediatrics,  The  Permanente  Clinic  and  Bess 
Kaiser  Hospital,  Portland,  Oregon,  457  pp.  Price  $12.75, 
The  C.  V.  Mosby  Company,  St.  Louis,  Mo.  1963. 


New  reflections  on  monoamine  oxidase  inhibition.  Edited 
by  Harold  E.  Whipple,  Managing  Editor  Stanley  Silver- 
zweig, Consulting  Editor  E.  A.  Zeller,  pp.  809-1158.  Price 
$5,00.  New  York  Academy  of  Sciences,  1963. 

Diseases  of  the  chest.  By  H.  Corwin  Hinshaw,  M.D.,  Ph.D., 
D.Sc.  and  L.  Henry  Garland,  M.B.,  B.Ch.,  M.D.  798  pp. 
Illustrated.  Price  $20.00.  W.  B.  Saunders  Company,  Phila- 
delphia. 1963. 

Occlusion  of  the  superior  mesenteric  artery.  By  Benjamin 
B.  Jackson,  M.D.,  F.A.C.S.,  Illustrations  by  Catherine  M. 
Bauscher,  B.S.  141  pp.  Illustrated.  Price  $7.50.  Charles  C 
Thomas,  Springfield,  111.  1963. 

Rhinoscleroma.  By  Francisco  Kerdel-Vegas,  M.S.,  M.D., 
Jacinto  Convit,  M.D.,  Bernard  Gordon,  M.D.,  Mauricio 
Goihman,  M.D.,  and  Marion  B.  Sulzberger,  M.D.  Ill  pp. 
Illustrated.  Price  $9.75.  Charles  C Thomas,  Springfield,  111. 
1963. 


Diseases  of  the  adrenal  glands.  By  Morton  A.  Meyers, 
M.D.,  Department  of  Radiology,  Presbyterian  Hospital, 
Columbia-Presbyterian  Medical  Center,  New  York.  97  pp. 
Illustrated.  Price  $5.75.  Charles  C Thomas,  Springfield,  111. 
1963. 


Synopsis  of  ear^  nose  and  throat  diseases.  By  Robert  E. 
Ryan.  B.S.,  M.D.,  M.S.  (ALR),  F.A.C.S.,  William  C.  Thor- 
nell,  A.B.,  B.M.,  M.D.,  M.S.  (ALR).  F.A.C.S.,  Hans  von 
Leden,  M.D.,  F.A.C.S.,  F.I.C.S.  425  pp.  Illustrated.  Price 
$7.50.  The  C.  V.  Mosby  Company,  St.  Louis.  1963. 


The  pediatric  patient.  Consulting  Editor  David  B.  Coursin, 
M.D.,  Coordinating  Editor  Sarah  R.  Gustafson.  PhD.  183  pp. 
Price  $4.95.  Roche  Laboratories,  Nutley,  New  Jersey.  1963. 


Orthopedic  appliances,  second  edition.  By  Henry  H.  Jordan, 
M.D.,  Orthopedic  Surgeon,  Chief  of  Hemophilia  Service, 
Lenox  Hill  Hospital,  New  York.  201  pp.  Illustrated.  Price 
$16.50.  Charles  C Thomas,  Springfield,  111.  1963. 


Epidemiology  and  communicable  disease  control.  By  Fred 
B.  Rogers,  M.S.,  M.D.,  M.Ph.,  F.A.C.P.,  Professor  of  Pre- 
ventive Medicine,  Temple  University  School  of  Medicine, 
Philadelphia,  Pa.  104  pp.  Graphs.  Price  $5.50.  Grune  & 
Stratton,  Inc.,  New  York.  1963. 


History  of  wine  as  therapy.  By  Salvatore  P.  Lucia,  M.D., 
University  of  California  School  of  Medicine.  234  pp.  J.  B. 
Lippincott  Company,  Philadelphia.  1963. 


Fundamentals  of  medical  education.  By  Thomas  B.  Tur- 
ner, M.D.,  Dean  of  the  Medical  Faculty,  The  Johns  Hopkins 
University,  Baltimore.  80  pp.  Price  $3.75.  Charles  C 
Thomas,  Springfield,  111.  1963. 


Applied  gynecologic  pathology.  By  J.  Edward  Hall,  Pro- 
fessor of  Obstetrics  and  Gynecology,  State  University  of 
New  York,  Downstate  Medical  Center.  404  pp.  Price  $10.95. 
Illustrated.  Appleton-Century-Crofts,  New  York.  1963. 
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This 

x-ray  machine 
weighs  48  pounds. 


A new  electronic  principle  delivers  a 
burst  of  x-rays  for  a very  short  time 
(.05  microsecond).  Radiograph  any 
part  of  the  body;  dial  1 to  25  pulses 
at  seven  or  14  pulses  per  second. 
Child’s  chest  can  be  exposed  with  a 
single  pulse.  High  resolution:  1.5mm 
x-ray  source  size.  100  KV  or  150  KV. 
The  FExitron  845  makes  diagnostic 
radiography  possible  anywhere  in 
the  hospital.  Or  out  of  the  hospital, 
for  that  matter.  We  have  remarkable 
radiographs  made  by  the  845  in  the 
jungle.  Write  or  call;  we’ll  answer 
immediately. 


and  can  be 
used  on  the 
operating  table 
or  as  a 
mobile  unit 
in  the  hospital. 


Field  Emission  Corporation 

McMinnville,  Oregon 
Telephone  Area  Code  503  472-5101 
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200?  300?  400?  Hexaphene  is  formulated  for  frequent  and  effective*,  anti-bacterial  detergent 
cleansing  with  a minimum  of  skin  drying  or  irritation.  Excellent  for  presurgical,  post-operative,  and  general  hospital  use. 
It  is  indicated  in  the  treatment  of  skin  infections,  burns,  diaper  rash  and  cradle  cap. 


gentle,  effective 


- 

skin  cleanser  with  3^^  Hexachlorophene 
suds  better.,. is  kinder  to  your  hands! 

ft^crSST  1 

Hfrx.APHE.NE 

MIN  ci.c*>m« 

*- — — - 

* Bacteriotogical  tests  using  a 
2-fold  agar  serial  dilution 
technique  demonstrated  a 
complete  inhibition  of 
Si^Qhytococcus  aureus  at  a 
product  dilution  of  1-32,000. 

RABIN  -f  WINTERS 

corporation 

700  NORTH  SEPULVEDA  BLVD.,  EL  SEGUNDO.  CALIFORNIA 
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WASHINGTON 


Washington  State  Medical  Association — 1309  seventh  avenue,  Seattle  i, Washington 

PRESIDENT  Robert  B.  Hunter,  M.D.,  Sedro  Woolley 
SECRETARY  Corl  E.  Mudge,  M.D.,  Seattle 

EXECUTIVE  SECRETARY  Mr.  R.  F.  Gormaii,  Seattle 

annual  meeting  September  13  - 16,  1964,  Seattle 


Postgraduate  course  in  diabetes  mellitus 

The  section  on  metabolism  at  Virginia  Mason 
Hospital  will  sponsor  its  third  annual  postgraduate 
course  in  diabetes  and  related  disorders  January 
13-18,  1964.  Lectures  by  physicians  and  dieticians, 
and  round  table  discussions  will  be  made  each  day. 
Further  information  may  be  obtained  from  Joseph 
Crampton,  M.D.,  1118  9th  Ave.,  Seattle. 

OBITUARIES 

DR.  ALDis  B.  JOHNSON,  former  president  of  the  Seattle 
Pediatric  Society  and  the  North  Pacific  Pediatric 
Society,  died  September  14  at  63  years.  He  was  a 
graduate  of  Northwestern  University  School  of  Medi- 
cine in  1938.  He  served  as  resident  at  Childrens 
Hospital,  Denver,  and  at  Jersey  City  Medical  Cen- 
ter; and  he  had  practiced  in  Freeport,  Illinois,  before 
moving  to  Seattle. 


DR.  RAYMOND  j.  LARUE,  of  Costlc  Rock,  died  Sep- 
tember 23  at  59  years.  A native  of  Minnesota,  he 
received  his  degree  at  Creighton  University  School 
of  Medicine  in  1931,  he  was  licensed  in  1932.  He 
became  a trustee  of  Cowlitz  General  Hospital  in 
1944  and  was  elected  president  of  Cowlitz  County 
Medical  Society  in  January,  1948.  He  had  practiced 
in  Castle  Rock  since  1933. 


58  YEARS 

SERVING  THE  MEDICAL  PROFESSION 
IN  THE  NORTHWEST 


DR.  CHARLES  w.  PETERSON,  53,  died  September  9,  of 
coronary  thrombosis.  A native  of  New  York,  he  re- 
ceived his  degree  from  Temple  University  School  of 
Medicine  in  1940.  He  was  licensed  in  Washington 
in  1945.  During  World  War  II,  Dr.  Peterson  was  a 
Navy  physician  stationed  in  Greenland  and  Iceland. 
He  had  practiced  in  Seattle  since  1946. 

DR.  ROY  c.  EDDY,  88,  died  August  25  of  bronchial 
pneumonia  and  arteriosclerotic  cerebrovascular  di- 
sease. He  was  a resident  of  Mercer  Island.  His  de- 
gree was  granted  by  the  University  of  Wooster, 
Medical  Department,  Cleveland  in  1898.  He  was 
retired  from  active  practice. 


★ Chart  Folders  * Shelf  Filing 

* Interior  Designs 

For  Office  and  Reception  Room 
★ Steel  and  Wood  Furniture 
★ Printing,  Engraving,  Lithographing 

★ Office  Supplies 


DR.  ROBERT  p.  BARNETT,  0 native  of  Spokatie,  died 
September  17.  He  was  40.  His  degree  was  granted 
by  St.  Louis  University  School  of  Medicine  in  1948, 
he  was  licensed  in  1953.  He  had  practiced  in 
Spokane  since  that  time. 


TRICK  & MURRAY 

1 15  Seneca  Street  Seattle  1,  Washington 
115  Seneca  Street  Seattle  1,  Washington  98101 
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vacancy 

“The  direct  cost  for  caring  for  the  mentally  ill  is 
$1.7  billion  a year.  Workers  tvho  become  mentally  ill 
lose  over  half  a billion  dollars  in  earnings  each  year. 

Staff  in  one  mental  hospital  recently  tried  an 
experiment  ivith  65  patients  tvho  had  been  confined 
for  an  average  of  13  years.  They  practiced  the  best 
treatment  methods  notv  knoivn  and,  within  six 
months  to  a year,  37  of  these  patients  were  tvell 
enough  to  be  discharged.  Only  eight  of  the 
discharged  patients  failed  to  hold  the  gains  they  had 
made  for  at  least  a year  after  they  left  the  hospital.”* 


Hope  now,  where  there  was  no  hope.  Drugs  which 
help  now,  where  there  were  no  known  drugs  which 
helped  — even  five  years  ago.  Independent  drug 
research  is  continuing  in  this  vital  area.  But,  should 
it  be  discontinued  because  the  cost  must  somehow  be 
refiected  in  the  ultimate  price  of  the  new  drug— 
if  it  is  to  be  discovered?  Or  should  the  sign  read, 
as  it  has  throughout  time  in  overcrowded 
mental  institutions : “NO  VACANCIES.” 

*U.S.  Department  of  Health,  Education  and  Welfare, 

Public  Health  Service  Publication  No.  813. 


This  message  is  brought  to  you  on  behalf  of  the  producers  of  prescription  products. 


PHARMACEUTICAL  MANUFACTURERS  ASSOCIATION  • 1411  K STREET,  N.W.  • WASHINGTON,  D.C. 


IDAHO 


I 


Idaho  State  Medical  Association — 364  sonna  building,  Boise,  Idaho 


PRESIDENT  Paul  B.  Heustou,  M.D.,  Twin  Falls 

SECRETARY  A.  Curtis  ]ones,  M D.,  Boise 

EXECUTIVE  SECRETARY  Mr.  A.  L.  Bird,  Boise 

annual  meeting  June  17-20,  1964,  Sun  Valley 

APOLOGY 

Last  month  these  pages  carried  the  address  of 
Paul  B.  Heuston,  incoming  President,  to  the  House 
of  Delegates  of  Idaho  State  Medical  Association,  at 
Sun  Valley,  June  29,  1963.  Neither  the  author  of 
the  contribution  nor  the  place  of  delivery  were 
documented.  Our  sincere  apology  to  Dr.  Heuston. 

Ed. 

Officers  and  Councilors  meet 

First  meeting  of  the  Officers  and  Councilors  of 
the  Idaho  State  Medical  Association  since  June  was 
held  October  4-5  at  Sun  Valley  under  the  leadership 
of  President  Paul  B.  Heustou,  Twin  Falls.  Attending 
the  session  were  Immediate  Past-President  Manley 
B.  Shaw,  Boise;  President-Elect  Corwin  E.  Groom, 
Pocatello;  Secretary-Treasurer  A.  Curtis  Jones,  Boise; 
Councilors  John  M.  Ayers,  Moscow;  William  B. 
Jewell,  Emmett;  James  R.  Kircher,  Burley;  O.  D. 
Hoffman,  Rexburg,  and  A.M.A.  Alternate  Delegate 
Donald  K.  Worden,  Lewiston. 

Idaho  Hospital  Association 

The  30th  annual  convention  of  the  Idaho  Hospital 
Association  with  Hospitals  Community  Health  Cen- 
ters as  the  theme,  was  held  at  Sun  Valley,  October 
6-9.  Mr.  Raymond  L.  Tate,  Pocatello,  Admini- 
strator of  the  Bannock  County  Memorial  Hospital, 
is  president  of  the  organization. 

Other  organizations  participating  in  the  session 
include:  Blue  Cross  of  Idaho;  Idaho  Chapter,  Amer- 
ican Association  of  Hospital  Accountants;  Idaho 
Conference  of  Catholic  Hospitals;  Idaho  Association 
of  Hospitals  Auxiliaries;  Idaho  Association  of  Nurse 
Anesthetists;  Idaho  Society  of  Hospital  Pharmacists; 
Medical  Record  Librarians;  and  the  Insurance  Com- 
mittee, Association  of  Western  Hospitals.  Mr.  John 
D.  Hutchinson,  Boise,  is  executive  secretary  of  the 
Hospital  Association. 


Ada  County  MS  elects  officers 

New  officers  of  the  Ada  County  Medical  Society 
for  the  coming  year  are  President:  James  C.  F. 
Chapman,  Boise;  President-Elect:  Max  D.  Gudmund- 
sen,  Boise;  Immediate  Past-President:  Maurice  M. 
Burkholder,  Boise;  Secretary:  Theodore  R.  Florentz, 
Boise;  Treasurer:  Clayton  C.  Morgan,  Boise;  Coun- 
cil Member:  O.  F.  Swindell,  Boise.  Delegates:  J.  J. 
Coughlin,  James  H.  Hawley,  Ralph  R.  Jones,  Claude 
W.  Barrick,  William  D.  Forney,  Robert  E.  Lloyd, 
Frank  W.  Crowe,  J.  Gordon  Dairies,  Robert  G.  Pater- 
son, all  of  Boise,  and  John  T.  Brunn,  Meridian. 
Alternate  Delegates:  Max  F.  Bell,  Harold  B.  Hulme, 
Wesley  E.  Levi,  Frank  E.  Mather,  Glenn  E.  Talboy, 
Lawrence  H.  Mason,  Dale  B.  Patterson,  George  E. 
Weick,  Charles  H.  Howarth,  Dale  D.  Cornell  and 
Gus  E.  Rosenheim,  all  of  Boise. 

New  number 

New  telephone  number  of  the  Idaho  State  Medical 
Association,  Boise:  344-7888  or  344-7889.  The 
State  Board  of  Medicine,  344-5811  Ext.  398. 

Re-elected 

Loy  T.  Swinehart,  Boise,  was  re-elected  Secretary- 
Treasurer  of  the  North  Pacific  Pediatric  Society 
during  the  organization’s  annual  meeting  in  Victoria, 
B.G.  The  society  is  made  up  of  pediatricians  in 
Idaho,  Oregon,  Washington,  Alaska,  Alberta  and 
British  Columbia.  During  the  session,  H.  A.  P. 
Myers,  Boise  pediatrieian,  and  Hugh  Firor,  Boise 
surgeon,  presented  a paper  on  Perforating  Appendi- 
citis in  Premature  Infants. 

Renewal  data 

The  period  for  renewing  licenses  to  practice 
medicine  and  surgery  in  Idaho  concluded  October  1, 
with  a total  of  931  physicians  paying  the  renewal 

continued  on  page  911 
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STARTING  TOMORROW  MORNING 


• • 


this  capsule  can  help 


one  of  your  overweight  patients  do  without  her  favorite  (fattening) 
foods  at  meals— and  during  all  the  hours  in  between. 

Dexamyl®  Spansule* 


Trademark 


brand  of  sustained  release  capsules 


Each  No.  2 capsule  contains  15  mg.  of  Dexedrineii  (brand  of  dextro  amphetamine  sulfate)  and  V/z  gr.  of  amo- 
barbital,  derivative  of  barbituric  acid  [Warning,  may  be  habit  forming].  Each  No.  1 capsule  contains  10  mg.  of 
Dexedrine  (brand  of  dextro  amphetamine  sulfate)  and  1 gr.  of  amobarbital  [Warning,  may  be  habit  forming]. 


The  active  ingredients  of  the  'Spansule'  capsule  are  so 
prepared  that  a therapeutic  dose  is  released  promptly 
and  the  remaining  medication,  released  gradually  and 
without  interruption,  sustains  the  effect  for  10  to  12 
hours. 

INDICATIONS:  (1)  For  control  of  appetite  in  over- 
weight; (2)  for  mood  elevation  in  depressive  states. 

USUAL  DOSAGE:  One  'Dexamyl'  Spansule  capsule 
taken  in  the  morning. 

SIDE  EFFECTS;  Insomnia,  excitability  and  increased 


motor  activity  are  infrequent  and  ordinarily  mild. 
CAUTIONS:  Use  with  caution  in  patients  hypersensi- 
tive to  sympathomimetics  or  barbiturates  and  in  coro- 
nary or  cardiovascular  disease  or  severe  hypertension. 
Excessive  use  of  the  amphetamines  by  unstable  indi- 
viduals may  result  in  a psychological  dependence;  in 
these  rare  instances  withdrawal  of  medication  is  recom- 
mended. It  is  generally  recognized  that  in  pregnant 
patients  all  medications  should  be  used  cautiously, 
especially  in  the  first  trimester. 

SUPPLIED:  Bottles  of  SO  capsules. 


Smith  Kline  b French  Laboratories 


Prescribing  information  Jan.  1963 
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Before  Mimi  could  hit  high-C 


The  house  doctor  gave  her  Antivert, 


Antivert  stopped  the  vertigo. . , 


MODERATE  TO  COMPLETE  RELIEF  OF 
SYMPTOMS  IN  9 OUT  OF  10  PATIENTS* 

Antivert  combines  meclizine  HCI,  an 
outstanding  drug  for  treatment  of  ves- 
tibular dysfunction,  with  nicotinic  acid, 
a drug  of  choice  for  prompt  vasodila- 
tion. Prescribe  Antivert  for  your  patients 
with  vertigo,  Meniere’s  syndrome  and 
allied  disorders. 

Precautions  and  side  reactions:  Fre- 
quent, short-lived  reactions  include:  cu- 
taneous flushing,  sensations  of  warmth, 
tingling  and  itching,  burning  of  skin, 
increased  gastrointestinal  motility,  and 
sebaceous  gland  activity.  In  explaining 
these  reactions  to  the  patient,  it  is 
suggested  that  they  be  regarded  as  a 
desirable  physiological  sign  that  the  nic- 
otinic acid  is  carrying  out  its  intended 
function  of  vasodilation.  Because  of 
this  vasodilation,  severe  hypotension 
and  hemorrhage  are  obvious  contra- 
indications to  Antivert  therapy. 

•Seal,  J.  C.:  Eye  Ear  Nose  & Throat  Month. 
38:738  (Sept.)  1959. 

A|l|  ll/prf  meclizine  HCI 
FHILIWwl  L nicotinic  acid 

stops  vertigo 

TABLETS:  (meclizine  HC1 12.5  mg.  and 
nicotinic  acid  50  mg.) 

SYRUP:  (each  5 cc.  teaspoonful  con- 
tains meclizine  HCI  6.25  mg.  and 
nicotinic  acid  25  mg.) 

and  foryour  geriatric  patients:  NEOBON® 
See  Physicians’  Desk  Reference  for  pre- 
scription information. 


New  York,  N.  Y.  10017 
Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-Being® 


but  Antivert  can't  stop  everything. 
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Responds  Promptly  to 

PROTAMIDE 

— coiioidal  solution  of  denatured 
proteolytic  enzyme— 

Relief  of  pain  is  prompt  in  non-traumatic  neuritis,  including 
herpes  zoster,  when  Protamide  is  administered  early  in  the 
course  of  the  diseased-^  Equally  important,  complete 
recovery  usually  follows  in  three  to  five  days— even  in 
ophthalmic  herpes  zoster 


Dosage:  1 ampul  I.  M.  daily  for  2 to  5 days; 
longer  if  pain  persists. 

Caution:  Avoid  I.  V.  administration. 

Boxes  of  10  ampuls,  1.3  cc.  each, 
for  intramuscular  injection. 


DETROIT  11,  MICHIGAN 


References:  1.  Baker,  A.  G.:  Penn.  Med.  J.  63:697  (May)  1960.  2.  Smith,  R.  T.:  New  York  Med.  (Aug.  20)  1952,  pp.  16-19. 

3.  Smith,  R.  T.:  Med.  Clin.  N.  Amer.  (Mar.)  1957.  4.  Lehrer,  H.  W.;  Lehrer,  H.  G.,  and  Lehrer,  D.  R.:  Northw. 
Med.  (Nov.)  1955.  5.  Storzolini,  G.  S.:  Arch.  Ophthal.  62:381  (Sept.)  1959.  6.  Gile,  J.  H.:  W.  Virginia  Med.  J. 
59:120-122  (May)  1963. 
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continued  from  page  907 

fee  as  required  by  law.  Of  this  total,  582  are  resi- 
dents of  Idaho  while  349  live  outside  of  the  state. 
Nine  licenses  were  cancelled  for  non-payment  of 
renewal  fee,  two  in-state  and  seven  out-of-state. 

State  Board  of  Medicine  section 

During  August,  Chairman  S.  M.  Poindexter  ap- 
proved issuance  of  temporary  licenses  to  the  follow- 
ing physicians: 

Richard  E.  Ostler,  Pocatello.  Graduate  George 
Washington  University  School  of  Medicine,  Wash- 
ington D.C.,  June,  1962.  Internship  Latter  Day 
Saints  Hospital,  Salt  Lake  City,  July,  1963.  Granted 
T.L.  306,  August  5,  1963,  general  practice. 

Robert  A.  Blome,  Nampa.  Graduate  State  Univer- 
sity of  Iowa  College  of  Medicine,  Iowa  City,  June, 

1955.  Internship  Emanuel  Hospital,  Portland,  June, 

1956.  Surgical  Residency  Veterans  Administration 
Hospital,  Iowa  City,  1956-61.  Granted  T.L.  307, 
August  9,  1963,  general  surgery. 

Kenneth  R.  Briggs,  Twin  Falls.  Graduate  Harvard 
Medical  School,  Boston,  June,  1954.  Internship 
Veterans  Administration  Hospital,  Salt  Lake  City, 
July,  1955.  Internal  Medicine  Residency  Veterans 
Administration  Hospital,  Minneapolis,  1955-58. 
Psychiatry  Residency  Veterans  Administration  Hos- 
pital, Boston,  1960-63.  Granted  T.L.  308,  August 
9,  1963,  psychiatry. 

Hazel  L.  McGaffey,  Idaho  Falls.  Graduate  Uni- 
versity of  Minnesota  Medical  School,  Minneapolis, 
June,  1950.  Internship  Swedish  Hospital,  Seattle, 
July,  1950.  Internal  Medicine  Residency  Firland 
Sanatorium,  Seattle,  1950-51.  Pathology  Residency 
University  of  Colorado  Hospitals,  Denver,  1955-56; 
Veterans  Administration  Hospital,  Denver,  1957-60. 
Granted  T.L.  309,  August  16,  1963,  pathology. 

Robert  F.  Hahn,  Idaho  Falls.  Graduate  St.  Louis 
University  School  of  Medicine,  St.  Louis,  June,  1953. 
Internship  St.  Louis  City  Hospital,  St.  Louis,  June, 
1954.  Internal  Medicine  Residency  Veterans  Ad- 
ministration Hospital,  Denver,  1957-58;  University 

Idaho  Academy  of 

Northwest  Regional  Meeting  of  the  American 
Academy  of  General  Practice  was  held  September 
19,  20  and  21  in  Idaho  Falls.  Sponsored  by  the 
Idaho  Ghapter  of  the  Academy,  the  meeting  drew 
1 16  physicians  from  Idaho,  Utah,  Wyoming,  Wash- 
ington, Oregon,  Arizona,  Montana,  Nebraska,  Indi- 
ana and  California. 

Principal  speaker  at  the  convention  was  Philip 
Thorek,  professor  of  surgery  at  the  University  of 
Illinois  and  author  of  five  textbooks  in  surgery. 
Other  speakers  participating  in  the  scientific  session 
included  C.  Alvin  Paulsen,  assistant  professor  of 


of  Utah  School  of  Medicine,  Salt  Lake  City  ,1958-62. 
Granted  T.L.  310,  August  16,  1963,  internal  medi- 
cine. 

Fritz  R.  Dixon,  Boise.  Graduate  Indiana  Univer- 
sity School  of  Medicine,  Indianapolis,  June,  1958. 
Internship  Indianapolis  General  Hospital,  Indian- 
apolis, June,  1959.  Pathology  Residency  Bowman 
Gray  School  of  Medicine,  Winston-Salem,  1960-62. 
Granted  T.L.  311,  August  21,  1963,  public  health. 

August  E.  Miller,  Jr.,  Blackfoot.  Graduate  North- 
western University  Medical  School,  Chicago,  June, 

1959.  Internship  Swedish  Hospital,  Seattle,  June, 

1960.  Surgical  Residency  Swedish  Hospital,  Seattle, 
1960-61.  Granted  T.L.  312,  August  23,  1963,  gen- 
eral practice. 

Four  physicians  applied  for  and  received  tempor- 
ary licenses  during  September.  They  were: 

Carroll  Lee  Sines,  Rupert.  Graduate  School  of 
Medicine,  Western  Reserve  University,  Cleveland, 
Ohio.  M.D.  Degree,  June  11,  1952.  Internship  Uni- 
versity Hospitals  of  Cleveland,  July  1952  to  June 

1953.  General  Practice  Residency  Halifax  District 
Hospital,  Daytona  Beach,  Florida.  Anesthesiology 
residency  University  Hospitals  of  Cleveland,  1953- 

1954.  Granted  TL-313,  September  3,  1963.  Gen- 
eral practice. 

Robert  H.  Morrell,  Boise.  Graduate  George 
Washington  University  School  of  Medicine,  Wash- 
ington, D.G.  M.D.  Degree,  June  6,  1962.  Intern- 
ship Virginia  Mason  Hospital,  Seattle,  Washington, 
July  1962  to  July  1963.  Granted  TL-314,  Septem- 
ber 12,  1963.  Military  duty. 

Robert  C.  DeWeese,  Pocatello.  Graduate  Color- 
ado School  of  Medicine,  Denver.  M.D.  Degree,  June 

7,  1952.  Internship  Abbott  Hospital  and  Janney 
Childrens  Pavilion,  Minneapolis,  July  1952  to  June 
1953.  Granted  TL-315,  September  19,  1963.  Stu- 
dent Health  Service,  Idaho  State  University. 

Carl  T.  Koenen,  Lewiston.  Graduate  Marquette 
School  of  Medicine,  Milwaukee.  M.D.  Degree,  June 

8,  1958.  Internship  St.  Mary’s  Hospital,  Milwaukee, 
July  1958  to  June  1959.  Pathology  residency  St. 
Mary’s  Hospital,  1959-1963.  Granted  TL-316,  Sep- 
tember 19,  1963.  Pathology. 

General  Practice 

medicine  at  the  University  of  Washington  School  of 
Medicine,  Seattle,  George  E.  Gartwright,  professor 
of  medicine  at  the  University  of  Utah  College  of 
Medicine,  James  S.  Cheatham,  clinical  director  of 
the  Madison  State  Hospital,  Madison,  Indiana,  Clay- 
ton G.  Loosli,  dean  and  professor  of  medicine  at 
the  University  of  Southern  California  School  of 
Medicine  and  Joseph  P.  Dolan,  Ph.D.,  chairman  of 
Missouri  Teachers  College’s  department  of  health, 
physical  and  nursing  education. 

The  lACP  also  sponsored  in  conjunction  with  the 

continued  on  page  913 
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confusion  and  apathy  ... 
...to  Clarity  and  Interest 


Cerebro-Nicin 

CAPSULES 


A safe  effective  cerebral  stimulant  and  vasodilator 
for  your  forgetful  aging  patient.  On  Cerebro-Nicin 
therapy,  your  patient  shows  improvement  in  social 
activity  and  relationships,  and  greater  concern 
with  personal  appearance. 

FORMULA:  CAUTION;  Most  persons  ex- 

PTZ  (Pentamethylene  perience  a flushing  and  tin- 

Tetrazole)  100  mg.  gij^g  sensation  after  taking 

Nicotinic  Acid  100  mg.  ^ higher  potency  niacin- 

Vitamin  C 100  mg.  containing  compound.  As  a 

Thiamine  HCI 25  mg.  secondary  reaction  some 

Riboflavin 2 mg.  will  complain  of  nausea  and 

Pyridoxine  3 mg.  other  sensations  of  discom- 

I Glutamic  Acid 50  mg.  for(_  This  reaction  is  tran- 

INDICATIONS:  Apathy,  dizzy  spells,  sient  and  is  rarely  a cause 
mild  behavior  disorders,  mental  con-  for  discontinuance  of  the 
fusion,  functional  memory  defects.  is  fore- 

AVERAGE  DOSE:  One  capsule  three  warned  to  expectthe  reaction, 
times  daily. 

AVAILABLE:  Bottles  of  100  and  500  WARNING:  Contraindicated  in 
capsules.  the  presence  of  epilepsy. 

(fe  \ Write  for  samples  and  literature... 

^ THE  BROWN  PHARMACEUTICAL,  COMPANY 

/ 2500  West  Sixth  Street,  Los  Angeles  57,  California 


RALEIGH  HILLS  HOSPITAL* 

Member  of  the  American  Hospital  Association;  Recognized  by  the  American  Medical  Association 

EXCLUSIVELY  for  the  TREATMENT  of 

ALCOHOL  ADDICTION 

by  Conditioned  Reflex  and  Adjuvant  Methods 

MEDICAL  STAFF, 

John  R.  Montague,  M.D.  Norris  H.  Perkins,  M.D.  Merle  M.  Kurtz,  M.D. 

John  W.  Evans,  M.D.,  Consulting  Psychiatrist 

Raleigh  Hills  Hospital 

LARRAE  A.  HAYDON,  ADMINISTRATOR 
JEAN  B.  TANNER,  ADMINISTRATOR 

6050  S.W.  Old  Scholls  Ferry  Road  Portland  7,  Oregon  Mailing  Address:  P.  O.  Box  366 

Telephone;  CYpress  2-2641 

5f  FORMERLY  RALEIGH  HILLS  SANITARIUM,  Inc. 
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Idaho  News  continued  from  page  911 

regional  meeting  a Fl\ing  Physician  Fly-In  with 
a special  banquet,  September  19  for  the  Flying 
Physicians  and  their  wives.  Prizes  for  the  Flying 
Physicians  coming  the  greatest  distances  to  attend 
the  meeting  went  to  Carl  Barr,  Tilden,  Nebraska, 
and  John  A.  Carlson,  Phoenix,  Arizona. 

Another  highlight  of  the  meeting  was  the  Third 
Annual  Symposium  on  the  Management  and  Treat- 
ment of  Athletic  Injuries,  in  which  coaches  and 
trainers  from  throughout  the  state  of  Idaho  attended 
day-long  seminars.  Dr.  Dolan  was  the  symposium’s 
featured  speaker.  Other  guest  speakers  included,  C. 
A.  Bacon,  orthopedist  from  Pocatello,  J.  F.  Stecher, 
internist,  Caldwell,  and  Stanley  Sell,  orthopedic 
surgeon  from  Idaho  Falls. 

Wendell  Petty,  Shelley,  Idaho,  was  general  pro- 
gram chairman  for  the  convention  and  L.  J.  Bing- 
ham, Idaho  Falls,  was  in  charge  of  the  athletic 
symposium. 

W.  Paul  Shrum,  Hayden  Lake,  was  elected  presi- 
dent of  the  Idaho  Academy  of  General  Practice  at 
the  chapter’s  annual  business  meeting,  with  Harmon 
Holverson,  Emmett,  president-elect  and  Tins  W. 
McCowin,  Shelley,  reelected  secretary -treasurer. 
Two  new  members  to  the  board  of  directors  ai'e 
Wendell  Petty,  and  John  Hoopingarner,  Boise.  Arch 
T.  Wigle,  Pocatello  and  M.  F.  Rigby,  Rexburg,  were 


named  delegates  to  the  national  convention  with  P. 
Blair  Ellsworth,  Idaho  Falls  and  Jay  P.  Merkley, 
Pocatello  as  alternate  delegates. 


Officers  of  the  Idaho  Academy  of  General  Practice 


Left  to  Right:  T.  W.  McCowin,  M.D.,  Shelley,  Idaho, 
Secretary-Treasurer;  Harmon  E,  Holverson,  M.D.,  Em- 
mett, Idaho,  President-Elect;  P.  Blair  Ellsworth,  M.D., 
Idaho  Falls,  Idaho,  President  1962-63;  W.  Paul  Shrum, 
M.D.,  Hayden  Lake,  Idaho,  President  1963-64;  and  Wendell 
Petty,  M.D.,  Shelley,  Idaho,  program  chairman  for  North- 
west Regional  Meeting. 


Oregon  News  continued  from  page  894 


Outstanding  exhibit — Terence  H.  Cochran,  left,  receives 
the  Aesculapius  award  for  the  most  outstanding  science 
exhibit  at  the  recent  annual  meeting  of  the  Oregon  Medical 
Association  from  Thomas  C.  McPherson,  center.  Medical 
Director  for  Mead  Johnson  Laboratories’  Western  Division, 
donors  of  the  Award.  Looking  on  is  Ernest  T.  Livingstone, 
chairman  of  the  annual  meeting.  Drs.  Cochran  and  James 
A.  Arnold  won  for  their  exhibit,  “Hippuran  Renogram, 
a Sensitive  Test  for  Renal  Blood  Flow.” 


STATEMENT  OF  OWNERSHIP,  MANAGEMENT  AND 
CIRCULATION,  Northwest  Medicine,  500  Wall  Street, 
Seattle,  King  Co.,  Washington,  98121.  Date  of  Filing:  Sep- 
tember 30,  1963.  Frequency  of  issue:  monthly.  Location 
of  office  of  publication:  500  Wall  Street,  Seattle,  King  Co., 
Washington,  98121.  Location  of  headquarters  or  general 
business  offices  of  the  publishers:  500  Wall  Street,  Seattle, 
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ton, 98121,  (non-profit  organization,  no  stock  holders). 
Total  no.  copies  printed — average  no.  during  preceding 
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(September).  Paid  circulation  to  term  subscribers  by  mail, 
carrier  delivery  or  by  other  means — average  no.  during 
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Herbert  L.  Hartley,  M.D. 
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The  one  tranquilizer  that 


it’s  versatile: 


dependable: 


easy  to  use: 


BELONGS 
IN  EVERY 
PRACTICE 


The  years  have  proved  that  ‘Miltown’  (meprobamate)  is  the  oi 
tranquilizer  that  is  helpful  in  almost  every  aspect  of  daily  practic 
Virtually  any  of  your  patients,  regardless  of  age,  can  be  given  tl 
drug  with  confidence,  either  as  a primary  treatment  or  as  an  adjun 
to  other  therapy. 

Outstanding  record  of  safety:  Over  eight  years  of  clinical  use  amoi 
millions  of  patients  throughout  the  world— plus  more  than  1500  pu 
lished  reports  covering  the  use  of  the  drug  in  almost  every  field  i 
medicine  — support  your  prescriptions  for  ‘Miltown’  (meprobamate 
This  is  why  it  “belongs  in  every  practice.” 

‘Miltown’  (meprobamate]  is  an  established  drug.  There  are  no  su 
prises  in  store  for  you  or  your  patient.  You  can  depend  on  it  to  he 
your  patients  through  periods  of  emotional  distress  — and  to  he 
maintain  their  emotional  stability. 

Because  ‘Miltown’  (meprobamate]  is  compatible  with  almost  any  othe 
kind  of  drug  therapy,  you’ll  find  it  fits  in  easily  with  any  program  c 
treatment  you  are  now  using.  It  will  not,  therefore,  complicate  trea 
ment  of  patients  seen  in  clinical  practice. 


BRIEF  SUMMARY:  Indications:  Anxiety  and  tension  states,  and  all  conditions  in  which  anxiel 
and  tension  are  symptoms.  Side  Effects:  Slight  drowsiness  may  occur  and,  rarely,  allergic  ( 
idiosyncratic  reactions,  generally  developing  after  1-4  doses  of  the  drug.  Contraindication: 
Previous  allergic  or  idiosyncratic  reactions  to  meprobamate  contraindicate  subsequent  us 
Precautions:  Should  administration  of  meprobamate  cause  drowsiness  or  visual  disturbance 
the  dose  should  be  reduced.  Operation  of  motor  vehicles  or  machinery  or  other  activity  requi 
ing  alertness  should  be  avoided  if  these  symptoms  are  present.  Effects  of  excessive  alcoh( 
may  possibly  be  increased  by  meprobamate.  Prescribe  cautiously  and  in  small  quantities,  t 
patients  with  suicidal  tendencies.  Massive  overdosage  may  produce  lethargy,  stupor,  ataxi 
coma,  shock,  vasomotor  and  respiratory  collapse.  Consider  possibility  of  dependence,  partici 
larly  in  patients  with  history  of  drug  or  alcohol  addiction:  withdraw  gradually  after  prolonge 
use  at  high  dosage.  Complete  product  information  available  to  physicians  on  request. 

USUAL  ADULT  DOSAGE:  1 or  2 400  mg.  tablets  t.i.d. 

SUPPLIED:  400  mg.  scored  tablets,  200  mg.  coated  tablets. 


The  insomniac  The  tense,  nervous  patient  The  heart-disease  patient  The  surgical  patient 


girl  with  dermatosis 


Tension  headache 


The  agitated  senile  patient 


The  woman  in  menopause 


The  alcoholic 


Anxious  depression 

I 


The  problem  child 


I 


the  original  brand  of 
meprobamate 


The  G.I.  patient 


WALLACE  LABORATORIES 
Cranbury,  N.J. 


[ 


MEDICAL  TREATMENT  FOR  ALCOHOLISM 


A member  of  the  American  Hospital  Association  and  ap- 
proved by  the  American  Medical  Association.  Devoted 
exclusively  to  providing  medical  and  psychiatric  care  for 
alcoholics  and  medical  research  in  the  field  of  alcoholism. 


7106  35th  AVE.,  S.W.  • SEATTLE  6,  WASHINGTON  • WEst  2-7232 


MOKNINGSIDE 

HOSPITAL 


Neuroses  . . . Psychoses  . . . Organic  Syndromes  . . . Mental  Retardation 

ALLAN  G.  ROBERTS.  M.D.,  HENRY  COE, 

Medical  Director  Administrator 


10008  S.  E.  Stark  Street  Portland  16.  Oregon 
Inquiries  invited  Phone:  ALpine  2-5571 

Largest  private  psychiatric  hospital  on  the  west  coast.  Est.  1893 


Comprehensive  treatment  of  psychiatric  conditions 

• Intensive,  individualized  programs 

• All  treatment  modalities  available 

• Occupational  and  recreational  therapy 

• Long  or  short  term  care 

• All  ages  . . . School  on  premises 
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in  cerebrovascular  insufficiencies 


continued  clinical  evidence  documents 


(o)[p)D[LZ^ 

ISOXSUPRINE  HCI 


increases  cerebral  blood  flown  reduces  number  of  ischemic 
attacks’^  □ well  tolerated  in  long-term  therapy 


Dosage  and  administration:  Oral  — 10  to  20  m?:.  (1  to  2 tablets)  t.i.d.  or  q.i.d. ; I.  M.  — 5 to  10  mp:.  b.i.d.  or  t.i.d.  Contraindications: 
There  are  no  known  contraindications  to  oral  administration  in  recommended  doses.  Cautions:  Do  not  give  immediately  post- 
j)artum  or  in  the  presence  of  arterial  bleeding.  Parenteral  administration  not  recommended  in  the  presence  of  hypotension  or 
tachycardia.  Avoid  intramuscular  doses  above  10  mg.  Side  effects:  Occasional  palpitation  and  dizziness  usually  controllable  by 
dosage  adjustment.  Brief  hypotension  or  tachycardia  may  occur  with  intramuscular  doses  of  10  mg.  or  more. 

For  complete  details  on  indications,  dosage,  administration,  and  clinical  background,  see  the  brochure  of  this  product  available 
on  request  from  Mead  Johnson  Laboratories,  Evansville  21,  Indiana. 

References : (1)  Blouin,  L.,  and  Overman,  R.  R. : Detailed  reports  in  Mead  Johnson  Research  Files.*  (2)  Cloning,  K.,  and  Klaus- 
berger,  E.  M.:  Wien.  klin.  Wchnschr.  70:145-149  (Feb.  28)  1958.  (3)  Whittier,  J.  R.,  and  Dhrymiotis,  A.  D.:  Angiology  lJ:324-327 
(July)  1962.  (4)  Horton,  G.  E.,  and  Johnson,  R C.,  Jr.:  The  Application  of  Radioisotopes  to  the  Study  of  Cerebral  Blood  Flow  and 
the  Effects  of  Isoxsuprine  (to  be  published).  (5)  Dhrymiotis,  A.  D.,  and  Whittier,  J.  R. ; Current  Therap.  Res.  4*124-129  (April) 
1962.  *Available  upon  request  from  Mead  Johnson  Laboratories,  Evansville  21,  Indiana. 
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PROFESSIONAL  classified 


Practice  Opportunities 

EXCEL.  OPPORTUNITY  FOR  GP  NO.-CENTRAL,  WASH. 

Small  town  with  big  future  strongly  desires  perma- 
nent physician.  New  hospital  only  six  miles  away 
but  no  physician  in  this  commnnitx-  which  now 
serves  approximately  2,000  people.  Nearby  pending 
hydro-electric  project  will  markedly  increase  local 
population  and  economy  plus  necessitate  the  rebuild- 
ing of  much  of  the  town.  In  heart  of  fabulous  hunt- 
ing, boating,  flying  and  fishing  countiy.  Contact 
either  Mr.  Fred  Evertsbusch,  local  pharmacist, 
Pateros,  Wash.,  or  Write  Box  6-A,  Northwest  Medi- 
cine, 500  Wall  St.,  Seattle,  M'ash. 

EXPERIENCED  CHILD  PSYCHIATRIST 

One  day  per  week,  community  clinic  opening  Jan- 
uary 1964  in  Bellevue-Redmond  area.  Write  East 
Side  Community  Psychiatric  Clinic,  2855 -81st  SE, 
Mercer  Island,  Wash. 

GP  WANTED— WESTERN  WASHINGTON 

To  assume  unopposed  practice  in  modern  well- 
equipped  office  in  agricultural  town,  20  miles  from 
cit\-  and  hospital.  Practice  is  independent  but  under 
auspices  of  nearby  clinic  group.  Should  gross  over 
•850,000.  No  investment  required.  Contact  Mr.  Her- 
bert Shrier,  529  W’est  Fourth,  Olympia,  Wash. 

MEDICAL  DENTAL  PERSONNEL 

Openings  in  surgery,  ophthalmology,  otolaryngology, 
orthopedics  and  general  practice.  Washington  and 
Oregon  license  required.  Also  associate  positions 
desired  in  obstetrics,  internal  medicine  and  general 
practice,  Seattle  and  Everett  areas.  508  Medical- 
Dental  Bldg.,  Seattle,  Wash.,  MU  2-0.545. 

GP-OB  PRACTICE  FOR  SALE 

Southwest  M’ashington.  Furnishings  and  equipment 
for  sale  in  new,  rented  office  building.  Former 
physician  practiced  in  locality  for  thirtx-  years. 
Draws  from  wide  area  with  possibilities  for  ex- 
pansion. Contact  widow  of  former  owner.  Box  458, 
Castle  Rock,  Wash. 

ALLIED  PERSONNEL  OFFICES,  INC. 

Our  recruiting,  screening  and  referral  services  can  be 
of  valuable  assistance  to  you  in  securing  the  med- 
ically trained  person  or  situation  you  desire.  Seattle 
offices  247  Logan  Bldg.,  MA.  4-4793,  Everett  office, 
703  Medical  Dental  Bldg.,  AL.  2-3L57. 

BOARD  QUALIFIED  OR  CERTIFIED  INTERNIST 

Accent  on  cardiolog>-.  Evaluation  civilian  pilots. 
Opportunity  for  research  and  travel.  Excellent  start- 
ing salary,  retirement,  fringe  benefits.  Contact  Frank 
Raymond,  M.D.,  Federal  Aviation  Agency,  .5651 
M’est  Manchester,  Los  Angeles,  OR.  8-2674  Ext. 
419,  An  equal  opportunity  employer. 


PERMANENT  OPPORTUNITY  VIA  LOCUM  TENENS 

General  practitioner  or  pediatrician  to  assume  major 
portion  of  well-established  practice.  Two  months 
locum  tenens,  July  1964.  Good  salary  will  permit 
candidate  to  decide  before  accepting.  Mr.  William 
B.  Ware,  25  Mountain  View,  Eugene,  Oregon. 

GP  OPPORTUNITY-EUGENE,  OREGON 

In  rapidly  growing  section,  spacious  air  conditioned 
office  with  excellent  lease.  Free  parking.  All  furni- 
ture, supplies,  library  and  equipment  included. 
Leaving  for  residency  July  1964.  Contact  L.  E. 
Trombley,  M.D.,  199  Santa  Clara  Ave.,  Eugene,  Ore. 

PSYCHIATRISTS  AND  PHYSICIANS 

Staff  positions  in  state  hospital  with  rapid  patient 
turnover  rate  to  work  with  adults  under  age  60. 
Major  emphasis  on  active  intensive  treatment  pro- 
grams, close  hospital-community  liason  and  pre- 
clusion of  chronicits'.  Location  60  miles  north  of 
Seattle  in  the  nationally  famous  Puget  Sountd  recre- 
ation area.  Retirement  and  unique  annuity  insur- 
ance plans  available.  Salary  $11,184  - $17,256  de- 
pending upon  experience  and  training.  Write  Wil- 
liam D.  Voorhees,  Jr.,  M.D.,  Superintendent,  North- 
ern State  Hospital,  Sedro  Woolley,  Wash. 

PEDIATRICIAN  WANTED 

To  join  clinic  with  other  specialists,  in  suburban  area 
of  Seattle.  Write  Box  4-A,  Northwest  Medicine,  500 
Wall  St.,  Seattle,  Wash. 

GP  AND  INTERNIST  OPPORTUNITY-BEAVERTON,  ORE. 

An  excellent  opportunity  to  pick  up  practice  of  two 
men  leaving  before  January  1964.  Clinic  has  6 
offices,  in  new  modem,  conveniently  planned,  air- 
conditioned  bldg.,  equipped  with  new  200  milli- 
ampere  x-ray  unit  and  laboratory  facilities.  Prefer 
association  rather  than  partnership,  sharing  calls 
and  basic  expenses.  Within  9 miles  of  3 major  hos- 
pitals in  Portland.  Climate,  scenery,  recreational 
opportunties,  schools  and  lovely  homes  leave  little 
to  be  desired.  Write  or  call  Everett  A.  Sorensen, 
M.D.,  Tualatin  Valley  Clinic,  Beaverton,  Oregon. 
Office  phone  MI  4-1171,  Beaverton,  home  phone 
CA  3-3967,  Portland. 

GP  FOR  SWEET  HOME,  ORE.  IMMEDIATELY 

General  practice  immediately  available  due  to  the 
death  of  physician;  excellent  opportunity;  80%  insur- 
ance claims.  Eully  equipped  office.  Terms  flexible. 
Mr.  Charles  O.  Porter,  858  Pearl  St.,  Eugene,  Ore- 
gon. Phone  area  code  503,  342-1218. 

SURGEON  WANTED  SUNNYSIDE 

Suite  available  for  surgeon.  Space  was  suddenly 
vacated  by  surgeon  with  large  practice  who  left 
the  area  unexpectedly.  Contact  Mr.  John  C.  Reith, 
TE  7-4601,  Horace  L.  Miller  Agency,  Sunnyside, 
Wash. 
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Locations  Desired 

OB-GYN  LOCATION  DESIRED 

Board  eligible,  9 year's  experience,  Washington  li- 
cense, would  like  to  associate  with  other  ob-gyn 
men,  or  in  clinic.  Write  Box  8-A,  Northwest  Medi- 
cine, 500  Wall  St.,  Seattle,  Wash. 

ENT  SPECIALIST  DESIRES  NW  LOCATION 

Prefers  clinic  or  association  in  northwest  metro- 
politan area.  Board  eligible,  military  obligation  re- 
cently completed.  Write  Box  5-A,  Northwest  Medi- 
cine, 500  Wall  St.,  Seattle,  Wash. 

INTERNIST  DESIRES  ASSOCIATION 

University  trained,  subspecialty  training  in  hema- 
tology. At  present  chief  medical  resident.  Will  be 
available  for  practice  in  July  1964.  Want  associ- 
ation with  other  internists  or  group.  Military  obli- 
gation completed.  Write  Box  7-A,  Northwest  Medi- 
cine, 500  Wall  St.,  Seattle,  Wash. 

Office  Space 

NEW  PROFESSIONAL  BUILDING-EVERETT 

Suites  available  October  1st,  in  new  medical  building 
located  off  Broadway  Interchange  at  Eastmont  Shop- 
ping Plaza,  South  Everett.  Interiors  finished  as  de- 
sired. Individually  controlled  air  conditioning;  ample 
parking,  one  block  from  new  Eastmont  elementary 
school.  Phone  Mr.  Martin  Selig,  Seatde,  MA  2-6816, 
evenings  EA  5-8519  or  EA  4-0549  collect,  or  write 
to  2609  First  Ave.,  Seattle  98121. 

MEDICAL  SUITE-LYNNWOOD,  WASH. 

Suite  available  in  distinctive  medical  building,  ready 
for  immediate  occupancy.  Located  near  Stevens 
Memorial  Hospital.  Call  A.  F.  Stamey,  D.D.S.,  PR 
8-4611. 

SNO-KING  AREA 

Available  December  1.  Applications  are  being  in- 
vited for  space  in  a well-designed,  15-unit  building. 
Centrally  located;  2 blocks  from  Stevens  Memorial 
Hospital.  Address  inquiries  to  Director,  Tri-City 
Professional  Center,  143  - 5th  Ave.  North,  Edmonds, 
Wash.  Phone  PR  8-1151. 

PHYSICIAN'S  SUITE— ALBANY,  OREGON 

Ideally  located  in  this  attractive  and  prosperous  city. 
Suite  is  in  an  established  5 unit  Medical-Dental 
Building.  Partial  expense-sharing  a possibility,  if 
desired.  Write  or  call  collect:  W.  C.  Roley,  M.D., 
2680  Greenway  Drive,  N.E.,  Salem,  Oregon.  Tel. 
585-1740. 

MARINE  VIEW  DRIVE  MEDICAL  BUILDING 

Suite  available  in  new  medical  building,  located  in 
Des  Moines  area.  Air  conditioned,  over  850  sq.  ft., 
in  size.  Puget  Sound  view.  Ready  for  immediate 
occupancy.  Five  minutes  to  Burien  General  Hospital. 
MU  2-3750  or  eves  LA  4-5709. 


NEW  CLINIC  BUILDING-FEDERAL  WAY 

Space  available  for  GP  in  rapidly  growing  area  mid- 
way between  industrial  areas  Seattle-Tacoma.  Suite 
of  offices  alongside  established  GP,  will  reduce 
overhead.  Laboratoi'y  and  x-ray  equipment  avail- 
able. Phone  WA  7-3477  or  write  D.  G.  Kohler, 

M. D.,  1305  So.  312th,  Federal  Way,  Wash. 

MEDICAL  OFFICE  SPACE-SPOKANE 

Ideal  office  space  in  new  largest  suburb,  3 blocks 
from  new  hospital— Northtown.  Contact  E.  19  Queen 
Ave.,  Spokane  23,  Wash. 

MEDICAL  SUITE-OLYMPIA 

Prefer  neurologist  or  psychiatrist  for  suit  available 
in  Medical-Dental  Building,  Olympia.  Contact  Mr. 
Ray  Moen,  FL  7-7779,  519  Washington  St.,  Olym- 
pia, Wash. 

MEDICAL  SUITE-BELLEVUE 

Available  January  1964,  approximately  1,400  sq. 
ft.,  of  desirable  space  in  established  modern,  medi- 
cal dental  clinic  in  the  heart  of  Bellevue,  Wash. 
Presently  set  up  for  two  physicians.  Interested 
parties  contact  Moyle  Investment  Co.,  1116  Norton 
Bldg.,  Seattle,  MU  2-3533. 

PROFESSIONAL  MEN 

Information  will  gladly  be  given  on  a proposed  pro- 
fessional building  to  be  located  at  88th  and  Pacific 
Ave.,  Tacoma.  LE  7-5434  or  Mr.  Lawrence  Bayer, 
12229  West  Pipeline  Road,  Tacoma,  Wash. 

Investments 

POSTAGE  STAMPS  FOR  INVESTMENT 

Our  P.S.I.  program  will  be  of  advantage  to  you. 
Details  and  a selection  will  be  sent  upon  request. 
Lawrence  M.  Nathan,  CPA,  4534%  University  Way, 

N. E.,  Seattle,  98105. 

Services 

PERISTALTIC  ENEMA  SERVICE 

Referred  cases.  Mary  E.  Stack,  R.N.,  offices  in 
Rhododendron  Building,  Room  102,  1006  Spring  St., 
Seattle,  Wash.  Call  MA  3-2971. 


Tacoma 

Electrophysics  Laboratory 

E lectroencephalography 
Electromyography 

Stevens  Dim  ant,  M.D. 

Marcel  Malden,  M.D. 
Lorraine  Knltdson,  R.N. 

Puget  Sound  Medical  Building 
1104-06  South  4th  Street 
Tacoma  5,  Washington 
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DIRECTORY  OF  Advevtisevs 


American  Tobacco 

Tareyton  cigarettes  860 

Ames  Company,  Inc. 

Basic  urine  tests  848 

Baxter,  Don,  Inc. 

Vacoliter  insert  857-858 

Brown  Pharmaceutical  Co.,  The 

Cerebro-Nicin  912 

Burroughs-Wellcome  & Company 

Emprazil  C 850 

Empirin  Third  Cover 

Campbell  Soup 

Soup  (Legumes)  685 

Ciba  Pharmaceutical  Company 

Ritalin  85 1 

Serpasil  890 


Cutter  Laboratories 

Peridial  Back  Cover 


Endo  laboratories 

Percodan  86i 

Field  Emission  Corporation 

X-ray  unit  903 

Haack  Laboratories,  Inc. 

Belap  855 

Haxsen  898 


Lakeside  Laboratories 

Cantil  Insert  891-892 

Lederle  Laboratories 

Stresscaps  90i 

Lilly,  Eli  and  Company 

V-Cillin  K 864 

Mead  Johnson  Laboratories 

Vasodilan  CVD  917 

Morningside  Hospital 

Comprehemice  treatment  of 
psychiatric  conditions  916 

Parke,  Davis  and  Company 

Dilantin  inside  Front  Cover 

Pharmaceutical  Manufacturer's  Assn  906 

Rabin-Winters  Corporation 

Hexaphene  904 

Raleigh  Hills  Hospital 

Treatment  of  alcoholism  912 

Roche  Laboratories,  Inc. 

Librium  895 

Roerig,  J.  B.  and  Company 

Antivert  909 

Enarax  889 

Tao  896-897 


Meetings  OF  xMEDICAL  SOCIETIES 


AMA  Annual — San  Francisco,  June  21- 
25,  1964,  New  York,  June  20-24, 

1965. 

AMA  Clinical — Portland,  Dec.  1-4,  1963; 
Miami  Beach,  Nov.  29-Dec.  2,  1964. 

Idaho  State  Medical  Association — June 
17-20,  1964,  Sun  Valley. 

Northwest  Soc.  for  Clin.  Research — Jan. 
10-11,  1864,  Vancouver,  B.  C. 

Pres.,  Denys  K.  Ford,  Vancouver 
Sec.,  R.  E.  Beck,  Vancouver 

Oregon  State  Medical  Association  — 
Oct.  13-17,  1964,  Eugene 

Washington  State  Medical  Association — 
Sept.  13-16,  1964,  Seattle. 

West  Coast  Allergy  Society,  Dec.  5-7, 
1963,  Las  Vegas,  Nevada 
Pres.,  M.  Coleman  Harris,  San  Fran- 
cisco 

Sec.,  James  E.  Stroh,  Seattle 
OREGON 


Oregon  State  Society  of  Anesthesiolo- 
gists— Portland,  3rd  Friday  (except 
Jime,  July,  Aug.) 

Pres.,  J.  A.  Siebs,  Eugene 
Sec.,  P.  E.  Schaff,  Portland 

Oregon  Urological  Society — Quarterly 
Meetings,  University  Club,  Portland 
Pres.,  John  Hand,  Portland 
Sec.,  John  R.  Barr,  Portland 

Portland  Academy  of  Hypnosis  — 3rd 
Monday  (Sept.-May)  Congress  Hotel 
Pres.,  Arnold  Rustin 
Sec.,  Irl  Clarg 

Portland  Academy  of  Pediatrics — 1st 
Monday 

Pres.,  W.  M.  Clark.  Jr. 

Sec.,  J.  W.  Bussman 

Portland  Surgical  Society — last  Tuesday 
(Sept.-May),  UOMS  Library 
Pres.,  H.  Minor  Nichols 
Sec.,  H.  W.  Baker 


Ore.  Acad.  Ophth.  & Otolar. — Portland 
Aero  Club,  4th  Tue.,  Sept.-May. 
Pres..  Robert  M.  Hansen,  Portland 
Sec.,  Thomas  E.  Talbott,  Portland 

Oregon  Dermatologic  Society — Portland 
2nd  Wednesday  (Nov.,  Jan. -Apr.) 
Pres.,  Sheldon  Walker.  Portland 
Sec.,  F.  A.  J.  Kingery,  Portland 

Oregon  District  Branch  of  American 
Psychiatric  Association 
Pres.,  Emanuel  I.  Silk.  Pendleton 
Sec.,  Henry  H.  Dixon,  Jr.,  Portland 

Oregon  Pathologists  Association — Port- 
land, 2nd  Wednesday  (Feb.,  Apr., 
Oct.,  Dec.) 

Pres.,  Terence  Cochran,  Portland 
Sec.,  K.  D.  McMilan,  Eugene 

Oregon  Radiological  Society — Univer- 
sity Club,  Portland,  2nd  Wednesday 
through  school  year 
Pres.,  Fred  C.  Shipps,  Jr..  Portland 
Sec.,  James  A.  Schneider,  Portland 

Ore.  Soc.  Obst.  & Gynec. — Portland, 
Park  Heathman,  3rd  Frl.  (Oct.,  Nov., 
Jan.,  May) 

Pres.,  W.  L.  Hartmann.  Portland 
Sec.,  T.  A.  Treanor,  Portland 


WASHINGTON 


Puget  Sd.  Acad.  Ophth.  & Oto. — 3rd 
Tues.  (Oct.-May)  Seattle  or  Tacoma. 
Annual — Seattle,  Jan.  17,  18,  1964. 
Pres.,  H.  L.  Maier,  Tacoma 
Sec.,  D.  F.  Milam,  Jr.,  Bellevue 

Seattle  Academy  of  Surgery — 3rd  Wed. 
bi-monthly;  Seattle  Yacht  Club. 
Pres.,  E.  B.  Parmelee 
Sec.,  W.  S.  Brown 

Seattle  Gyn.  Soc. — 3rd  Wed.  exc.  June, 
Aug.,  Dec.,  Feb. 

Pres.,  D.  M.  McIntyre.  Seattle 
Sect..  E.  T.  MacCamy,  Seattle 

Seattle  Pediatric  Society — 3rd  Friday 
(Sept.-May),  College  Club 
E.  J.  Wollenweber,  Seattle 
A.  L.  Skinner,  Seattle 

Seattle  Surg.  So. — 4th  Mon.  (Sep.- 
June)  Annual — Seattle,  Jan.  24-25, 
1964. 

Pres.,  Eric  Sanderson,  Seattle 
Sec.,  R.  C.  Coe,  Seattle 


Searle,  G.  D.  and  Company 

Lomotil  862 

Shadel  Hospital 

Treatment  of  alcoholism  9i6 

Sherman  Laboratories 

Protomide  910 

Smith'KIine  & French  Laboratories 

D examyl  908 

Syntex  Laboratoriee,  Inc. 

Synalar  849 

Tacoma  Electrophysics  Laboratory  919 

Trick  & Murray 

Office  supplies  905 


U.S.  Vitamin  & Pharmaceutical  Corp. 


Vi-Syneral  859 

Wallace  Laboratories 

Capla  886-887 

Deprol  852-853 

Miltown  914-915 

Winthrop  Laboratories 

Pediacof  899 

Witter,  Dean  and  Company 

Income  from  investinents  847 

Wyeth  Laboratories 

SMA-Xew  formula  900 


Spokane  Society  of  Internal  Medicine — 
Quarterly,  Rockwood  Clinic 
Annual — Mar.  7,  1964 
Pres.,  Loren  Gothberg 
Sec.,  Arch  Logan,  Jr. 

Tacoma  Academy  of  Internal  Medicine 
— 4th  Tuesday  (Sept.-May) 

Pres.,  R.  A.  Kallsen 
Sec.,  R.  A.  O’Connell 

Tacoma  Surgical  Club — May  2,  1964,  3rd 

Tuesday  (Sept.-May) 

Pres.,  Dumont  Staatz 
Sec.,  Robert  B.  Burt 

Washington  Academy  of  Clinical  Hyp- 
nosis— 3rd  Friday  (Sept.-June) 
Pres.,  Tom  Wall,  D.M.D.,  Seattle 
Sec..  John  E.  Nelson,  Seattle 

W’ashington  Academy  of  General  Prac- 
tice— Tacoma,  May  14-16,  1964 
Pres.,  Duncan  Robertson,  Seattle 
Sec.,  John  Gahringer,  Wenatchee 

Washington  State  Obstetrical  Associa- 
October  12,  1963,  Yakima. 

Pres.,  R.  K.  Plant,  Seattle 
Sec.,  F.  LeCocq,  Yakima 

Washington  State  Radiological  Society 
— Seattle,  Quarterly 
Pres.,  W.  A.  Chesledon,  Seattle 
Sec.,  R.  H.  Rosenberg.  Seattle 

W’ash.  St.  Soc.  of  Anesthesiologists 
Pres.,  Lucien  Morris,  Seattle 
Sec.,  Henry  D.  Green,  Seattle 

Wash.  St.  Soc.  of  Allergy 

Pres.,  Alexander  Altrose,  Seattle 
Sec.,  Samuel  H.  Tarica,  Seattle 

Washington  State  Society  of  Internal 
Medicine — Sept.  18,  1963 
Pres.,  D.  M.  Ulrich.  Seattle 
Sec.,  J.  H.  Lindberg,  Seattle. 

Yakima  Obstetrical  and  Gynecological 
Society — Last  Monday  (except  July, 
Aug.,  Dec.) 

Sec.,  A.  W.  Bostrom,  Jr. 

Yakima  Surgical  Society — Last  Thurs- 
day (Sept.-May) 

Pres..  James  P.  Thompson 
Sec.,  Donald  K.  WUliams 
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In  trauma, 
whether  it’s 
sutures,  plaster, 
splint  or  sling... 


remember 


‘Empirin’ 
Compound 
to  relieve  pain 


ompound 

e«ptoin< 

«r.  2 ?/2 

«r.  3-1/2 

i/2 

It!  af  Msr«)§ie,  «unc«- 

M dtttdmiafn  sb^  f«¥M  »f  t«i& 

S.“~  AdulUj  1 o#  2 lobltH.  Atey  b*  «•- 
»B  2 b0vrt.  Oo  i»«I  «xc««d  6 In  24  hov^t- 
^ fo  W »»««,  1/2  edwH  (W** 

«r  fBtttff  frMitMftHy,  oad  <or  dowfl*  ^ 
n yndbf  conntir  y»itt  i»hy«4cIon. 
Warrrioa.— “<«#p  N»U  o«d  «H 
BMHftdiMM  oifi  chMftn'f  r#««b> 
•U2HOUGHS  wetiCOME  & CO 
T»<keho0,  K.  Y. 
Mad»  <n  U SA 


Also:  ‘Empirin’®  Compound  with  Codeine  Phosphate* 
gr.  Vs  — No.  1/gr.  14  — No.  2/gr.  Vz  — No.  3/gr.  1 — No.  4 


^Warning— may  be  habit  forming 
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YES, 

THERE 
IS  A 

CONVENIENT 

WAY 

TO  PERFORM 

DIALYSIS- 

ANYWHERE 


Potassium-free  Peridial  and  the 
special  Peridial  administration  sets 
for  peritoneal  dialysis  can  be  used  by 
every  physician  . . . even  in  the  small- 
est hospital . . . regardless  of  location. 
That’s  because  the  Peridial  system 
eliminates  the  need  for  elaborate 
equipment  and  highly  trained  per- 
sonnel . . . Makes  dialysis  easier  and 
more  convenient  than  the  artificial 
kidney. 

We  are  now  offering  a new  line  of 
Peridial  pediatric  equipment.  It 
includes  small  size  bottles  and  a 
special  catheter  designed  for  infants. 

Indications:  Renal  failure,  uremia, 
severe  edema,  hyperpotassemia,  or 
poisoning  from  water-soluble  sub- 
stances. 


c,i  :rary , 

CO . .e/o  of  Phy.cf  Phi 
IV  Couth  2:';nd  Street, 
Phi^ade^pnia  3, Pa. 


Dosage  and  Administration:  Please 
refer  to  package  insert  for  pertinent 
information  for  safe  and  effective 
dosage  under  all  and  any  indicated 
conditions. 

Contraindications:  Infection  of  the 
peritoneal  cavity  is  an  absolute  con- 
traindication to  peritoneal  dialysis. 
Recent  or  extensive  abdominal  sur- 
gery is  a relative  contraindication: 
Note:  Although  this  method  of  inter- 
mittent peritoneal  dialysis  is  a rela- 
tively simple  procedure,  it  is  advisable 
to  arrange  for  the  usual  signed  oper- 
ative permit. 

Supplied:  In  Saftiflask®  “28”  with 
D/2%  Dextrose  or  7%  Dextrose  in 
250  cc.  and  1000  cc. 


Peridial 


For  patients  without  edema:  Peridial  with  1 Vi%  Dextrose.  For  patients  with  edema:  Peridial  with  7%  Dextrose. 
Electrolyte  formulation  for  both  solutions:  Na,  140  mEq/  1 ; Ca,  4 mEq  1 ; Mg,  1.5  mEq,  1 ; Cl,  102  mEq^  1 ; 
HCO3,  43  mEq/1. 
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nuipb  Lu  uie  me  mure  medmrigiui 


With  modern,  intelligent  therapy,  epilepsy  has  an  excellent  prognosis.  "Well  over 
90  per  cent  of  the  patients  can  be  adequately  controlled  so  that  they  can  lead  a 
normal  life  and  take  a useful  and  respectable  position  in  society.”^ 
Diphenylhydantoin  sodium  is  generally  regarded  as  the  standard  in  anticonvulsant 
medication  because  of  its  effectiveness  in  controlling  grand  mal  and  psychomotor 
seizures.2-10  It  possesses  a wide  margin  of  safety,  and  the  incidence  of  side  effects 
is  minimal.''  With  this  agent,  oversedation  is  not  a problem.^  Moreover,  its  use  is 
often  accompanied  by  improvement  in  the  patient’s  memory,  intellectual  per- 
formance, and  emotional  stability.^^ 

Indications:  Grznd  mal  epilepsy  and  certain  other  convulsive  states.  Precautions: 
Toxic  effects  are  infrequent:  allergic  phenomena  such  as  polyarthropathy,  fever, 
skin  eruptions,  and  acute  generalized  morbilliform  eruptions  with  or  without 
fever.  Rarely,  dermatitis  goes  on  to  exfoliation  with  hepatitis,  and  further  dosage 
is  contraindicated.  Eruptions  then  usually  subside.  Though  mild  and  rarely  an 
indication  for  stopping  dosage,  gingival  hypertrophy,  hirsutism,  and  excessive 
motor  activity  are  occasionally  encountered,  especially  in  children,  adolescents, 
and  young  adults.  During  initial  treatment,  minor  side  effects  may  include  gastric 
distress,  nausea,  weight  loss,  transient  nervousness,  sleeplessness,  and  a feeling 
of  unsteadiness.  All  usually  subside  with  continued  use.  Megaloblastic  anemia, 
aplastic  anemia,  leukopenia,  agranulocytopenia,  and  pancytopenia  have  been 
reported.  Nystagmus  may  develop.  Nystagmus  in  combination  with  diplopia  and 
ataxia  indicates  dosage  should  be  reduced.  Periodic  examination  of  the  blood 
is  advisable. 

DILANTIN  (diphenylhydantoin  sodium)  is  available  in  Kapseals  of  0.03  Gm.  and 
0.1  Gm.,  bottles  of  100  and  1000. 

REFERENCES:  (1)  Maltby,  G.  L.:  J.  Maine  M.A.  48:257,  1957.  (2)  Roseman,  E.:  Neurology  11^912, 
1961.  (3)  Bray,  P.  F.:  Pediatrics  23:151,  1959.  (4)  Chao,  D.  H.;  Druckman,  R.,  & Kellaway,  P.:  Con- 
vulsive Disorders  of  Children,  Philadelphia,  W.  B.  Saunders  Company,  1958,  p.  120.  (5)  Crawley, 
J.  W.:  M.  Clin.  North  America  42;317,  1958.  (6)  Livingston,  S.:  The  Diagnosis  and  Treatment  of  Con- 
vulsive Disorders  in  Children,  Springfield,  III.,  Charles  C Thomas,  1954,  p.  190.  (7)  Ibid.:  Postgrad. 
Med.  20:584,  1956.  (8)  Merritt,  H.  H.:  Brit.  M.  J.  1:666,  1958.  (9)  Carter,  C.  H.:  Arch.  Neurol.  & Psy- 
chiat.  79:136,  1958.  (10)  Thomas,  M.  H.,  in  Green,  J.  R.,  & Steeiman,  H.  F.:  Epiieptic  Seizures, 
Baltimore,  The  Williams  & Wilkins  Company,  1956,  pp.  37-48. 

(11)  Goodman,  L.  S.,  & Gilman,  A.:  The  Pharmacological  Basis  of 
Therapeutics,  ed.  2,  New  York,  The  Macmillan  Company,  1955,  p.  187. 
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Trouble  is  I don’t  see  any  way  out. 
I’m  at  a dead  end  in  this  job  and  with 
the  kids  and  ail  I can’t  start  over  now 
learning  another. JJ 
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RECOGNIZE 
THIS  PATIENT? 


When  you  recognize  depression  and  anxiety 
traceable  to  an  emotionally  charged  situation  with 
no  somatic  disorder— start  the  patient  on  'DeproT. 

Typical  situations  in  which  'Deproi'  is  indicated: 

family  problems  ■ financial  worries  ■ loss  of  work  ■ retirement  problems  ■ death 
of  a loved  one  ■ fear  of  cancer  or  other  life-threatening  disease  ■ pre-  and 
post-operative  fears  ■ postpartum  despondency,  and  many  other  stressful  situations. 


When  you  recognize  signs  of  depression  and 

anxiety  and  associate  them  with  an 

organic  condition— add  'DeproK  to  your  therapy. 

Typical  conditions  in  which  'DeproT  should  be  considered 
for  control  of  the  associated  depression  and  anxiety: 

G.l.  disorders  ■ chronic  infectious  diseases  ■ arthritis  ■ alcoholism  ■ obesity 

■ menopause  ■ asthma,  hay  fever  and  related  allergies  ■ dermatoses  ■ cancer 

■ cardiovascular  disorders,  and  many  other  organic  disturbances. 


Deprol 

meprobamate  400  mg.  -f-  benactyzine  hydrochloride  1 mg. 


BRIEF  SUMMARY:  Indications:  Depression,  especially 
when  accompanied  by  anxiety,  tension,  agitation,  rumina- 
tion or  insomnia.  Side  Effects:  Slight  drowsiness  and, 
rarely,  allergic  reactions,  due  to  meprobamate,  and  occa- 
sional dizziness  or  feeling  of  depersonalization  in  higher 
dosage,  due  to  benactyzine,  may  occur.  Meprobamate  may 
increase  effects  of  excessive  alcohol.  Use  with  care  in 
patients  with  suicidal  tendencies.  Consider  possibility  of 
dependence,  particularly  in  patients  with  history  of  drug 


or  alcohol  addiction.  Withdraw  gradually  after  prolonged 
use  at  high  dosage.  Complete  product  information  avail- 
able in  the  product  package-,  or  to  physicians  upon 
request. 

USUAL  ADULT  DOSAGE:  1 tablet  q.i.d.  May  be  increased 
gradually,  as  needed,  to  3 tablets  q.i.d.;  with  establishment 
of  relief,  may  be  reduced  gradually  to  maintenance  levels. 

SUPPLIED:  Light-pink,  scored  tablets.  Bottles  of  50. 


WALLACE  LABORATORIES /CAa/76£//y,  N.  J. 


CO-797 
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Relief  of  pain  is  prompt  in  non-traumatic  neuritis,  including 
herpes  zoster,  when  Protamide  is  administered  early  in  the 
course  of  the  diseased-^  Equally  important,  complete 
recovery  usually  follows  in  three  to  five  days— even  in 
ophthalmic  herpes  zoster>® 


Responds  Promptly  to 

PROTAMIDE 

—colloidal  solution  of  denatured 
proteolytic  enzyme— 


Dosage:  1 ampul  I.  M.  daily  for  2 to  5 days; 
longer  if  pain  persists. 

Caution:  Avoid  I.  V.  administration. 

Boxes  of  10  ampuls,  1.3  cc.  each, 
for  intramuscular  injection. 


DETROIT  11,  MICHIGAN 


References:  1.  Baker,  A.  G.:  Penn.  Med.  J.  65:697  (May)  1960.  2.  Smith,  R.  T.:  New  York  Med.  (Aug.  20)  1952,  pp.  16-19. 

3.  Smith,  R.  T.:  Med.  Clin.  N.  Amer.  (Mar.)  1957.  4.  Lehrer.  H.  W.;  Lehrer,  H.  G..  and  Lehrer,  D.  R.:  Northw. 
Med.  (Nov.)  1955.  5.  Sforzolini,  G.  S.:  Arch.  Ophthal.  62:381  (Sept.)  1959.  6.  Gile,  J.  H.:  W.  Virginia  Med.  J. 
59:120-122  (May)  1963. 
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CORRESPONDENCE 

This  department  is  a forum,  provided  for 
free  individual  expression.  Letters  are  pub- 
lished as  received  and  given  little  or  no 
editing.  Proof  is  submitted  when  time  per- 
mits, before  publication.  Responsibility  for 
statements  rests  with  the  authors  of  these 
communications  and  not  with  this  journal 
which  strives  only  to  protect  the  right  of 
individuals  to  speak  for  themselves.  Ed. 


TEPP  Emergency  is  48  Hours 

EDITOR,  NORTHWEST  MEDICINE; 

I’m  sorry  to  report  that  in  the  typing  of  “Dusting 
with  Tetraethylpyrophosphate”  our  typist  made  a 
mistake  which  escaped  my  attention.  On  page  856 
the  10th  item  that  physicians  should  keep  in  mind 
should  have  read  “The  acute  emergency  lasts  24-48 
hours  and  the  patient  should  be  watched  continu- 
ously during  this  time.” 

Sincerely, 

BERNARD  BUCOVE,  M.D. 

State  Director  of  Health 
Olympia,  Washington 

AMA  Tetanus  Campaign 

EDITOR,  NORTHWEST  MEDICINE; 

The  American  Medical  Association  is  establishing 
an  intensive  and  continuing  campaign  to  improve 
the  immunization  of  the  American  people  against 
tetanus.  This  program  was  started  in  September 
1963,  and  consists  of  public  and  professional  edu- 
cation urging  the  public  to  get,  and  renew,  inocula- 
tions with  tetanus  toxoid. 

Tetanus  is  completely  preventable.  The  armed 
services,  who  provide  tetanus  immunization  routine- 
ly, rarely  have  a case.  During  recent  years  an  aver- 
age of  400  cases  annually  have  occurred  in  the 
United  States.  About  60  per  cent  of  those  afflicted 
have  died.  All  of  these  deaths  were  unnecessary. 

The  death  rate  from  tetanus  is  highest  among 
young  children.  Emphasis  therefore  should  be  placed 
on  inoculating  them  in  infancy.  Usually  this  is  done 
with  triple  vaccine,  including  diphtheria  and  whoop- 
ing cough  along  with  tetanus  toxoid.  Three  in- 
jections four  weeks  apart,  and  a booster  dose  within 
6 to  12  months,  will  establish  immunity. 

After  immunity  has  been  established,  everyone 
should  maintain  protection  by  booster  doses  every 
five  years,  and  a similar  booster  dose  after  any  in- 
jury that  might  introduce  the  infection.  If  immunity 
has  not  been  established  in  infancy,  an  original 
series  of  three  injections  should  be  given  at  any 
age,  and  similarly  followed  by  booster  doses. 

Tetanus  toxoid  is  an  extremely  effective  pre- 
ventive, and  it  is  not  known  to  produce  serious  side 
effects.  Tetanus  antitoxin,  on  the  contrary,  occasion- 
ally produces  serious  reactions  in  people  allergic 


to  horse  serum.  It  is  now  used  only  for  treatment 
of  persons  who  have  failed  to  get  advance  inocula- 
tions with  toxoid.  Both  tetanus  and  the  danger  of 
allergic  reactions  can  be  avoided  by  preventive 
inoculations  with  tetanus  toxoid,  before  injury. 

Even  trivial  puncture  wounds  permit  the  en- 
trance of  Clostridium  tetani.  It  is  commonly  found 
in  soil.  Out-door  living,  gardening  and  sports  make 
everyone  eligible  for  infection.  Cl.  tetani  is  an- 
aerobic. This  is  why  puncture  wounds  particularly, 
provide  conditions  favorable  for  its  growth.  Auto- 
mobile accidents  and  the  disasters  for  which  we 
prepare  in  civil  defense  also  produce  injuries  sub- 
ject to  tetanus  contamination.  Immunization  with 
tetanus  toxoid  before  injury  is  the  only  effective  pro- 
tection. 

Many  adults  are  unaware  of  their  need  for 
periodic  booster  shots.  Each  physician  should  urge 
his  patients  to  be  immunized  and  to  renew  protection 
against  tetanus  regularly.  A high  level  of  immunity 
in  the  population  can  reduce  the  present  needless 
occurrence  of  deaths  from  tetanus.  The  American 
Medical  Association  urges  medical  societies  and  ap- 
propriate health  agencies  to  accelerate  their  efforts 
in  the  prevention  of  tetanus. 

Sincerely, 

F.  J.  L.  BLASINGAME,  M.D. 

Executive  Vice  President 
Chicago,  Illinois 

Questionnaire  Coming 

EDITOR,  NORTHWEST  MEDICINE; 

The  Industrial  Insmance  Committee  of  the  Wash- 
ington State  Medical  Association  is  preparing  an 
extensive  survey  of  the  physicians  of  Washington 
State  to  ascertain  their  feelings  regarding  the  De- 
partment of  Labor  and  Industries  Rules  and  Fee 
Schedule.  This  project  is  being  undertaken  to  ar- 
rive at  an  equitable  fee  schedule  for  the  doctors 
and  to  improve  their  working  relationship  with  the 
Department. 

It  is  of  the  utmost  importance  for  all  doctors  to 
take  the  time  to  answer  the  questionnaire  which 
will  be  mailed  to  them  in  order  to  give  your  Com- 
mittee an  idea  of  your  feelings  about  rules  and 
present  fees.  You  will  be  asked  to  review  the  fees 
and  make  suggestions  as  to  what  you  feel  the  fees 
should  be  for  each  service  which  you  render.  You 
are  urged  to  pay  particular  attention  to  the  pro- 
cedures which  you  do  most  frequently. 

Also,  you  will  be  asked  to  let  your  Committee 
know  which  items  and  fees  or  sections  of  the  pres- 
ent fee  schedule  you  feel  should  be  eliminated.  It 
is  imperative  that  all  doctors  study  the  questionnaire 
carefully,  and  take  the  time  to  fill  it  out  and  return 
it.  The  Committee  needs  your  help  in  determining 
these  fees  so  that  they  can  have  your  backing  in  pre- 
paring a fee  schedule  that  can  be  used  as  a basis 
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for  annual  review  with  the  Department  of  Labor 
and  Industries. 

PLE.\SE  MAKE  A SPECIAL  EFFORT  TO  AX- 
SM'ER  THE  QUESTIONNAIRE.  It  is  anticipated 
the  cpiestionnaire  will  be  mailed  the  first  of  the  year. 

Sincerely, 

EDW.\RD  F.  C.\DM.\N,  M.D. 

Chairman 

Industrial  Insurance  Committee 

Men  of  Science 
Should  Not  Be  Monolingual 

EDITOR,  NORTHWEST  MEDICINE: 

.\llow  me  to  commend  you  for  giving  us  Span- 
ish abstracts  for  articles  as  published  in  northwest 
MEDIC1.NE.  For  any  of  us  who  are  trying  to  gain  a 
little  better  knowledge  of  Spanish  these  abstracts 
are  ver\-  useful.  We  Americans  generally  are  quite 
deficient  in  our  abiliU'  to  use  and  understand  foreign 
languages.  Ainthing  that  will  stimulate  men  of 
science  to  correct  this  deficienc\'  is  certainly  worth- 
while. 

Yours  sincerely, 

S.  F.  HERRM.VN.N,  M.D. 

707  Medical  Arts  Building 
Tacoma,  Washington 


In  Defense  of  Dr.  Fritz 

The  following  letter  is  published  as  received  in 
accordance  with  the  statement  (p.  931)  on  purpose 
of  this  department.  We  take  heart  from  the  evidence 
provided  here,  in  the  letter  from  Dr.  White,  and 
the  article  by  Dr.  Fritz,  that  individualism  is  not 
dead.  We  are  personally  acquainted  with  the  three 
physicians  concerned  and  have  the  highest  possible 
regard  for  all  three.  We  are,  however,  able  to 
recognize  certain  significant  differences  in  tempera- 
ment and  characteristics.  Indeed,  it  would  be  diffi- 
cult to  find  three  men  less  alike,  except  in  one 
shared  quality  of  transcendant  importance.  Each 
has  the  courage  to  face  the  target  of  his  remarks 
and  say  what  he  thinks.  It  would  be  a better  world 
if  there  were  more  men  with  this  kind  of  strength. 

Ed 

EDITOR,  NORTHWEST  MEDICINE: 

Undoubtedly  your  space  devoted  to  A"ox  Pop’ 
could  be  filled  a thousand  times  over,  but  naturally 
there  has  to  be  some  space  for  advertising.  How- 
ever, the  diatribe  leveled  at  Dr.  Fritz  certainly 
shouldn’t  go  without  comment  by  someone  if  only 
by  the  SPCA. 

I am  not  acquainted  with  L.  A.  White,  M.D.  (as 
he  calls  himself)  nor  have  I any  burning  desire  to 

continued  on  page  935 


too,  is 
compatible  with  a well- 
balanced  menu.  As  a 
pure,  wholesome  drink, 
it  provides  a bit  of  quick 
energy.. brings  you  back 
refreshed  after  work  or 
play.  It  contributes  to 
good  health  by  provid- 
ing a pleasurable  mo- 
ment’s pause  from  the 
pace  of  a busy  day. 
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the  intruder... 

and  the  resentful  family 

victims  of 

‘‘communicable”*  anxiety 

under  6 to  over  60 
all  responsive  to 

;iTa  R3X 

hydroxyzine  HCI 

■ the  tranquilizer  for  patients  of  any  age, 
in  any  stage  of  anxiety 

■ flexible  dosage  controls  disturbances 
ranging  from  mild  to  severe 

■ exceptionally  well  tolerated, 
even  in  high  doses 

■ promotes  natural  physiological  sleep 
through  relief  of  tension 

■ tasty  syrup  form  for  children, 
varied  tablet  strengths  for  adults 


The  tension  generated  by  the  emotionally 
disturbed  patient  cannot  fail  to  have 
a detrimental  effect  on  the  emotional 
well-being  of  the  entire  household. 
Consequently,  more  than  one  member 
of  the  family  may  require  the  relief  that 
Atarax  (hydroxyzine  HCI)  provides. 
Because  it  has  such  a wide  therapeutic 
latitude  and  is  so  well  tolerated,  it  can  be 
administered  to  patients  of  any  age  for 
prolonged  periods  without  serious  side 
reactions  or  loss  in  effectiveness. 


♦Literally,  of  course,  anxiety  is  not  "communicable"  os 
the  word  is  commonly  used,  but  you  probably  see  many 
patients  whose  emotional  disturbances  ore  transmitted 
to  and  reflected  in  the  people  who  ore  closest  to  them. 


^TTIRTIX®  syrup  and  tablets 

hydroxyzine  HCI 

Side  effects  and  precautions:  No  serious  side 
effects  have  been  reported  and  confirmed  in 
the  administration  of  Atarax  (hydroxyzine  HCI) 
to  date.  Therapeutic  doses  seldom  impair 
mental  alertness.  If  drowsiness  occurs,  it  is  usu- 
ally transitory  and  may  disappear  in  a few 
days  of  continued  therapy  or  with  reduced  dos- 
age. Dryness  of  the  mouth  may  be  encountered 
at  high  doses.  Involuntary  motor  activity  not  un- 
like that  seen  with  high  doses  of  other  psycho- 
tropic agents  has  been  reported  in  some 
hospitalized  patients  on  high  dosages  of  hy- 
droxyzine HCI,  although  continuous  therapy 
with  one  gram  daily  has  been  employed  in 
some  patients  without  encountering  this  effect. 
In  some  patients  receiving  anticoagulant  ther- 
apy concurrently  with  this  tranquilizer,  the  anti- 
coagulant requirement  may  be  decreased; 
patients  receiving  both  drugs  should  be  fol- 
lowed closely  and  appropriate  laboratory 
studies  performed  regularly.  The  potentiating 
action  of  hydroxyzine  HCI  is  mild,  but  must  be 
taken  into  consideration  when  it  is  used  in  con- 
junction with  central  nervous  depressants. 

Oral  dosage  for  adults:  Range:  25  mg.  t.i.d.  to 
100  mg.  q.i.d.  Recommended  dosage:  100  mg. 
to  150  mg.  daily  in  divided  doses,  depending 
on  severity  of  symptoms  and  patient  response. 
Oral  dosage  for  children:  6 years  and  under, 
50  mg.  daily  in  divided  doses;  6 years  and  over, 
50-100  mg.  daily  in  divided  doses. 

Supplied:  Syrup  (hydroxyzine  HCI  10  mg  per 
5 cc.;  ethyl  alcohol  0.5%  v/v)  in  pint  bottles. 
Tablets  (hydroxyzine  HCI  10  mg.  and  25  mg.) 
in  bottles  of  100  and  500;  (hydroxyzine  HCI  50 
mg.  and  100  mg.)  in  bottles  of  100. 

FOR  A HIGH  POTENCY  VITAMIN  B 

COMPLEX  WITH  C,  RECOMMEND  ASF® 

(anti-stress  formula). 


New  York,  N.  Y. 

Division,  Chos.  Pfizer  & Co.,  Inc. 
Science  for  the  World's  Well-Being® 


continued  from  932 
become  very  close  to  anybody,  especially  a Phy- 
sician, who  would  stay  in  the  office  of  “Indian 
Affairs”  anywhere  for  8 years.  Any  recent  gradu- 
ate might  have  gotten  himself  so  involved,  but  after 
a year  or  two  the  ‘medical  amniotic  fluid’  should 
have  dried  on  his  ears  and  kept  him  from  whiling 
away  approximately  l/5th  of  his  medical  life  so 
notoriously.  It’s  a little  surprising  too,  after  8 bitter 
years  in  Alaska,  L.  A.  White,  M.D.’s  skin  didn’t 
get  a little  thicker. 

But  enough  of  this;  Dr.  Fritz  doesn’t  need  any- 
body to  come  to  his  defense  but  one  is  nevertheless 
tempted  to  suggest  that  if  that  apple-box  full  of 
adenoid  tissue  had  been  more  carefully  removed 
who  knows  but  maybe  L.  A.  White  would  like 
Dr.  Fritz  and  think  more  highly  of  a T & A. 

Sitrcerely, 

EUGENE  F.  MCELMEEL,  M.D. 

Seattle,  Washington 

Fluoridation 

EDITOR,  NORTHWEST  MEDICINE: 

I wish  to  congratulate  you  on  your  fine  editorial 
in  the  September  issue  on  chronic  fluoride  poisoning. 
As  far  as  I know,  no  other  medical  publication  has 
taken  the  stand  on  fluoridation  that  you  have. 

Every  doctor  knows  (or  should  know)  that  fluo- 
rine is  a dangerous  poison.  Your  quotes  from  a 
French  and  a South  African  medical  journal  cer- 
tainly confirm  this.  The  fact  that  these  findings 
have  not  been  reported  or  confirmed  in  the  United 
States  only  shows  that  there  is  a conspiracy  of 
silence  in  this  country  about  the  bad  effects  of 
fluorine.  At  least,  you,  through  your  journal,  are 
informing  the  medical  profession  of  the  Northwest 
so  that  they  will  not  allow  this  dangerous  chemical 
to  be  added  to  our  water  supplies. 

It  is  a sad  thing  to  contemplate  that  the  water 
supply  of  26  per  cent  of  the  population  of  the  United 
States  now  contains  noxious  amounts  of  this  harm- 
ful drug. 

Would  it  not  be  worthwhile  to  send  a copy  of 
your  editorial  to  members  of  our  allied  professions, 
the  chiropractors  and  naturopaths?  We  know  that 
they  are  on  our  side  in  this  fight.  Also  the  pharma- 
ceutical manufacturers  should  be  warned,  as  they 
are  starting  to  add  it  to  vitamins. 

I am  sure  that  in  future  years,  the  generation 
now  growing  up  in  our  part  of  the  country  will  thank 
you  for  your  fight.  Yours  very  truly, 

WARREN  A.  KADAS,  M.D. 

Sutherlin,  Oregon 

We  are  waging  no  particular  campaign  for  or 
against  fluoridation  hut  have  always  offered  to  pub- 
lish material  on  either  side  of  the  issue.  Absence  of 
scientific  articles  or  letters  promoting  fluoridation 
of  public  water  supplies  merely  indicates  failure  of 
supporters  to  communicate.  Ed 
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the  best  of  everything  most  coughers  need. . . 

^Dimetane  Expectorant  Dimetane'Expectorant-DC 


Each  5 cc.  teaspoonful  contains  Dimetane®  (brom- 
pheniramine maleate),  2.0  mg.;  glyceryl  guaiaco- 
late,  100.0  mg.;  phenylephrine  hydrochloride,  5.0 
mg. ; phenylpropanolamine  hydrochloride,  5.0  mg. 
Dimetane  Expectorant-DC  also  provides  codeine 
phosphate,  10  mg./5  cc.  (Warning : may  be  habit- 
forming.)/ The  best  of  everything  most  coughers 
need  — an  excellent  antihistamine,  an  efficient 
expectorant,  and  two  outstanding  decongest- 
ants — blended  judiciously , flavored  deliciously. 


BRIEF  SVMMARY / Indications : Dimetane  Expectorant 
and  Dimetane  Expectorant-DC  are  indicated  for 
relief  of  cough  in  allergic  states  and  acute  U.R.I. 
Side  Effects:  Mild  drowsiness  associated  with  brom- 
pheniramine maleate  may  occur  infrequently.  Some 
rare  patients  are  sensitive  to  codeine.  Precautions: 
Administer  with  caution  in  the  presence  of  cardiac 
or  peripheral  vascular  diseases  and  hypertension. 
Contraindications:  Antihistamine  sensi- 
tivity. Not  recommended  for  use  during 
pregnancy. 

A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VA. 


Tension? 

Hypertension? 

Control  both  with  SerpasiP 

(reserpine  CIBA) 


Patients  with  high  blood  pressure 
plus  one  or  more  symptoms  of  ten- 
sion-restlessness, rapid  heart  rate, 
excessive  sweating,  agitation— bene- 
fit from  the  distinctive  calming  action 
of  Serpasil  (reserpine).  It  shields  the 
tense  hypertensive  patient  from  ner- 
vousness that  raises  his  blood  pres- 
sure. Result:  pressure  goes  down, 
heart  rate  decreases.  Useful  in  all 
grades  of  hypertension,  either  alone 
or  as  a background  agent. 

Average  Dosage:  0.25  to  0.5  mg. 
daily. 

Side  Effects:  Occasional:  lassitude, 
drowsiness,  nasal  congestion,  loose- 


ness of  stools,  increased  frequency 
of  defecation.  Rare;  anorexia,  head- 
ache, bizarre  dreams,  nausea,  dizzi- 
ness. Nasal  congestion  and  increased 
tracheobronchial  secretions  may 
occur  in  babies  of  mothers  treated 
with  reserpine. 

Cautions:  Severe  mental  depression 
has  appeared  in  a small  percentage 
of  patients,  primarily  in  a dosage 
above  1 mg.  daily.  Usually  the 
patient  had  a pre-existing,  incipient, 
endogenous  depression  which  was 
unmasked  or  accentuated  by  reser- 
pine. When  the  drug  is  discontinued, 
depression  usually  disappears,  but 


hospitalization  and  shock  therapy 
are  sometimes  required.  Daily  dos- 
age above  0.25  mg.  is  contraindi- 
cated in  patients  with  a history  of 
mental  depression  or  peptic  ulcer. 
Withdraw  Serpasil  (reserpine)  2 
weeks  before  surgery,  if  possible. 
For  emergency  surgical  procedures, 
vagal  blocking  agents  should  be 
given  parenterally  to  prevent  or 
reverse  hypotension  and/or  brady- 
cardia. 

Supplied:  Tablets,  0.1  mg.,  0.25  mg. 
and  1 mg. 

CIBA 

2/3I05MB  SUMMIT,  N.J. 
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urine 

tests 


as 

basic 


your 

stethoscope 


Ames  products  are  available 
through  your  regular  supplier. 


oacetest' 

urine  hetonei 

0 clinitest' 

urint  sugat 

Oictotest 


unne  bilirubin 


albustix' 

urine  pmtein 

clinistix’ 

urine  glucose 

hemastix’ 

hematuria!  hemoglobinuria 

ketostix' 
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PROTEIN 

physiologic- 
in  type  and  quantity 
1.5%  total 

60  parts  lactalbumin; 
40  parts  casein 


MINERALS 

physiologic— 
for  the  immature 
infant  renal  system 


just  add  T.L.C.^ 


to  this  physiologic  formula 


Formula 


I 


prepared  formula  for  Infants,  Wyeth 


Wyeth  Laboratories 


Philadelphia  1,  Pa. 

♦Tender  Loving  Care 
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in  cerebrovascular  insufficiencies 


continued  clinical  evidence  documents 


ISOXSUPRINE  HCI 


increases  cerebral  blood  flown  reduces  number  of  ischemic 
attacks"  □ well  tolerated  in  long-term  therapy 

Dosage  and  administration : Oral  — 10  to  20  mp:.  (1  to  2 tablets)  t.i.d.  or  q.i.d. ; I.  M.  — 5 to  10  mg.  b.i.d.  or  t.i.d.  Contraindications : 
There  are  no  known  contraindications  to  oral  administration  in  recommended  doses.  Cautions:  Do  not  give  immediately  post- 
partum or  in  the  presence  of  arterial  bleeding.  Pax'enteral  administration  not  recommended  in  the  presence  of  hypotension  or 
tachycardia.  Avoid  intramuscular  doses  above  10  mg.  Side  effects:  Occasional  palpitation  and  dizziness  usually  controllable  by 
dosage  adjustment.  Brief  hypotension  or  tachycardia  may  occur  with  intramuscular  doses  of  10  mg.  or  more. 

For  complete  details  on  indications,  dosage,  administration,  and  clinical  background,  see  the  brochure  of  this  product  available 
on  request  from  Mead  Johnson  Laboratories.  Evansville  21,  Indiana. 

References : (1)  Blouin,  L.,  and  Overman,  R.  R. : Detailed  reports  in  Mead  Johnson  Research  Files.*  (2)  Cloning,  K.,  and  Klaus- 
berger.  E.  M. : Wien.  klin.  Wchnschr.  70:145-149  (Feb.  28)  1958.  (3)  Whittier.  J.  R.,  and  Dhrymiotis,  A.  D.:  Angiology  15:324-327 
(July)  1962.  (4)  Horton,  G.  E.,  and  Johnson,  R C.,  Jr.:  The  Application  of  Radioisotopes  to  the  Study  of  Cerebral  Blood  Flow  and 
the  Effects  of  Isoxsuprine  (to  be  published).  (5)  Dho’miotis,  A.  D.,  and  Whittier,  J.  R. : Current  Therap.  Res.  4:124-129  (April) 
1962.  ’Available  upon  request  from  Mead  Johnson  Laboratories,  Evansville  21,  Indiana. 

MEAD  JOHNSON  S COMPANY.  EVANSVILLE  21,  INDIANA.  14163 


Mead  Johnson 
Laboratories 


Symbol  of  service  in  medicine 


SANCl^jN^ylt/uiZfiUaZt 


BELAP 

Antispasmodic  sedative 
Natural  alkaloids  of  Belladonna 


economical  to  use 


BELAP  No.  0 Formula 


Belladonna  Extract % gr.* 

Phenobarbital % gr. 

BELAP  No.  1 Formula 

Belladonna  Extract % gr.* 

Phenobarbital % gr. 


BELAP  No.  2 (Scored)  Formula 


Belladonna  Extract % gr.* 

Phenobarbital 'A  gr. 


*Eguivalent  5 minims  Tinct.  Belladonna;  USP. 


Prescribe  BELAP  with  confidence 


HAACK  LABORATORIES,  INC. 

P.O.  Box  3286,  Portland,  Oregon  97208 
A division  of  Lemmon  Pharmacol  Co. 
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The  Lady  Governors  of  the  Old  Men’s  Home  at  Haarlem 


FRANS  HALS,  1580/81-1666 


In  Geriatrics... 

METAMUCII!  Provides  Bland  Smoothage 

brand  of  psyllium  hydrophilic  muciltoid 


The  tendency  of  the  elderly  to  subsist  on  low- 
residue  foods  often  is  a prime  cause  of  bowel 
sluggishness.  Adequate  fecal  content  is  nec- 
essary to  maintain  normal  colonic  function, 
since  intracolonic  distention  is  nature’s 
method  of  stimulating  reflex  peristalsis. 

Metamucil,  therefore,  fulfills  a basic  func- 
tion in  the  treatment  of  geriatric  constipa- 
tion. It  both  softens  hard,  dehydrated  fecal 
concretions  and  adds  smooth,  nonirritant, 
easily  compressible  hydrophilic  bulk. 

Metamucil  applies  a physiologic  principle 
to  correct  constipation  naturally. 

Average  Adult  Dose:  One  rounded  tea- 
spoonful of  Metamucil  powder  (or  one 
packet  of  Instant  Mix  Metamucil)  in  a glass 
of  cool  liquid.  To  Metamucil  powder,  a re- 


fined, purified  and  concentrated  psyllium 
hydrophilic  mucilloid,  an  equal  amount  of 
dextrose  is  added  as  a dispersing  agent.  Each 
dose  of  the  powder  furnishes  a negligible 
amount  of  sodium  and  14  calories.  To  the 
mucilloid  in  Instant  Mix  Metamucil  citric 
acid,  sodium  bicarbonate  and  mild  flavoring 
are  added.  Each  dose  of  Instant  Mix  Meta- 
mucil furnishes  0.25  Gm.  of  sodium  and  3 
calories.  Metamucil  is  available  as  Meta- 
mucil powder  in  containers  of  4,  8 and  16 
ounces  and  as  flavored  Instant  Mix  Meta- 
mucil in  cartons  of  16  and  30  single-dose 
packets. 

G.  D.  SEARLE  & CO. 

CHICAGO,  ILLINOIS,  60680 

Research  in  the  Service  of  Medicine 
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guest  editorial:  McnopaHse  is  Ohsoletc 

ROBERT  A.  WILSON,  M.D.,  Robert  A.  Wilson  Research  Foundation,  Inc. 

New  York,  New  York 


A girl  becomes  a woman  when  estrogen  and 
progesterone  arrive.  When  they  depart,  she  is 
a woman  by  courtesy  only— in  reality  a castrate. 

The  favorable  metabolic  effects  of  estrogen 
and  progesterone  on  every  body  cell  are  not 
fidly  realized.  Estrogen  improves  cell  perme- 
ability and  regulates  the  supply  of  micronu- 
trients, enzymes,  glucose,  minerals,  and  water. 
Progesterone,  while  primarily  catabolic,  is  defi- 
nately  needed  for  balanced  cell  metabolism. 
Both  are  essential  for  homeostasis. 

The  effects  of  estrogen  and  progesterone  de- 
ficiency are  so  completely  documented  that  to 
list  them  would  be  repetitious.  Menopausal 
women  are  not  normal;  they  suffer  from  a de- 
ficiency disease  with  serious  sequelae  and  need 
treatment. 

Removal  of  the  ovaries  and  uterus  in  women 
in  the  twenties  and  thirties  is  sometimes  neces- 
sary and  denying  them  full  hormonal  replace- 
ment is  the  rule  rather  than  the  exception— a form 
of  medical  barbarism.  This  is  also  true  when  the 
denial  is  in  the  forties  or  fifties,  and  even  later. 
Although  the  insult  decreases  with  age,  every 
cell  is  adversely  affected.  If  there  is  to  be  denial 
—a  cut-off  point— at  what  age  is  it  to  be?  Who 
is  to  decide  this?  On  what  research  is  it  to  be 
based? 

When  the  thyroid  weakens  with  age,  replace- 
ment therapy,  continued  indefinitely,  causes  no 
concern;  this  applies  to  the  pancreas  and  ad- 
renals too.  But  when  the  gonads  fail  at  the 
menopause  a different  philosophy  prevails— 
“Don’t  interfere  with  nature.” 

Precise  diagnosis  and  treatment  is  the  rule 
when  ovarian  failure  occurs  in  the  twenties  or 
early  thirties,  yet  after  about  age  35  this  is 
seldom  the  case.  Failure  is  attributed  to  early 
menopause  and  there  is  a loss  of  therapeutic 
interest.  The  patient  is  told  to  e.xpect  amelior- 
ation and  preparation  for  future  adjustment,  but 
not  cure. 

About  ten  per  cent  of  women  maintain  a high 
estrogen  titer  as  late  as  age  60.  One  of  these 
visits  her  gynecologist.  After  examination,  plus 
an  analysis  of  the  vaginal  smear,  he  compliments 
her  on  her  perfect  condition— her  high  estro- 

Permission  to  publish  simultaneously  granted  by  Con- 
necticut Medicine.  The  December,  1963,  issue  of  that  jour- 
nal also  carries  this  editorial. 


genicity.  A few  days  later  he  is  visited  by  her 
twin  sister  with  atrophic  breasts,  senile  vaginitis 
and  many  bizarre  symptoms  of  the  menopause. 
Finding  a low  cornification  index,  he  reluctantly 
prescribes  estrogen  in  low  dosage,  and  a tran- 
quillizer, “to  tide  her  over  this  trying  period.”  She 
immediately  challenges  him,  “Logically,  Doc- 
tor, my  estrogen  level  must  be  elevated  to  that 
of  my  sister  or  you  must  reduce  her  level  to 
mine.  You  cannot  have  it  both  ways.” 

Replacement  therapy  with  both  hormones  pre- 
sents few  problems  when  the  ovaries  and  uterus 
have  been  removed.  If  the  ovaries  are  removed, 
or  functionally  dead,  but  the  uterus  is  intact, 
cyclic  replacement  therapy  will  result  in  with- 
drawal bleeding.  This  cannot  be  dispensed  with 
because  of  the  systemic  metabolic  effects  of 
progesterone  in  addition  to  its  needed  target 
action  on  the  perilobular  and  alveolar  tissues 
of  the  breasts.  This  bleeding  prevents  endo- 
metrial hyperplasia.  Endometrial  cancer  may  be 
inhibited,  or  even  cured,  by  progesterone  and 
its  derivatives.'  Early  in-situ  endometrial  cancer 
is  surely  restricted  from  further  invasion  by  the 
wholesale  destruction  of  surrounding  tissue  and 
its  subsequent  lavage  of  rhythmic  bleeding. 

If  steroid  hormones  remained  in  their  glands 
of  origin  they  would  be  useless  to  body  economy. 
Target  or  any  other  cells  do  not  care  where  their 
estrogen  and  progesterone  originate.  Funda- 
mentally the  gonads  are  pharmaceutical  labor- 
atories; when  the  ovaries  close  up  shop,  the  soma 
is  quite  content  to  receive  its  steroids  from  the 
corner  drug  store. 

The  percentage  of  superficial  cells  in  the 
Papanicolaou  smear  is  a valuable  tool  in  esti- 
mating estrogen  deficiency— “treat  the  smear.” 

The  daily  ingestion  of  a tablet  represents  the 
essential  difference  between  a life  partly  lived 
or  a full  one— a body  and  mind  of  multiple  di- 
visions, or  homeostasis,  the  complete  woman. 
One  of  our  best  knowai  and  loved  professors  re- 
cently said,  “Something  must  be  done  for  these 
poor  women.”  The  menopause  became  as  ob- 
solete as  the  bow  and  arrow  the  day  potent  oral 
progestogens  were  born.* 

REFERENCE 

1 Wilson.  R.  A.,  The  roles  of  estrogen  and  progesterone 
in  breast  and  genital  cancer,  J.A.M.A.  182:  327-331,  (Oc- 
tober 27)  1962. 
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EFFECTIVE  . . 


EVEN  IN  THE  PRESENCE 
OF  FOOD 


McCarthy  and  Finland'  demonstrated  that  V-Cillin  K is  well  absorbed  even  in  the 
presence  of  food.  No  nonabsorbers  have  ever  been  found.  Thus,  whether  taken  before 
or  after  meals,  V-Cillin  K provides  consistently  dependable  clinical  results. 


Indications:  V-Cillin  K is  an  antibiotic  useful  in  the 
treatment  of  streptococcus,  pneumococcus,  and  gono- 
coccus infections  and  infections  caused  by  sensitive 
strains  of  staphylococci.  Precautions:  Although  sen- 
sitivity reactions  are  much  less  common  after  oral 
than  after  parenteral  administration,  V-Cillin  K should 
not  be  administered  to  patients  with  a history  of  allergy 
to  penicillin.  As  with  any  antibiotic,  observation  for 
overgrowth  of  nonsusceptible  organisms  during  treat- 
ment is  important.  Dosage:  The  usual  dosage  range 


is  125  mg.  three  times  daily  to  250  mg.  every  four 
hours.  Supplied:  Tablets  V-Cillin  K,  125  or  250  mg. 
(scored),  and  V-Cillin  K,  Pediatric,  125  mg.  per  5-cc. 
teaspoonful,  in  40,  80,  and  150-cc.-size  packages. 

1.  McCarthy,  C.  G.,  and  Finland,  M.:  Absorption  and 
Excretion  of  Four  Penicillins,  New  England  J.  Med., 
26i.-315,  1960. 

Additional  information  available  upon  request.  Eli 
Lilly  and  Company,  Indianapolis  6,  Indiana. 


V-CILLIN  K®  PROVIDES  CONSISTENTLY  DEPENDABLE  CLINICAL  RESULTS 

POTASSIUM  PHENOXYMETHYL  PENICILLIN 
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Radioactive  Mercury  Brain  Scan 

Clinical  Appraisal  of  260  Cases 

GORDON  D.  LaZERTE,M.D. /LAWRENCE  M.  KNOPP.M.D.  Seattle,  Washington 


I n 1961,  we  decided  to  evaluate  the  radioisotope 
brain  scan  at  St.  Frances  Xavier  Cabrini  Hos- 
pital, Seattle,  for  the  diagnosis  of  intra-cranial 
lesions,  concentrating  on  one  isotope  technique.’ 
We  performed  our  first  scans  in  the  spring  of 
1962  and,  after  early  favorable  e.xperience,  used 
the  test  with  increasing  frequency  so  that  after 
a little  more  than  one  year’s  experience  we  are 
able  to  report  on  260  cases.  We  have  followed 
the  clinical  course  of  all  these  patients,  and  have 
lost  track  of  none  of  them.  Even  though  it  is 
obviously  too  soon  for  the  definitive  diagnosis 
to  be  established  in  every  case,  there  is  abun- 
dant evidence  that  the  test  is  both  valuable  and 
harmless.  We  offer  this  paper  in  the  belief  that 
its  background  and  performance  should  be  more 
widely  known. 

The  most  reliable  pre-existing  techniques  for 


abstract 

LAZERTE,  G.  D.,  L.  M.  KNOPF  (St.  Frances  X.  Cabrini 
Hospital,  Seattle,  Washington,  U.S.A.)  Radioactive 
mercury  brain  scan.  Northwest  Med.  62:945-950 
(Dec)  1963. 

In  a series  of  260  patients  the  radioactive  mer- 
cury brain  scan  demonstrated  elearly  40  of  47 
brain  tumors.  Of  the  five  tumors  missed  com- 
pletely, two  were  in  the  pons  and  two  were  in 
the  pituitary.  The  scan  was  equivocal  in  one 
patient  with  acoustic  neurinoma  and  in  another 
case  with  meningeal  carcinomatosis.  The  radi- 
ation exposure  to  the  patient  is  reported  to  be 
0.3r  to  the  body  generally,  and  50r  to  the 
kidney  where  the  isotope  is  concentrated.  These 
are  innocuous  levels,  but  their  possible  genetic 
significance  should  he  borne  in  mind  when 
dealing  with  children  and  young  adults.  There 
is  no  morbidity  from  the  test.  It  is  a simple  out- 
patient procedure  in  which  the  patient  merely 
reeeives  an  intravenous  injection  of  5 to  7 mg 
of  chlormcrodrin  (less  than  the  amount  in  one- 
half  tablet  of  Neohydrin)  tagged  by  substituting 
j^g203  jQf  ordinary  mercury.  The  authors  con- 
sider the  radioactive  brain  scan  to  be  the  single 
most  important  aid  to  the  clinical  diagnosis  of 
brain  tumor. 


delineating  lesions  of  the  brain  have  involved 
introducing  large  amounts  of  iodinated  com- 
pounds into  the  major  arteries  of  the  brain,  or 
air  into  the  fluid  spaces,  in  order  to  provide 
roentgenographic  contrast.  As  these  techniques 
have  become  refined,  brain  tumors  and  operable 
vascular  lesions  have  been  identified  em'lier  and 
the  results  of  neurosurgical  treatment  have  be- 
come increasingly  more  hopeful.  In  order  to  ac- 
celerate this  trend  there  have  been  many  efforts 
to  identify  intra-cranial  lesions  by  simpler  tech- 
niques with  less  morbidity  than  contrast  studies, 
so  that  diagnosis  could  be  made  even  earlier 
in  the  course  of  these  lesions.  It  is  well  known 
that  in  some  parts  of  the  brain,  lesions  may 
attain  considerable  size  before  producing  defi- 


absfracfo 

LAZERTE,  G.  D.,  L.  M.  KNOPP  (St.  Fraiices  X.  Cabrini 
Hospital,  Seattle,  Washington,  U.S.A.)  Radioactive 
mercury  brain  scan.  Northwest  Med.  62:945-9.50 
(Dec)  1963. 

En  una  serie  de  260  pacientes,  el  escintilo- 
grama  del  eerebro  revelo  claramente  40  entre 
47  turnores  cerebrales.  De  cinco  turnores  no  de- 
tectados,  dos  estaban  en  la  protuberancia  y dos 
estaban  en  la  hipofisis.  El  escintilo grama  fuc 
dudoso  en  un  paciente  que  tenia  una  neurinoma 
aciistica  y en  otro  con  carcinomatosis  meningea. 
La  exposicion  radioactiva  del  paciente  se  dice 
que  es  de  unos  0,3  r al  cuerpo  en  general  y 50 
r a los  rihones,  lugar  en  que  el  isotopo  se  con- 
centra.  Estos  niveles  son  innocuos  pero  sus  posi- 
ble  significacion  gentica  debe  ser  tornado  en 
consideracion  cuando  se  trata  de  nihos  o adultos 
jovenes.  El  test  mismo  no  tiene  rnorbilidad  nin- 
quna.  Es  un  proeedimiento  scncillo,  que  puede 
hacerse  en  pacientes  ambulatories.  Consiste  en 
la  inyeccion  intravenosa  de  cinco  o siete  mg  de 
clorrnerodrin  (menos  que  la  eantidad  contenida 
en  la  mitad  de  una  tableta  de  Neohydrin)  “mar- 
cado”  por  la  substitucion  del  Hg  por  Los 

aidores  consideran  el  escintilograma  del  cerebo 
como  la  ayuda  mas  importante  de  que  se  puede 
disponer  en  el  dignostico  clinico  de  los  turnores 
cerebrales. 
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nite  signs  and  symptoms,  yet  the  available,  re- 
liable techniques  of  diagnosis  have  had  in  them- 
selves sufficient  morbidit\'  that  they  could  not 
be  applied,  except  when  there  was  reasonable 
clinical  assurance  of  finding  a lesion.  The  only 
really  innocuous  procedure,  the  electroencephal- 
ogram, has  left  much  to  be  desired  in  the  diag- 
nosis of  brain  tumors. 

A number  of  different  techniques  using  radio- 
isotopes have  been  devised  for  demonstrating 
brain  lesions,  but  only  recently  has  one  of 
these  proven  to  be  both  effective  and  reasonably 
simple  to  perform.  This  is  the  technique  an- 
nounced by  Blau  and  Bender'  in  June  1960  at 
the  meeting  of  the  SocieU'  of  Nuclear  Medicine. 
This  work  was  confirmed  shortly  thereafter  by 
Brinkman  and  his  associates  at  the  University 
of  Michigan.-  In  this  paper  we  shall  review 
briefly  the  principles  in\'ol\ed  in  brain  scan- 
ning, and  present  our  results. 

differential  barrier 

In  developing  an  isotope  brain  scanning  tech- 
nique, the  first  requirement  is  to  find  an  in- 
nocuous substance  which  will  enter  selectively 
into  the  tumor  or  other  lesion,  and  not  enter 
normal  brain  tissue.  Neurophysiologists  have 
showm  there  there  exists  in  blood  vessels  of  the 
brain  a barrier  which  prevents  free  diffusion  of 
many  substances,  such  as  bilirubin  and  penicillin, 
from  the  blood  into  the  tissue  of  brain,  substances 
which  diffuse  readily  into  other  tissues.  The  ves- 
sels of  most  tumors  do  not  have  this  barrier,  con- 
sequently they  permit  free  diffusion  of  these 
molecules  into  the  lesion,  though  some  low-grade 
astrocytomas  may  prove  to  be  exceptions.  There 
is  a choice  of  molecules  which  may  be  used  to 
e.xploit  this  difference  between  tumor  tissue  and 
normal  brain  tissue  and,  in  fact,  several  mole- 
cules have  been  tagged  with  a radio-nuclide 
and  used  with  varying  degrees  of  success.  Our 
e.xperience  is  limited  to  one  of  these,  chlormero- 
dr in  ( N eohydrin ) . 

basis  of  the  test 

In  addition  to  having  proper  characteristics 
with  respect  to  the  blood  brain  barrier,  it  has 
the  additional  advantage  of  being  cleared  from 
the  blood  by  the  kidneys,  thus  reducing  the  gen- 
eral tissue  background,  particularly  in  the  regions 
of  the  large  intracranial  v^essels.  Since  this  syn- 
thetic organic  mercurial  diuretic  has  been  in 
general  use  for  some  time  its  physiologic  effects 
are  known  and  predictable.  Only  5 to  7 mg.  of 


Fig.  1.  Normal 


chlormerodrin  is  used  in  the  average  scan. 

When  manufactured  for  radioistope  diagnostic 
purposes,  the  isotope  Hg-“'*  is  substituted  for 
ordiniuy  mercury^  (a  mixture  of  Hg'"®  through 
Hg202)  radioactwe  isotope  of  mercury  has 

a single  peak  of  gamma  energy'^  emission  at  .28 
mev  and  has  a half  life  of  45.8  day's.  Since  the 
isotope  accumulates  in  all  tissues  outside  the 
central  nerv’ous  system  proper,  a scan  of  the 
whole  body  would  show  a positive  image  repre- 
senting isotope  concentration  e.xcept  for  a bubble 
of  lesser  concentration  corresponding  to  the 
brain.  Lesions  which  lie  in  this  bubble  can  be 
demonstrated  by'  the  radioisotope  scan.  A nor- 
mal scan  is  illustrated  in  figure  1. 

Once  a molecule  tagged  w'ith  a radio-nuclide 
has  localized  within  a lesion  of  the  brain,  the 
technique  of  delineating  it  becomes  similar  to 
that  of  making  scintiscans  of  the  thy'roid  and 
liv'er.  It  is  not  our  purpose  to  rev'iew  the  tech- 
nical problems  involved,  but  w'e  do  wish  to 
point  out  that  there  is  less  marked  concentra- 
tion of  this  isotope  in  brain  lesions  than  there 
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is  concentration  of  iodine  in  the  thyroid  or  Rose 
Bengal  in  the  liver,  and  hence  more  refined 
equipment  is  required  to  bring  out  the  necessary 
contrast. 

results 

Results  of  our  experience  with  260  scans  are 
tabulated  in  chart  1.  Of  the  cases  reported  as 
negative  on  the  scan,  particular  attention  must 
be  paid  to  the  five  which  subsequently  proved 
to  have  brain  tumors.  Two  of  these  tumors 
proved  to  be  in  the  pons.  Review  of  the  normal 
scan  in  figure  1 shows  why  lesions  of  the  pons 
may  be  missed  by  this  technique.  The  pons,  as 
well  as  the  rest  of  the  brain  stem,  lies  encased 
in  bone  and  thick  layers  of  soft  tissue  which 
take  up  the  isotope  so  that  the  lesions  cannot  be 
outlined  against  this  background  unless  they 
take  up  an  exceptional  amount  of  the  isotope. 
Two  other  cases  which  were  missed  proved  to 
be  cystic  tumors  of  the  pituitary.  It  can  be 
seen  that  lesions  of  the  pituitary,  like  those  of 
the  brain  stem,  may  be  lost  in  the  surrounding 


Chart  1 

Analysis  260  brain  scans 

5 Tumors® 

188  Negative  scans  5 Vascular  accidents 
178  No  organic  lesion 

2 Tumors® “ 

19  Doubtful  scans  2 Vascular  accidents 

15  No  organic  lesion 

4 Chronic  subdural  hema- 
tomas 

53  Positive  scans  40  Tumors 

6 Vascular  accidents 

3 Still  under  observation 

0  No  organic  lesion 

® 2 Cystic  tumors  of  the  pituitary 

1 Glioblastoma 

2 Gliomas  of  pons 

®®  1 Acoustic  neurinoma 

1 Meningeal  carcinomatosis 

high  background  activity.  Plain  films  of  the 
skull  probably  provide  more  useful  information 
about  lesions  of  the  pituitary  than  can  be  learned 
from  the  brain  scan. 

The  fifth  case  proved  to  be  a glioblastoma 
lying  in  the  parietal  region,  a spot  where 
lesions  are  usually  readily  demonstrated  in  the 
scan.  At  the  time  of  the  examination  a brain 
tumor  was  suspected  strongly,  so  bilateral  caro- 
tid and  vertebral  arteriograms  were  performed 
as  well  as  a scan.  All  of  these  were  negative 
and  the  patient  was  treated  medically  for  the 
convulsions  which  brought  this  middle-aged 
woman  to  the  doctor. 

Six  months  later  she  had  a sudden  massive 
cerebral  vascular  accident  and  died  soon  there- 
after. Autopsy  showed  a large  intra-cerebral 
hemorrhage  with  a nodule  of  tumor  histolog- 
ically identified  as  glioblastoma  multiforme 
measuring  3 cm  in  diameter  near  the  center  of 
the  hemorrhage.  The  extent  and  even  the  exis- 
tence of  this  lesion  at  the  time  of  the  scan  six 
months  earlier  remain  speculative. 

Most  of  the  doubtful  scans  proved  to  be  in- 
significant. The  two  tumors  in  this  group  were 
an  acoustic  neurinoma  and  an  example  of  menin- 
geal carcinomatosis  without  any  discrete,  large 
nodule. 

The  patients  with  positive  isotope  scans  all 
proved  to  have  organic  lesions  of  the  brain 
though  at  the  time  of  this  writing  three  of  them 
have  not  been  finally  diagnosed.  The  most  dra- 
matic isotope  concentrating  lesions  were  the 
tumors,  examples  of  which  are  shown  in  figures 
2,  3 and  4.  Figure  2 is  the  scan  of  a middle- 
aged  lady  who  complained  only  of  spells  of 
“lightheadedness.”  She  was  known  to  have  ar- 
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teriosclerotic  heart  disease  with  angina  pectoris, 
and  her  symptoms  could  have  been  attributed 
to  cerebral  ischemia.  But  a brain  scan  was 
ordered  as  a screening  procedure.  The  tumor 
prov^ed  to  be  an  olfactory'  groove  meningioma. 
Other  tumors  demonstrated  by  the  scan  include 
oligodendroglioma,  glioblastoma  (Fig.  3),  hem- 
angioblastoma (Fig.  4)  and  metastatic  carci- 
noma. We  have  not  encountered  any  low-grade 
or  cystic  astrocytomas  in  this  series,  so  we  are 
unable  to  predict  how  well  this  technique  will 
show  these  tumors.® 


vascular  lesions 

About  half  of  the  scans  on  patients  with  vas- 
cular occlusion  were  negative.  The  positive 
scans  showed  a lesser  degree  of  isotope  concen- 
tration than  most  of  the  tumors  with  the  distribu- 


*Tliis  proved  to  be  a prophetic  reservation.  Among 
the  new  cases  we  have  scanned  beyond  the  first  260  re- 
ported here,  we  have  seen  two  more  patients  with  brain 
tumors  which  did  not  show  on  the  scans.  One  of  these 
was  a malignant  glioma  consisting  of  a large  fluid-filled 
cyst  surrounded  by  a 1 cm  shell  of  tumor.  The  other 
tumor  proved  to  be  an  astrocytoma  of  the  thalamus. 


tion  of  the  increased  activity  corresponding  well 
with  the  anatomic  distribution  of  the  vessels 
involved.  In  some  cases  we  were  able  to  follow 
the  patient  clinically  and  repeat  the  scan  at  a 
later  date,  showing  complete  resolution  of  the 
area  of  isotope  concentration.  We  have  con- 
cluded that  ischemia  due  to  arterial  occlusion 
causes  temporary  breakdown  of  the  blood  brain 
barrier  in  the  affected  zone.  Evidently  there  is 
sufficient  circulation  at  the  periphery  of  the 
infarct  for  the  isotope  to  reach  this  area,  and  to 
leak  through  vessels  damaged  by  anoxia.  A typ- 
ical scan  is  shown  in  figure  5,  two  weeks  after 
occlusion  of  a branch  of  the  right  middle  cerebral 
artery. 

The  subdural  hematomas  in  this  series  were 
all  of  two  weeks  or  more  duration,  and  they 
were  readily  demonstrated  on  the  scans,  figure  6. 
Distribution  of  these  lesions,  spread  superficially 
over  a large  part  of  the  affected  hemisphere,  sug- 
gested subdural  hematoma  in  each  case.  The 
best  e.xplanation  for  the  isotope  concentration 
probably  lies  in  the  vascular  granulation  tissue 
membrane  which  forms  around  these  collections 
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Fig.  5.  Infarct 


Fig.  6.  Subdural  Hematoma 


of  blood.  The  scan  shown  in  figure  6 proved 
decisive  in  management  of  the  patient,  for 
he  was  an  elderly  man  who  previously  had  had 
a stroke  with  left  hemiparesis.  There  was  not  a 
clear-cut  history  of  injury,  and  the  lateralizing 
signs,  superimposed  as  they  were  on  his  old 
deficit,  left  considerable  doubt  whether  or  not 
there  was  a new  pathologic  process  going  on  in 
the  brain.  The  scan  provided  the  answer,  and 
250  cc  of  old  blood  was  removed. 

We  have  had  no  mortality  and  no  morbidity 
from  this  test.  There  is  no  discomfort  and  the 
patient  need  not  be  hospitalized.  We  may  an- 
ticipate an  occasional  patient  being  sensitive  to 
mercury  compounds,  but  the  dose  which  we  use 
for  the  scan  ( 0.5  mm  or  less ) is  no  more  than  the 
amount  usually  given  for  a sensitivity  test  dose. 
The  most  serious  precaution  to  be  observed  in 
the  use  of  the  brain  scan  relates  to  radiation 
exposure.  Estimates  of  the  total  dose  vary,  but 
the  original  authors  agree  that  the  total  whole 
body  dose  is  about  0.3  r."-^  The  dose  to  the 
kidneys,  where  the  isotope  is  more  concentrated 


than  it  is  in  the  brain,  may  range  as  high  as 
50  r,  a dose  comparable  to  that  delivered  to 
the  thyroid  for  scanning  of  that  organ.  The  dose 
to  the  kidneys  can  be  reduced  to  a fraction  of 
this  value  by  administering  1 cc  of  ordinary 
“cold”  mercurial  diuretic  24  hours  before  ad- 
ministration of  the  radioactive  material.  This 
routine  accelerates  the  passage  of  the  isotope 
through  the  kidney,  and  in  no  way  effects  the 
quality  of  the  scan.  The  levels  of  radiation  de- 
livered by  this  procedure  are  very  far  below 
those  capable  of  producing  tissue  damage,  but 
in  view  of  the  possible  genetic  effects  of  radi- 
ation we  have  urged  that  the  test  be  used  with 
greater  seleetivity  in  young  subjects. 

comment 

Our  experience  with  the  isotope  brain  scan 
indicates  that  it  is  very  helpful  in  the  diagnosis 
of  intracranial  tumors.  There  are  those  who 
feel  that  this  technique  represents  a largely  un- 
necessary refinement  of  already  adequate  means 
of  diagnosis.  Our  experience  refutes  this  opinion. 
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The  scan  is  an  outpatient  procedure  which  can 
be  used  without  fear  of  complications  in  pa- 
tients who  have  minimal  and  early  signs  of 
s\mptoms.  It  usually  gives  more  precise  infor- 
mation about  the  size  and  location  of  a lesion 
than  the  other  tests,  since  it  demonstrates  tiie 
lesions  itself  rather  than  a displacement  of  nor- 
mal structures.  Thus  it  allows  precise,  anatomic- 
ally located  cranial  flaps  for  the  surgical  ap- 
proach to  tumors  demonstrated.  The  scan  has 
demonstrated  a few  lesions  that  were  missed 
completely  by  ai'teriography  and  air  studies, 
conv'ersely  the  scan  has  missed  a few  lesions 
that  were  demonstrated  by  the  established 
techniques.  Obviously  the  scan  does  not  replace 
other  procedures  but  supplements  and  enhances 
them.  Arteriography  is  still  needed  to  evaluate 
the  v^ascular  supply  and  relations  of  a tumor; 
air  contrast  studies  are  sometimes  required  to 
define  relationships  to  ventricles,  and  the  na- 
ture of  ventricular  blocks  produced  by  tumor. 
It  is  the  scan  to  which  we  should  look  in  the 
future  as  the  best  screening  method  for  that 
large  group  of  patieirts  who  are  borderline  tumor 
suspects,  but  in  whom  the  more  dangerous  con- 
trast procedures  would  be  considered,  if  at  all, 
with  grave  deliberation. 

conclusions 

1.  The  isotope  scan  should  be  used  as  an 


initial  step  in  the  diagnosis  of  suspected  brain 
lesions,  not  as  a subsitute  for  other  techniques. 

2.  Some  tumors  will  not  concentrate  isotope, 
and  others  will  yield  negative  scans  by  virtue 
of  their  location.  Therefore,  a negative  scan 
should  be  considered  in  the  light  of  the  clini- 
cal picture,  and  should  not  be  interpreted  as 
ruling  out  tumor  unless  a meticulous  neuro- 
logical evaluation  has  been  made. 

3.  Radiation  exposure  of  the  patient  is  well 
below  the  level  of  tissue  damage.  The  indications 
for  any  test  involving  radiation  should  be 
weighed  more  carefully  in  children  and  young 
adults. 

4.  The  isotope  scan  is  a simple  outpatient 
procedure  without  morbidity.  In  our  experience 
it  has  proven  to  be  the  single  most  important 
aid  to  the  clinical  diagnosis  of  brain  tumor.* 

Sf.  Frances  X.  Cabrini  Hospital 
Terry  Ave  ir  Madison  St. 

REFERENCES 

1 Blau,  M.,  and  Bender,  M.  A.,  Radiomercury  Hg203 
labeled  Neohydrin,  a new  agent  for  brain  tumor  local- 
ization, J.  of  Nuclear  Med.  3:89-93  (March)  1962. 

2 Brinkman,  C.  A.,  Wegst,  A.  V.,  Haynie,  T.  P.,  Nasjleti, 
C.  E.,  Localization  of  intracranial  tumors  utilizing  Hg203 
labeled  Neohydrin  and  the  photoscanner,  Univ.  Michigan 
M.  Bull.  27:221  ( July-August)  1961. 


Ophthalmologists  and 
Otolaryngologists  to  Meet 

Puget  Sound  Academy  of  Opthalmology  and 
Otolaiyngology  will  hold  its  annual  President’s  Meet- 
ing on  January  17-18  in  the  Olympic  Hotel,  Seattle. 
Speakers  include:  Alston  Callahan,  Birmingham, 

Alabama;  Deane  Hartman,  Los  Angeles;  Merrill 
Reeh,  Portland;  Oscar  J.  Becker,  Chicago;  and  David 
D.  DeW’eese,  Portland.  The  general  topic  of  discus- 
sion will  be  plastic  surgery. 


Northwest  Society  tor  Clinical  Research 

The  Northwest  Society  for  Clinical  Research  will 
hold  its  next  meeting  in  Vancouver,  B.C.,  on  Satur- 
day, January  11,  1964,  at  the  Georgia  Hotel.  For 
further  information,  contact  R.  E.  Beck,  M.D.C.M., 
Northwest  Society  for  Clinical  Research,  Suite  1110- 
750  West  Broadway,  Vancouver  9,  B.C. 
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Physician’s  Approach  to  Helping  the  Child 
Who  is  Failing  in  School 

DANIEL  A.  LAGOZZINO, M.D.  Everett,  Washington 


M ost  students  find  school  a very  satisfying  ex- 
perience. In  faet,  many  find  it  a challenge.  How- 
ever, the  student  who  is  failing  or  doing  poorly 
in  school  is  neither  satisfied  nor  challenged  and, 
as  a result,  becomes  of  concern  to  himself,  to 
his  teachers,  and  to  his  parents. 

At  a time  when  the  paramount  task  facing 
educators  is  to  provide  a vigorous  and  effective 
instruetional  program,  American  education  is 
being  challenged  to  expand  its  educational  goal 
with  respect  to  learning  problems  of  individual 
students.  In  a general  approach  to  the  total 
adaptation  of  the  child  in  the  sehool  setting,  the 
respeetive  roles  of  parent,  teacher,  school  admin- 
istrator, physician  and  individuals  from  related 
disciplines,  in  the  management  of  these  learning 
problems,  calls  for  a reasonable  and  eoordinative 
regimen.  This  program  does  well  to  recognize 
that  “more  frequently  than  is  realized,  behavior 
problems  affecting  learning  are  of  an  organic 
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The  most  important  influence  on  the  student’s 
total  good  health  and  development  is  the  parent- 
child  relationship.  Parents  have  the  primary  re- 
sponsibility for  promoting  that  good  health.  The 
physician  plays  a vital  role  in  enhancing  this 
relationship.  His  use  of  preventive  medicine  in 
skillful  guidance  of  parents  toward  the  goal  of 
achieving  optimum  total  good  health  and  de- 
velopment is  the  logical  way  to  promote  the 
student’s  natural  potential  in  the  classroom. 
Parent,  school  personnel,  and  physician  confer- 
ences and  consultations  with  related  disciplines 
call  for  a reasonable  and  eoordinative  regimen. 
Each  agency  has  valuable  contributions  to  make 
and  each  stands  to  benefit  from  the  efforts  of 
others  in  promoting  the  total  good  health  of 
the  student  failing  in  the  school  situation. 


Read  before  Section  on  Pediatrics,  74th  Annual  Con- 
vention. Washington  State  Medical  Association,  Seattle, 
September  17,  1963. 


basis.  Whether  for  investigation  of  such  causes 
or  for  the  determination  of  the  need  for  medieal 
counseling  or  psychiatric  care,  the  school  should 
urge  the  parents  to  consult  the  child’s  doctor.”' 

It  is  generally  eonceded  that  it  is  the  responsi- 
bility of  parents  to  provide  for  total  health  of 
their  ehildren,  that  the  primary  purpose  of  those 
employed  in  the  public  school  system  is  the 
formal  education  of  the  children  entrusted  to 
them,  that  the  role  of  the  physician  is  to  assist 
in  supervision  of  the  child’s  total  health,  and, 
that  individuals  from  the  related  disciplines  can 
contribute  additional  perspeetive  in  understand- 
ing the  presenting  problem.^ 

procedure 

Since  reeognition  of  a problem  may  occur 
in  the  home,  in  the  school,  or  in  the  physician’s 
office,  slightly  differing  approaches  ( proeed- 
ures ) are  suggested.  If  the  recognition  originates 
in  the  home,  the  family  coneemed  may  take  the 
matter  to  the  physieian  or  to  someone  at  the 
school.  The  procedure  to  be  followed  is  similar 
in  both  instances. 

The  recommended  procedure,  a modification 
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El  factor  mas  importante  sobre  el  desarrollo 
y la  salud  mental  y fisica  del  estudiante,  es  la 
ambiente  del  hogar.  Los  padres  son  primordial- 
rnente  responsables  en  este  respecto.  El  medico 
tiene  tambien  un  papel  vital.  Este,  guiando  a 
los  padres,  hacia  la  meta  de  alcanzar  la  salud 
y el  desarrollo  optimo,  sigue  el  rnetodo  logico 
para  lograr  el  mayor  rendimiento  del  estudiante 
en  el  salon  de  clase.  Los  padres,  el  personal  es- 
colar  y el  medico,  en  conjunto,  pueden  formular 
un  plan  coordinado.  Cada  uno  en  particular 
hace  contribuciones  valuables,  y al  mismo  tiempo 
se  beneficia  con  los  esfuerzos  de  los  otros  al 
fomentar  el  desarrollo  del  estudiante  que  estd 
fallando  rn  la  eseuela. 
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of  a subcommittee  report,®  for  problems  recog- 
nized in  the  school  or  brought  to  the  attention 
of  the  school  by  the  parent  is  as  follows: 

1.  A school-personnel  conference  with 
parents, 

2.  School  will  report  the  findings  and/or 
observations  to  the  child’s  physician  with  the  - 
approval  of  the  parents, 

3.  Recommendation  that  the  child  and 
parent  see  their  doctor, 

4.  Sharing  of  the  physician’s  information 
with  school  personnel,  with  approval  of  the 
parents, 

5.  Referral  by  the  physician,  when  neces- 
sary, to  individuals  offering  sub-specialty 
service  including  those  employed  by  the 
school,  and  the  communication  of  the  im- 
pressions of  those  concerned  to  the  parents 
and  ( with  knowledge  of  the  parent ) to  a re- 
sponsible person  at  the  school, 

6.  Continuing  liaison  between  parents, 
teacher  or  other  individuals  at  the  school 
and  physician, 

7.  In  those  instances  where  there  isn’t  a 
family  physician,  it  is  suggested  that  the 
parents  upon  referral  by  the  principal  avail 
themselves  of  one  of  the  physicians  who  has 
signified  his  interest  in  medically-indigent 
pupils.* 

If  the  problem  is  first  recognized  by  the  phy- 
sician or  brought  to  the  attention  of  the  phy- 
sician by  the  parents,  the  recommended  pro- 
cedure is  as  follows:® 

1.  Parent  conference  with  physician, 

2.  Communication  between  physician  and 
school  personnel,  with  the  knowledge  of  the 
parent, 

3.  Physician’s  medical  report  to  the  school 
personnel  or  medical  officer  regarding  cur- 
rent medical  status— physician’s  findings  and 
recommendations, 

4.  Parent  conference  with  school  person- 
nel, 

5.  Physician  referral  to  someone  provid- 
ing specialty  service  as  in  5 above, 

6.  Continuing  liaison,  with  individuals 
from  each  of  the  three  responsible  agencies. 
Accepting  the  obligation  to  share  with  others 
all  relevant  information,  at  all  times  guard- 
ing the  privacy  of  the  family  by  obtaining 
parental  consent  for  transmission  of  such  in- 
formation. 

7.  Communication  media:  Establish  and 
use  routine  physician-to-school  and  school- 
to-physican  report  forms.  “Fuzzy  complex” 
problems  and  observations  seem  to  become 
more  simple  when  the  participating  author- 
ities make  clear  comments  in  writing. 

feacher's  role 

Teachers  are  in  excellent  position  to  observe 


early  failure  in  the  proper  performance  of  student 
assignments,  and  consequently,  play  an  impor- 
tant role  in  calling  to  the  attention  of  the  par- 
ents possible  problems  impairing  the  learning 
process.  Many  teachers  have  learned  to  recognize 
that  at  times  poor  deportment  or  inabihty  to 
assist  and  contribute  to  a group  are  due  to  physi- 
cal handicaps.  The  student  who  finds  it  diffi- 
cult to  see  the  black  board,  to  hear  the  spoken 
word,  has  a chronic  cough,  or  is  fatigued,  calls 
attention  to  organic  problems. 

The  need  for  medical  supervision  is  recognized 
by  many  of  these  educators  and  they  are  often 
the  first  to  direct  the  responsibility  of  the  parent 
to  consult  the  student’s  doctor. 

why  the  physician? 

Whenever  the  doctor  is  confronted  by  a stu- 
dent with  learning  difficulties,  the  pupil  should 
receive  an  exhaustive  investigation  from  the  phy- 
sician to  rule  out  the  unusual  causes.  These 
children  must  have  a most  thorough  medical 
examination.  Many  a student’s  so-called  emo- 
tional problem  will  be  found,  after  careful  ex- 
amination, history,  and  conference,  to  be  due 
to  some  undetected  physical  disease. 

During  the  physical  examination  and  diag- 
nostic investigation,  the  physician  utilizes  to 
good  advantage  the  interest,  support,  guidance, 
respect  and  praise  these  students  need.®  The 
teenager  is  more  likely  to  “open-up”  to  his  phy- 
sician than  to  the  principal  or  other  school  per- 
sonnel whom  he  does  not  know  as  well.  In 
most  instances  the  doctor  has  known  him  since 
birth  and  has  been  called  most  frequently  to 
act  in  crises.  In  any  event  this  visit  with  the 
doctor,  provided  it  is  a confidential  growm-up 
sort  of  one  with  the  young  adult  alone,  and  pro- 
viding it  gives  to  the  boy  or  girl  adequate  op- 
portunity to  be  listened  to,  is  sometimes  the  first 
big  step.  The  interested  physician  who  can  be 
comfortable  with  these  students  and  their  prob- 
lems can  do  much  to  help  them  with  their  every 
day  life-adjustment  difficulties.  They  need  an 
adult’s  respect;  they  need  the  privacy  such  as 
found  in  the  doctor’s  office.®  Later,  if  another 
visit  or  two  indicates  its  desirability,  appropriate 
referral  may  be  made. 

discussion 

It  is  generally  accepted  by  all  concerned  that 
the  student  with  clear-cut  physical  problems 
should  not  be  treated  by  anyone  at  the  school.® 
One  gets  the  impression  that  there  is  no  such 
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clear  understanding  regarding  emotional  prob- 
lems. 

We  recognize  that  the  school  is  often  frus- 
trated by  the  child  who,  for  reasons  of  emotional 
problems,  does  not  make  satisfactory  progress. 
Some  parents  will  not  assume  responsibility  for 
care  of  these  children.  Some  do  not  have  an 
attending  physician.  We  see  an  increase  in  the 
number  of  social  service  workers,  psychologists 
and  guidance  counselors  who  are  becoming  in- 
volved in  this  area.  However: 

“We  feel  that  the  child’s  physician  should 
assume  the  same  responsibility  for  the  child’s 
mental  health  as  for  his  physical  health.  We 
insist  that  many  children’s  so-called  ‘emo- 
tional’ problems,  on  a careful  physical 
examination  and  history,  are  found  to  be 
due  to  undetected  physical  disease.  Many 
emotional  problems  are  resolved  in  this  way. 
The  child’s  physician  can  evaluate  the  child 
on  the  basis  of  his  professional  knowledge, 
his  knowledge  of  the  family,  the  information 
made  available  to  him  from  the  school,  and 
on  the  basis  of  any  consultation  that  may  be 
indicated. 

“We  must  be  frank  to  recognize  that  some 
physicians  fail  to  assume  responsibility  for 
the  total  health  of  the  child  in  this  sense. 
Because  of  this,  the  school  has  been  pushed 
further  toward  providing  services  inappro- 
priate for  an  educational  institution  and  in- 
compatible with  the  traditional  ideas  of  the 
doctor’s  responsibilities.”^ 

Yes,  the  physician  can  do  much  to  help  the 
child  failing  in  school.  He  can  enhance  the  most 
important  influence— the  primary  responsibility 
of  the  parents  in  promoting  their  child’s  total 
good  health.  In  the  process  of  a thorough  medi- 
cal examination  he  can  utilize  to  good  advantage 
the  interest,  support,  praise  and  guidance  that 
these  students  need.  He  can  do  much  to  pro- 
mote a reasonable  and  coordinative  regimen  be- 
tween parent,  physician,  school  personnel  and 
related  disciplines. 


summary 

1.  The  most  important  influence  on  the 
student’s  total  good  health  and  devel- 
opment is  the  parent-child  relationship. 

2.  The  parents  have  the  primary  responsi- 
bility for  promoting  that  good  health. 

3.  The  physician  plays  a vital  role  in  en- 
hancing this  relationship. 

4.  The  child’s  physician’s  use  of  preventive 
medicine  in  the  skillful  guidance  of  pa- 
rents toward  the  goal  of  achieving  op- 
timum total  good  health  and  develop- 
ment is  the  logical  way  to  promote  the 
student’s  natural  potential  in  the  class- 
room. 

5.  Parent,  school  personnel,  and  physician 
communications  or  conferences,  and  con- 
sultations with  related  disciplines  call  for 
a reasonable  and  coordinative  regimen. 

6.  Each  agency  has  valuable  contributions 
to  make  and  each  stands  to  benefit  from 
the  efforts  of  others  in  promoting  the 
total  good  health  of  the  student  failing 
in  the  school  situation.* 

3030  Hoyt  Ave. 
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Official  Investigation  of  Death  in  Oregon 

HAROLD  T.  OSTERUD,M.D.  Portland,  Oregon 

In  this  paper  the  author  has  traced  the  origin  and  history  of  the  Oregon  Medical 
Investigation  System  from  the  early  days  of  statehood  under  the  now  obsolete  coroner 
system  to  the  recently  adopted  medical  investigator  system.  He  has  compared  the 
t\vo  systems  by  use  of  actual  case  histories  and  analogies.  The  basic  weaknesses  of 
the  coroner  system  are  pointed  out  and  the  strength  of  the  medical  investigator  system 
gains  much  from  this  comparison.  In  mid- 1963  tne  first  fuUtime  Chief  Medical  Inves- 
tigator assumed  his  duties  as  administrator  of  the  system.  While  experience  is,  as  yet, 
limited,  there  are  many  strong  points  and  comparatively  few  weaknesses  evident  in 
the  system.  With  time  and  experience  it  is  hoped  that  these  may  be  eliminated  and  a 
solidly  functioning  and  fully  effectual  system  be  produced. 

R.  C.  HENRY,  M.D. 

Chief  Medical  Investigator 


A girl,  18,  married  and  four  months  pregnant, 
was  brought  to  a hospital  emergency  room  by 
ambulance  attendants  at  9:45  p.m.  She  was 
cyanotic  and  pulseless.  Open  heart  massage  was 
unsuccessful.  The  attending  physician  notified 
the  medical  investigator  who  promptly  came  to 
the  hospital  to  conduct  an  investigation. 

Upon  questioning,  the  husband  could  offer 
no  explanation  of  the  cause  of  her  death.  She 
was  under  the  care  of  an  obstetrician  who  re- 
ported that  she  was  ver\'  healthy,  normal,  and 
happy  with  her  marriage  and  pregnancy. 
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Wide  spread  dissatisfaction  with  the  coroner 
system  restdted  in  enactment  of  the  Oregon 
Medical  Investigation  Law  in  1959.  The  new 
law  provides  that  the  State  Board  of  Health 
appoint  a Chief  Medical  Investigator  to  direct 
the  program  of  local  medical  investigators. 
County  health  officers,  appointed  by  local  boards 
of  health,  function  as  local  medical  investigators. 
The  law  specifies  conditions  under  which  deaths 
must  be  investigated,  including  many  omitted 
under  the  old  coroner  law.  Accurate  determi- 
nation of  cause  of  death  assists  practicing 
physicians,  comforts  families,  aids  law  en- 
forcement agencies,  serves  industry,  and  re- 
veals homicide  or  suicide  easily  overlooked  under 
a coroner  system.  The  new  system  is  designed 
to  protect  the  individual  and  the  public.  It  has 
vastly  improved  the  investigation  of  deaths  in 
Oregon. 


Earlier  that  evening,  accompanied  by  her 
husband,  she  had  eaten  a large  meal  at  a local 
restaurant.  Upon  returning  home,  they  ate  ice 
cream.  At  9:30  p.m.,  while  ironing,  the  young 
wife  complained  of  sudden  stomach  pain.  She 
retired  to  the  bedroom,  began  undressing  and 
felt  faint.  She  called  to  her  husband.  He  found 
her  lying  on  the  bed,  cyanotic.  He  attempted 
artificial  respiration.  She  vomited  once  while 
unconscious.  Her  husband,  badly  frightened, 
called  the  ambulance. 

An  autopsy,  ordered  by  the  Medical  Investi- 

continued  on  page  963 
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OSTERUD,  H.  T.  (University  of  Oregon  Medical 
School,  Portland,  Ore.,  U.S.A.)  Official  investi- 
gation of  deaths  in  Oregon.  Northwest  Med  62: 
954,  963-966  (Dec)  1963. 

Disatisfaccion  con  el  sistema  de  “coroner”, 
resulto  en  una  ley  nueva  con  el  sistema  de 
medico  forense  en  1959,  en  el  estado  de  Oregon. 
Esta  nueva  ley  dicta  que  el  departamento  de 
Salubridad  del  estado  nombre  tin  Jefe  de  In- 
vestigacion  Medico-forense  quien  encarga  de 
coordinar  el  programa  en  los  municipios. 

La  ley  especifica  los  casos  que  deben  ser  in- 
vestigados  incluyendo  varios  tipos  que  eran 
omitidos  en  el  sistema  antiguo.  Determinacion 
exacta  de  la  causa  de  muerte  tiene  valor  para  el 
medico  general,  consuela  a la  familia  del  difunto, 
aijuda  al  departamento  de  policia,  sirve  a la  in- 
dustria  y en  casos  revela  homicidios  y suicidos, 
que  tal  vez  no  eran  descubiertos  con  el  sistema 
del  “coroner”.  El  nuevo  sistema  proteje  mejor  al 
individuo  y la  sociedad  en  general  y ha  avanzado 
la  investigacion  forense  en  el  estado  de  Oregon. 
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gator,  revealed  that  the  tracheobronchial  tube 
was  filled  witli  green  to  black,  muccoid,  fiber- 
like material,  resembling  undigested  food.  The 
stomach  contained  the  same  material.  No  other 
abnormalities  were  found.  Her  death  resulted 
from  asphyxiation  of  vomitis  with  respiratory  in- 
sufficiency. 

Under  the  Oregon  coroner  system,  this  death 
would  not  have  qualified  as  a coroner’s  case, 
in  that  violence,  suicide  or  homicide  were  not 
suspected.  If  the  family  had  refused  permission 
for  an  autopsy,  the  cause  of  death  would  have 
remained  obscure.  However,  under  the  medical 
investigator  system,  the  circumstances  surround- 
ing this  death  required  that  it  be  investigated, 
and  the  cause  determined. 

wide  spread  dissatisfaction 

In  recent  years  such  cases  have  led  to  dis- 
satisfaction with  Oregon’s  elected  coroner  sys- 
tem, as  frequently  expressed  by  physicians,  in- 
surance companies,  police,  district  attorneys, 
public  health  officials  and  the  public.  In  the  mid 
1950’s  members  of  the  funeral  directors  associ- 
ation split  over  the  issue  of  the  coroner  system. 
In  the  case  of  the  mortician  who  was  elected 
coroner,  the  position  was  lucrative,  and  other 
funeral  homes  desired  a slice  of  the  coroner’s 
business.  This  problem  was  satisfactorily  re- 
solved in  some  counties  but  not  in  others. 

As  a result  of  the  widespread  dissatisfaction, 
and  the  desire  by  publie  to  have  the  investi- 
gation of  the  eause  and  manner  of  death  under 
medical  direction,  the  people  of  Oregon  voted 
to  abolish  the  elected  coroner’s  position. 

A subsequent  legislative  interim  study  estab- 
lished the  desirability  of  a medical  investigator 
system.  This  study  was  accepted  by  the  legisla- 
ture, and  the  Oregon  Medical  Investigator  Law, 
adopted  in  1959,  went  into  effeet  in  1961.  This 
law  abolished  the  elective  position  of  county 
coroner  in  all  counties  having  a population  of 
less  than  400,000,  effective  at  tlie  expiration  of 
the  incumbent  official’s  term  of  office. 

more  investigation  required 

Requirements  concerning  death  investigation 
were  redefined.  County  and  district  health  offi- 
cers, all  licensees  of  the  Oregon  Board  of  Medi- 
cal Examiners,  were  assigned  responsibility  as 
medical  investigators  for  carrying  out  the  pro- 
visions of  the  new  law  under  the  supervision  of 


a chief  medical  investigator  appointed  by  the 
Oregon  State  BocU’d  of  Health. 

The  Medical  Investigator  Law  requires  that 
death  investigations  be  conducted  by  the  health 
officer  or  duly  appointed  assistant.  He  is  to 
investigate  all  deaths  occuring  under  the  fol- 
lowing circumstances : ^ 

1.  Death  caused  by  external  force,  in- 
cluding homicide,  suicide,  criminal  abortion, 
accident,  thermal,  chemical,  electrical  or  ir- 
radiation injury. 

2.  Death  caused  by  a suspected  hazard- 
ous or  highly  communicable  disease. 

3.  Death  caused  by  or  related  to  de- 
ceased’s employment. 

4.  Death  of  a person  unattended  by  a 
licensed  practitioner  of  one  of  the  healing 
arts  during  the  period  immediately  previous 
to  death. 

5.  Death  occurring  in  a public  or  private 
institution  less  than  24  hours  after  admis- 
sion and  not  under  the  care  of  a licensed 
practitioner  of  one  of  the  healing  arts  dur- 
ing the  period  immediately  previous  to  ad- 
mittance. 

6.  Deaths  occurring  under  suspicious  or 
unknown  circumstances. 

Upon  completion  of  a death  investigation,  a 
report  is  sent  to  the  county  district  attorney, 
and  to  the  Chief  Medical  Investigator  at  the 
Oregon  State  Board  of  Health. 

The  duties  of  the  Chief  Medical  Investigator 
include  supervising  and  assisting  county  medical 
investigators  in  all  matters  relating  to  death 
investigation.  He  utilizes  the  Oregon  State  Crime 
Laboratory  or  other  available  laboratory  faeil- 
ities,  and  the  services  of  pathologists  willing  to 
cooperate  in  the  program.  It  is  his  responsibility 
to  cooperate  with  and  train  peace  officers  and 
county  or  district  medical  investigators  in  the 
medical-legal  aspects  of  investigation. 

At  the  county  level,  the  medical  investigator 
( the  county  or  district  health  officer ) is  appoint- 
ed by  the  county  or  district  board  of  health.  He 
may  appoint  assistants,  subjeet  to  the  approval 
of  the  county  or  district  board  of  health,  and 
authorize  them  to  act  as  medical  investigators 
when  substitutes  are  needed.  The  assistants 
shall  possess  the  same  qualifications  as  the  medi- 
cal investigator.  Deputy  medical  investigators 
are  appointed  from  the  ranks  of  law  enforce- 
ment agencies  to  aid  in  the  criminal  or  legal 
aspects  of  investigations,  primarily  of  violent 
deaths.  In  event  the  medical  investigator  or  his 
assistant  are  absent,  or  if  the  office  is  vacant, 
the  Chief  Medical  Investigator  may  act,  or  ap- 
point a temporary  medical  investigator. 
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investigation  and  reports 

An  investigation  may  consist  of  simply  view- 
ing the  body  and  getting  information  regarding 
the  circumstances  of  death,  or  it  may  mean  a 
complete  investigation  involving  police,  the  dis- 
trict attorney,  performance  of  an  autopsy  and 
conduct  of  toxicological  studies.  The  investi- 
gation need  not  be  conducted  by  the  medical 
investigator  personally,  but  can  be  carried  out 
at  his  discretion  by  his  assistant  or  any  one  of 
his  deputies. 

The  detailed  report  of  each  investigation  in- 
cludes:® 

1.  The  type  of  death:  whether  violent, 
suspicious,  unattended  by  a physician,  etc. 

2.  The  manner  of  death:  suicide,  homi- 
cide, accidental,  etc. 

3.  Age,  sex,  race,  marriage  status,  occu- 
pational and  address  of  the  deceased. 

4.  Date  and  time  the  deceased  was  last 
seen  alive,  and  the  approximate  time  of 
death. 

5.  Death  notification  by,  and  body  identi- 
fied by  whom. 

6.  A description  of  the  body  as  to  height, 
weight,  temperature,  rigor  mortis,  livor  mor- 
tis, fatal  wounds,  external  bleeding,  lacer- 
ations, contusions,  etc. 

7.  A narrative  summary,  with  medical  his- 
tory or  circumstances  leading  to  death,  in- 
cluding police  reports. 

8.  Autopsy  request  and  the  name  of  the 
pathologist  performing  the  autopsy,  if  au- 
topsy is  ordered. 

9.  Blood  alcohol  and  other  laboratory 
data. 

10.  Probable  cause  of  death. 

Appro.ximately  25  per  cent  of  the  3,500  cases 
investigated  in  1961  and  1962  were  autopsied.®  * 
Permission  of  the  family  is  not  required.  The 
medical  investigator  may  prepare  a request  for 
autopsy.  A competent  pathologist,  designated  by 
the  Chief  Medical  Investigator,  is  requested  to 
perform  the  autopsy.  A request-for-autopsy  form 
includes  a summary  of  the  circumstances  sur- 
rounding the  death,  and  authorizes  the  patholo- 
gist to  proceed.  The  pathologist  sends  copies 
of  his  report,  including  any  toxicological  studies, 
if  done,  to  the  Chief  Medical  Investigator,  the 
county  medical  investigator  and  the  district  at- 
torney. 

contrast 

In  contrast,  the  Oregon  coroner  system  as 
established  in  1894,  defined  the  coroner’s  re- 
sponsibilities as  follows: 

“When  the  coroner  is  informed  or  ascer- 
tains that  a person  has  been  killed  or  dan- 


gerously wounded  by  another,  has  suddenly 
died  in  such  circumstances  as  to  afford  a 
reasonable  ground  to  suspect  that  his  death 
was  occasioned  by  criminal  means  or  has 
committed  suicide,  the  coroner  shall  im- 
mediately report  the  matter  to  the  district 
attorney  of  his  county,  cause  the  body  of 
any  such  deceased  person  to  be  placed 
under  strict  guard,  free  from  the  interference 
of  any  unauthorized  person,  until  released 
by  order  of  the  district  attorney,  and  if  di- 
rected to  do  so  by  the  district  attorney, 
order  an  autopsy  or  an  inquest  to  be  held 
upon  the  body  of  such  person  or  concerning 
his  death,  or  both.  For  these  purposes  he 
shall  secure  expert  services  for  making  the 
autopsy  or  holding  the  inquest.” 

The  law  did  not  require  a coroner  to  have 
special  training  in  forensic  matters.  Although 
a coroner  was  required  to  investigate  these 
deaths,  he  lacked  authority  to  order  autopsies. 
This  power  was  vested  in  district  attorneys,  but 
only  in  deaths  from  suicide,  violence,  or  sus- 
pected foul  play.  Accordingly  it  was  necessary 
for  coroners  to  request  district  attorneys  to  order 
autopsies.  The  laws  which  regulated  his  duties 
did  not  define  precisely  the  cases  under  his 
jurisdiction. 

The  coroner  law  did  not  require  investigation 
of  non-violent  deaths  except  when  the  death 
occurred  under  circumstances  indicating  suicide 
or  foul  play.®  Many  deaths  needing  investi- 
gation were  not  covered  by  the  coroner  law. 
Deaths  unattended  by  physicians  or  occurring 
in  institutions  before  diagnosis  could  be  made, 
or  caused  by  the  deceased’s  employment,  were 
not  investigated.  The  county  health  officer,  as 
the  registrar  of  vital  statistics,  was  required  to 
determine  cause  in  such  cases  but  lacked  au- 
thority to  order  an  autopsy. 

assistance  to  physicians  in  practice 

The  investigation  of  non-violent  death  of  un- 
determined cause  by  the  medical  investigator 
will  assist  physicians  in  practice.  For  example, 
a pediatrician  was  called  to  see  a two-year-old 
boy  with  symptoms  of  an  upper  respiratory  in- 
fection. He  had  an  inflamed  throat,  a fever  of 
103  F and  was  treated  with  penicillin  and  as- 
pirin. The  boy’s  fever  subsided  and  he  appeared 
to  be  recovering.  Twelve  hours  later  the  child 
developed  convulsive  movements  of  his  arm 
and  was  rushed  to  a hospital.  He  was  dead  on 
arrival. 

The  pediatrician,  very  distraught  at  losing  the 
child,  notified  the  medical  investigator.  The 
mortician  was  instructed  not  to  embalm  the  body 
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so  that  cultures  could  be  taken.  An  autopsy, 
performed  an  hour  later,  revealed  the  cranial 
cavity  filled  with  yellow  purulent  material. 
Hemophilus  influenzae  organisms  were  cultured 
from  this  material.  At  no  time  during  the  short 
course  of  his  illness  did  the  child  manifest  any 
central  nervous  system  symptoms,  including  a 
stiff  neck,  until  the  convulsion  shortly  before 
death. 

The  autopsy  findings  were  of  value  in  that 
they  demonstrated  the  rapidity  with  which  H. 
influenzae  meningitis  can  loll  in  the  absence  of 
any  central  nervous  system  symptoms.  The  medi- 
cal investigator  was  able  to  explain  the  cause 
of  death  to  a hostile  family,  possibly  averting 
a law  suit. 

comfort  to  families 

The  families  of  individuals  who  die  unexpect- 
edly, can  be  helped  and  comforted  when  the 
cause  of  death  is  explained  to  them.  Parents  of 
a child  who  has  “suffocated  to  death”  frequently 
have  deep  feelings  of  guilt,  believing  “we  should 
have  been  able  to  prevent  it.”  In  1961,  of  six 
cases  of  presumed  suffocation  involving  infants, 
only  one  actually  was  due  to  suffocation.  The 
other  five  were  due  to  interstitial  pneumonia. 

A typical  case  occurred  at  3:30  one  morning 
when  a mother  was  awakened  by  her  three- 
month  baby’s  fussing.  She  got  up,  wiped  his 
nose,  turned  him  over  on  his  stomach,  and  went 
back  to  bed.  At  7:30  the  mother  checked  on  the 
baby,  noticed  his  eyes  were  wide  open,  and 
thought  he  was  awake  but  quiet.  On  returning 
with  his  formula,  she  discovered  that  “my  baby 
suffocated.”  At  autopsy,  the  findings  were  acute 
focal  bronchopneumonia,  interstitial  pneumonia 
and  hemorrhagic  pulmonary  edema. 

The  preceding  case  also  demonstrates  one 
of  the  many  research  areas  for  cooperative 
studies  between  physicians  and  the  medical  in- 
vestigator’s office.  The  investigation  of  the  death 
supposedly  due  to  a heart  attack  is  another  im- 
portant area  for  research.  Deaths  from  coronary 
occlusions  were  responsible  for  over  50  per  cent 
of  all  non-violent  deaths  requiring  medical  in- 
vestigation. 

Frequently  no  medical  history  can  be  ob- 
tained, as  was  the  case  in  the  death  of  a 45 
year-old  female,  supposedly  in  good  health.  She 
was  found  by  police  in  her  wrecked  car.  On 
examining  the  body,  the  medical  investigator 
found  no  injury  serious  enough  to  cause  death. 
Her  automobile  was  only  slightly  damaged.  An 


autopsy  showed  advanced  coronary  atherosclero- 
sis with  occlusion  of  the  anterior  descending 
coronary  artery.  Elimination  of  accidental  death 
was  of  importance  to  the  insurance  company 
covering  her. 

cooperation  with  law  enforcement  agencies 

The  medical  investigator  system  involves  close 
cooperation  with  law  enforcement  agencies  and 
the  district  attorney’s  office.  The  deputy  medi- 
cal investigators  are  trained  police  officers  or 
deputy  sheriffs,  appointed  by  the  medical  in- 
vestigator. All  state  police  officers,  by  law,  have 
the  same  powers  as  do  deputy  medical  investi- 
gators. 

Law  enforcement  officers  are  not  involved  in 
all  death  investigations.  Deaths  occurring  in 
hospitals  under  24  hours  or  deaths  without  medi- 
cal attention  usually  do  not  involve  the  police. 
All  cases  of  violent  death  or  deaths  under  sus- 
picious circumstances  involve  law  enforcement 
personnel.  The  district  attorney  is  notified  by 
phone  in  any  case  involving  possible  litigation 
or  prosecution. 

Most  cases  of  violent  death  are  under  police 
investigation  by  the  time  the  medical  investigator 
is  notified.  The  following  case  illustrates  the  role 
of  the  police  officer  acting  as  the  deputy  medi- 
cal investigator.  A delivery  boy  found  a man 
lying  on  a sidewalk  at  the  entrance  of  a drive- 
way. He  immediately  notified  the  police  who 
sent  a patrol  car  to  investigate.  The  patrolman 
examined  the  body  of  a 77  year-old  white  male 
with  multiple  lacerations  and  abrasions.  His 
clothing  was  badly  torn.  The  patrolman  called 
police  headquarters,  notifying  the  deputy  medi- 
cal investigator  and  the  medical  investigator. 

On  arriving  at  the  scene,  they  met  the  owners 
of  the  home  near  the  location  of  the  death.  The 
owner’s  wife,  shortly  before,  had  backed  out 
of  their  driveway  to  pick  up  her  husband  after 
work.  She  explained  that  she  “didn’t  hear  or 
see  anyone,”  and  emphatically  denied  any  pos- 
sibility of  having  nm  over  tlie  victim. 

There  were  no  tire  marks  on  the  victim’s 
body,  but  the  marks  on  the  grocery  sack  he  was 
carrying  matched  the  tread  of  the  tires  on  her 
car.  The  automobile,  a new  model,  was  im- 
pounded and  taken  to  a garage  for  inspection. 
Small  remnants  of  the  victim’s  clothes  were 
found  attached  under  the  car.  Blood  on  the  oil 
pan  matched  the  victim’s  type.  He  had  been 
crushed  against  the  sidewalk  by  the  oil  pan  of 
the  car. 
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An  autopsy  revealed  the  cause  of  death  to  be 
a crushing  injury  to  the  chest  with  fractures  of 
all  24  ribs,  intrapleural  hemorrhage,  and  hemorr- 
hagic pulmonary  edema.  The  \dctim  had  cata- 
racts with  virtually  no  vision  in  one  eye. 

The  medical  investigator  held  a conference 
with  the  police  and  district  attorney.  The  death 
was  classified  accidental  and  no  hit-and-run 
charges  were  filed.  The  driver  was  unaware 
that  she  had  hit  the  elderly  man  who,  because 
of  fault)'  vision,  walked  behind  her  car. 

occupational  hazards 

The  investigation  of  all  deaths  resulting  from 
employment  will  assist  industry  in  improving 
safet)'  standards.  The  establishment  of  the  man- 
ner and  cause  of  death  is  important  in  the  con- 
sideration of  insurance  and  state  industrial  ac- 
cident claims. 

The  death  of  a 32  year-old  elevator  repairman 
will  illustrate  the  value  of  investigating  this  type 
of  death.  He  was  working  beneath  a heavy 
freight  elevator  in  a grocer)^  store.  Tlie  elevator 
fell  less  than  si.x  feet,  pinning  the  repairman 
against  a concrete  floor.  He  was  released  in  25 
minutes  by  firemen  and  police.  No  apparent 
fatal  wounds  were  visible.  A physician,  shop- 
ping in  the  store,  pronounced  him  dead  and 
called  the  medical  investigator.  An  autopsy  re- 
vealed acute  congestion  of  the  lungs  and  acute 
pulmonary  edema.  There  were  no  fractures  or 
crushing  injuries.  Death  resulted  from  asphyxia 
due  to  immobilization  of  the  chest.  The  elevator 
fell  when  the  repairman  accidently  loosened  a 
nut  on  the  hydraulic  fluid  line,  allowing  the 
fluid  to  escape.  Prior  to  tlie  accident  he  was 
advised  to  place  protective  shoring  rmder  the 
elevator.  He  disregarded  this  simple  protective 
measure  which  would  have  saved  his  life. 

homicide  and  suicide 

It  has  been  alledged  that  homicides  may  es- 
cape detection  under  the  coroner  system  as  many 
cases  of  death  are  written  off  as  due  to  natural 
causes  or  not  investigated  at  all.  The  homicide 
or  suicide  resulting  from  violence  is  not  as  likely 
to  escape  detection  and  investigation  as  is  the 
non-violent  one.  The  latter  type  of  death,  not 
usually  investigated  by  the  coroner,  offers  more 
opportunity  for  a homicide  or  suicide  to  go  un- 
detected. 

Under  the  medical  investigator  system,  with 
revised  requirements  for  the  investigation  of  all 
deaths  unattended  by  a physician,  or  occurring 


under  suspicious  or  unknown  circumstances, 
should  materially  reduce  the  possibility  of  the 
undetected  homicide  or  suicide.  With  the  power 
to  order  autopsies,  the  medical  investigator  is 
no  longer  restricted,  as  were  the  coroner  and 
district  attorney,  to  the  violent  or  suspicious 
death.  W'orking  cooperatively  with  morticians, 
blood  samples,  tissues,  and  cultures  may  be  ob- 
tained prior  to  embalming,  further  decreasing 
the  chance  of  an  undetected  homicide. 

Investigation  of  certain  types  of  death  is  im- 
portant to  the  physician  in  establishing  eause  of 
death.  The  perplexing  case  that  dies  in  less  than 
24  hours  in  a hospital,  an  undiagnosed  infectious 
disease  resulting  in  death,  or  a death  that  looks 
suspicious  are  examples.  The  physician  in  attend- 
ance, or  the  hospital  at  which  the  death  occurred, 
should  report  such  cases  immediately  to  the 
medical  inv^estigator.  Time  is  of  the  essence  in 
obtaining  good  toxicological,  bacterial  or  viral 
specimens.  Prompt  reporting  will  facilitate  the 
work  of  the  medical  investigator. 

The  accurate  determination  of  the  cause  and 
manner  of  death  is  of  utmost  importance.  The 
death  certificate  establishes  the  fact  of  death, 
and  serves  as  the  legal  document  for  settling  of 
estates  and  insurance  claims.  Mortality  statistics 
are  widely  used  for  research  purposes,  program 
planning  as  in  chronic  disease  or  communicable 
disease,  and  in  establishing  insurance  rates.  As 
the  accuracy  in  determining  causes  of  death  im- 
proves, mortality  statistics  will  become  more  re- 
liable and  useful. 

The  medical  investigator  system  is  designed  to 
protect  and  aid  die  publie  and  the  individual 
in  society.  The  legal,  criminal  or  civil  aspects  of 
the  investigation  of  death  are  the  responsibilities 
of  law  enforcement  officials.  The  determination 
of  the  cause  and  manner  of  death  is  a medical 
problem.  Eor  the  first  time,  the  legal  and  medical 
aspects  of  the  official  investigation  of  death  have 
been  incorporated  in  the  newly  established  Medi- 
cal Investigator  System,  improving  the  investiga- 
tion of  death  in  Oregon.  ■ 

3181  SW  Sam  Jackson  Park  Road  (1) 

REFERENCES 

1 Oregon  State  Revised  Statutes  146.005  - 146.990,  Investi- 
gations of  Death. 

2 Medical  Investigators  and  Coroner  Data,  exclusive  of 
Multnomah  County  obtained  from  the  office  of  the  Chief 
Medical  Investigator  at  the  Oregon  State  Board  of  Health. 

3 Multnomah  County  Data  from  the  office  of  the  Mult- 
nomah County  Coroner. 

4 Mortality  Data  from  the  Vital  Statistics  Section,  Oregon 
State  Board  of  Health. 

5 Lidbeck,  William  L.,  The  medical  investigative  program 
in  Oregon,  Northwest  Med  60:593-596  (June)  1961. 
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How  many  make  a bowl  of  soup,  Doctor? 


Naturally,  the  number  of  beans,  peas  or 
lentils  that  go  into  a bowl  of  Campbell’s 
soup  will  depend  on  the  variety  of 
soup  and  on  what  our  experience  and 
our  chefs  tell  us  should  be  in  the  soup. 
But  you  can  be  sure  of  one  thing : every 
bowl  of  Campbell’s  soup  made  with  the  legumes  you 
see  in  our  picture,  will  be  nutritious  and  of  course 
delicious. 


We  think  you’d  enjoy  Campbell’s  Bean  with  Bacon 
Soup,  Green  Pea,  Black  Bean,  Minestrone,  or  Vegetable 
Bean  Soup.  Certainly,  your  patients  would,  too  . . . and 
if  you  can  get  a patient  to  enjoy  the  food  he  needs  to  eat, 
he’ll  be  more  likely  to  stick  to  the  diet  you  prescribe. 

But  when  you  plan  diets  for  patients,  don’t  take  time 
to  count  the  beans.  Instead,  you  can  count  the  calories  or 
grams  of  protein  in  these  soups.  You’ll  see  at  once  that 
several  of  our  soups  would  be  very  desirable  to  use  if  you 


have  a patient  who  needs  to  put  on  weight.  Bean  with 
Bacon  Soup,  for  instance,  contains  about  133  calories  and 
6.8  grams  of  protein  in  a 7 oz.  serving;  and  Chili  Beef 
Soup,  about  131  calories  and  6.2  grams  of  protein. 

At  the  other  end  of  the  scale,  many  of  Campbell’s 
Soups  are  good  to  use  if  you  want  to  give  a patient  some- 
thing satisfying  but  with  fewer  calories.  Vegetable  Bean 
has  about  82  calories  and  4.4  grams  of  protein;  Mines- 
trone only  83  calories  and  about  4.9  grams  of  protein  per 
7 oz.  serving. 

We  feel  you’d  be  interested  in  the  new  series  of  nutri- 
tional analyses  of  all  our  different  soups. 

Write  today  for  your  copy:  Campbell  Soup 
Company,  Dept.  87,  Camden,  New  Jersey. 

Recommend  Campbell’s  Soups  to  your  pa- 
tients . . . and,  of  course,  enjoy  them  yourself. 

There’s  a soup  for  almost  every  patient  and 
diet,  for  every  meal. 


L. 


The  one  tranquilizer  that 


BELONGS 
IN  EVERY 
PRACTICE 


it’s  versatile: 


The  years  have  proved  that  ‘Miltown’  (meprobamate]  is  the  one 
tranquilizer  that  is  helpful  in  almost  every  aspect  of  daily  practice. 
Virtually  any  of  your  patients,  regardless  of  age,  can  be  given  the 
drug  with  confidence,  either  as  a primary  treatment  or  as  an  adjunct 
to  other  therapy. 

Outstanding  record  of  safety:  Over  eight  years  of  clinical  use  among  i 
millions  of  patients  throughout  the  world  — plus  more  than  1500  pub- 
lished reports  covering  the  use  of  the  drug  in  almost  every  field  of 
medicine— support  your  prescriptions  for  ‘Miltown’  (meprobamate). 
This  is  why  it  “belongs  in  every  practice.” 


dependable: 


easy  to  use: 


‘Miltown’  (meprobamate]  is  an  established  drug.  There  are  no  sur- 
prises in  store  for  you  or  your  patient.  You  can  depend  on  it  to  help 
your  patients  through  periods  of  emotional  distress  — and  to  help 
maintain  their  emotional  stability. 

Because  ‘Miltown’  (meprobamate]  is  compatible  with  almost  any  other 
kind  of  drug  therapy,  you’ll  find  it  fits  in  easily  with  any  program  of 
treatment  you  are  now  using.  It  will  not,  therefore,  complicate  treat- 
ment of  patients  seen  in  clinical  practice. 


BRIEF  SUMMARY:  Indications:  Anxiety  and  tension  states,  and  all  conditions  in  which  anxiety 
and  tension  are  symptoms.  Side  Effects:  Slight  drowsiness  may  occur  and,  rarely,  allergic  or 
idiosyncratic  reactions,  generally  developing  after  1-4  doses  of  the  drug.  Contraindications; 
Previous  allergic  or  idiosyncratic  reactions  to  meprobamate  contraindicate  subsequent  use. 
Precautions;  Should  administration  of  meprobamate  cause  drowsiness  or  visual  disturbances, 
the  dose  should  be  reduced.  Operation  of  motor  vehicles  or  machinery  or  other  activity  requir- 
ing alertness  should  be  avoided  if  these  symptoms  are  present.  Effects  of  excessive  alcohol 
may  possibly  be  increased  by  meprobamate.  Prescribe  cautiously  and  in  small  quantities,  to 
patients  with  suicidal  tendencies.  Massive  overdosage  may  produce  lethargy,  stupor,  ataxia, 
coma,  shock,  vasomotor  and  respiratory  collapse.  Consider  possibility  of  dependence,  particu- 
larly in  patients  with  history  of  drug  or  alcohol  addiction;  withdraw  gradually  after  prolonged 
use  at  high  dosage.  Complete  product  information  available  to  physicians  on  request. 


USUAL  ADULT  DOSAGE:  1 or  2 400  mg.  tablets  t.i.d. 
SUPPLIED:  400  mg.  scored  tablets,  200  mg.  coated  tablets. 


The  insomniac  The  tense,  nervous  patient  The  heart-disease  patient  The  surgical  patient 


il'remenstrual  tension  The  agitated  senile  patient  The  alcoholic  The  problem  child 


the  original  brand  of 
meprobamate 


The  G.I.  patient 


WALLACE  LABORATORIES 
Cranbury,  N.J. 

1 


Before  Mimi  could  hit  high-C 


The  house  doctor  gave  her  Antivert. 


Antivert  stopped  the  vertigo.  . . 


MODERATE  TO  COMPLETE  RELIEF  OF 
SYMPTOMS  IN  9 OUT  OF  10  PATIENTS* 

Antivert  combines  meclizine  HCI.  an 
outstanding  drug  for  treatment  of  ves- 
tibular dysfunction,  with  nicotinic  acid, 
a drug  of  choice  for  prompt  vasodila- 
tion. Prescribe  Antivert  for  your  patients 
with  vertigo,  Meniere’s  syndrome  and 
allied  disorders. 

Precautions  and  side  reactions:  Fre- 
quent, short-lived  reactions  include:  cu- 
taneous flushing,  sensations  ofwarmth, 
tingling  and  itching,  burning  of  skin, 
increased  gastrointestinal  motility,  and 
sebaceous  gland  activity.  In  explaining 
these  reactions  to  the  patient,  it  is 
suggested  that  they  be  regarded  as  a 
desirable  physiological  sign  that  the  nic- 
otinic acid  is  carrying  out  its  intended 
function  of  vasodilation.  Because  of 
this  vasodilation,  severe  hypotension 
and  hemorrhage  are  obvious  contra- 
indications to  Antivert  therapy. 

•Seal,  J.  C.:  Eye  Ear  Nose  & Throat  Month. 
38:738  (Sept.)  1959. 

A|l|  IlfOrf  meclizine  HCI 
rallHWwl  L nicotinic  acid 

stops  vertigo 

TABLETS:  (meclizine  HC1 12.5  mg.  and 
nicotinic  acid  50  mg.) 

SYRUP:  (each  5 cc.  teaspoonful  con- 
tains meclizine  HCI  6.25  mg.  and 
nicotinic  acid  25  mg.) 

and  foryour  geriatric  patients:  NEOBONS) 
See  Physicians'  Desk  Reference  for  pre- 
scription information. 


New  York,  N.  Y.  10017 
Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World's  Well-Being® 


but  Antivert  can't  stop  everything. 
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pain 
swelling 
infection 
of  hemorrhoids 

effectively  relieved 

with  new  formula 

PNS’ 

suppositories 


Each  suppository  contains: 

Pontocaine®  (brand  of  tetracaine)  HCI  . . . lO  rng, 

Neo-Synephrine®  (brand  of  phenylephrine)  HCI  5 mg. 

Neomycin  (as  neomycin  sulfate) 5 mg. 

Superinone®  (brand  of  tyloxapol) 25  mg. 

Bismuth  subcarbonate 100  mg. 

Sodium  propionate 100  mg. 


Suppository  base  contains  fractionated  coconut  oil. 

PNS  Suppositories  contain  Pontocaine  (tetracaine  — 
Winthrop)  for  long-acting,  nonirritating  anesthesia, 
Neo-Synephrine  (phenylephrine  - Winthrop)  for 
dependable  decongestion,  neomycin  for  broad-spectrum 
anti-infective  action  and  Superinone 
(tyloxapol  - Winthrop)  for  its  spreading  effect. 

Tolerance:  PNS  Suppositories  are  generally 
very  well  tolerated.  Slight  burning,  lasting 
a minute  or  two,  has  occurred  in  a few  instances. 
However,  should  evidence  of  sensitivity  appear, 
use  of  the  suppository  should  be  discontinued. 

Directions:  Insert  1 suppository  rectally  after 
each  bowel  movement  and  on  retiring. 

How  Supplied:  Boxes  of  12. 

1/^/nfhrop 


ii 


) 

I 
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Winthrop  Laboratories 
New  York,  N.  Y. 


1835M 


vacancy 

“The  direct  cost  for  caring  for  the  mentally  ill  is 
$1 .7  billion  a year.  Workers  who  become  mentally  ill 
lose  over  half  a billion  dollars  in  earnings  each  year. 

Staff  in  one  mental  hospital  recently  tried  an 
experiment  xoith  65  patients  ivho  had  been  confined 
for  an  average  of  13  years.  They  practiced  the  best 
treatment  methods  notv  known  and,  within  six 
months  to  a year,  37  of  these  patients  were  well 
enough  to  be  discharged.  Only  eight  of  the 
discharged  patients  failed  to  hold  the  gains  they  had 
made  for  at  least  a year  after  they  left  the  hospital.”* 


Hope  now,  where  there  was  no  hope.  Drugs  which 
help  now,  where  there  were  no  known  drugs  which 
helped  — even  five  years  ago.  Independent  drug 
research  is  continuing  in  this  vital  area.  But,  should 
it  be  discontinued  because  the  cost  must  somehow  be 
reflected  in  the  ultimate  price  of  the  new  drug— 
if  it  is  to  be  discovered  ? Or  should  the  sign  read, 
as  it  has  throughout  time  in  overcrowded 
mental  institutions : “NO  vacancies.” 

*U.S.  Department  of  Health,  Education  and  Welfare, 

Public  Health  Service  Publication  No.  813. 


This  message  is  brought  to  you  on  behalf  of  the  producers  of  prescription  products. 


PHARMACEUTICAL  MANUFACTURERS  ASSOCIATION  • 1411  K STREET,  N.W.  • WASHINGTON,  D.C. 
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BOOKS 


RECEIVED:  The  following  books  have  been  received.  Pub- 
lication of  this  acknowledgement  is  to  be  considered  ade- 
quate return  to  the  sender.  Selected  titles  will  be  reviewed 
as  space  permits. 


Dystrophia  myotonica  and  related  disorders.  By  J .E. 
Caughey,  M.D.  (N.Z.),  F.R.A.C.P..  F.R.C.P.  (London).  282 
pp.  Illustrated.  Price  $10.00  Charles  C Thomas,  Springfield, 
111.  1963. 

Reflex  testing  methods  for  evaluating  C.N.S.  development. 
By  Mary  R.  Fiorentino,  O.T.R.  58  pp.  Price  $5.50.  Charles 
C Thomas,  Springfield,  111.  1963. 

Impotence  and  frigidity.  By  Donald  W.  Hastings,  M.D., 
Professor  and  Chairman,  Department  of  Psychiatry  and 
Neurology,  The  Medical  School,  University  of  Minnesota. 
144  pp.  Price  $5.50.  Little,  Brown  and  Company,  Boston. 
1963. 

Crossen’s  synopsis  of  gynecology.  By  Daniel  Winston 
Beacham,  M.D.,  Associate  Professor  of  Clinical  Obstetrics 
and  Gynecology,  Tulane  University  School  of  Medicine, 
New  Orleans,  and  Woodard  Davis  Beacham,  M.D.,  Pro- 
fessor of  Clinical  Obstetrics  and  Gynecology,  Tuland 
University  School  of  Medicine,  New  Orleans.  371  pp. 
Illustrated.  Price  $7.50.  The  C.  V.  Mosby  Company,  Saint 
Louis.  1963. 

Human  sex  and  sex  education,  perspectives  and  problems. 
Warren  R.  Johnson,  Ed.D.,  Professor  and  Head  of  Health 
Education,  University  of  Maryland,  College  Park,  Mary- 
land. 205  pp.  Price  $4.50.  Lea  & Febiger,  Philadelphia.  1963. 

Emergencies  in  medical  practice.  Edited  by  C.  Allan 
Birch,  M.D.,  F.R.C.P.  784  pp.  Illustrated.  Price  $9.75.  Wil- 
liams & Wilkins  Company,  Baltimore.  1963. 

Review  of  physiological  chemistry.  By  Harold  A.  Harper, 
Ph.D.  437  pp.  Price  $6.00.  Lange  Medical  Publications,  Los 
Altos,  California.  1963. 

Clearance  tests  in  clinical  medicine.  By  Francois  C.  Reubi, 
M.D.,  Professor  of  Medicine,  University  of  Bern  (Medical 
Polioclinic),  Bern,  Switzerland.  217  pp.  Price  $8.75.  Charles 
C Thomas,  Springfield,  111.  1963. 


Electrocardiogram  and  chest  x-ray  in  diseases  of  the  heart. 
By  Arthur  M.  Master,  M.D.,  Richard  P.  Lasscr,  M.D., 
Isadore  Rosenfeld.  M.D.,  and  Ephraim  Donoso,  M.D.  565 
pp.  Illustrated.  Price  $21.00.  Lea  & Febiger,  Philadelphia. 
1963. 

Fundamental  ideas  of  medicine,  a brief  history  of  medicine. 
By  J.  F.  A.  McManus,  M.D.,  Professor  of  Pathology,  The 
Experimental  Program  of  Medical  Education,  Indians 
University,  Bloomington,  Indians.  115  pp.  Price  $4.75. 
Charles  C Thomas,  Springfield,  111.  1963. 

Open-heart  surgery  for  mitral  stenosis,  technique  of  oper- 
ation by  the  left  thoracic  approach.  By  H.  T.  Nichols, 
M.D.,  D,  P.  Morse,  M.D.,  G.  Blanco,  M.D.,  and  A.  Adam, 
M.D.  66  pp.  Illustrated.  Price  $6.00.  Charles  C Thomas. 
Springfield,  111.  1963. 

Outline  of  pharmacology  and  therapeutics.  By  Sister  M. 
Mariel,  C.S.A.,  B.S.  in  Pharmacy.  Registered  Pharmacist, 
Director  of  Pharmacy  and  Instructor  in  Pharmacology  in 
School  of  Nursing,  St.  Vincent  Charity  Hospital,  Cleve- 
land, Ohio.  297  pp.  Price  $12.50.  Charles  C Thomas,  Spring- 
field,  111.  1963. 


T acoma 

Electrophysics  Laboratory 


Electroencephalography 

Electromyography 


Stevens  Dimant,  M.D. 
Marcel  Malden,  M.D. 
Lorraine  Kiwdson,  R.N. 

Puget  Sound  Medical  Building 
1104-06  South  4th  Street 
Tacoma  5,  Washington 


Inc. 


MEDICAL  TREATMENT  FOR  ALCOHOLISM 


A member  of  the  American  Hospital  Association  and  ap- 
proved by  the  American  Medical  Association.  Devoted 
exclusively  to  providing  medical  and  psychiatric  care  for 
alcoholics  and  medical  research  in  the  field  of  alcoholism. 


7106  35th  AVE.,  S.W. 


SEATTLE  6,  WASHINGTON  • WEst  2-7232 
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we  couldn’t  begin  to  get  them  all  into  the  picture . . . 


Much  has  been  said  and  more  has  been  written 
about  the  quality  of,  and  the  motives  behind,  inde- 
pendent drug  research  in  this  country.  So  we  de- 
cided to  take  a look  at  what  we,  as  an  industry,  have 
done  in  terms  of  medical  progress  over  the  years. 

We  made  a list  of  the  most  frequently  prescribed 
drugs  of  1962.  We  gathered  them  together  to  take 
the  picture  you  see  on  this  page.  Then  we  elimi- 
nated all  products  introduced  more  than  10  years 


ago.  But  then,  for  the  camera  to  make  the  labels 
legible,  it  became  necessary  to  eliminate  several 
more. 

Just  10  years  ago  none  of  these  drugs  w'ere  avail- 
able for  your  prescription.  How  much  would  it 
affect  your  practice  if  none  were  available  today? 

This  message  is  brought  to  you  on  behalf  of  the 
producers  of  prescription  products. 


PHARMACEUTICAL  MANUFACTURERS  ASSOC.*  1411  K STREET,  N.W.  • WASHINGTON,  D.C. 


►mepenzolate  bromides 

I' 


( 

i 


calms  the  hyperactive  colon 


calms  the 


hyperactive 


colon 


irritable  colon 
spastic  colon 
ulcerative  colitis 


RELIEVING- pain -cramps- bloating 
propulsive  hypermotility/ diarrhea 
spastic  contractions/constipation 


Action  is  exerted  selectively  on  the  colon  with  less  effect 
on  other  viscera.  One  or  two  tablets  three  times  a day 
and  one  or  two  at  bedtime  usually  provide  prompt  relief. 
Begin  with  lower  dosage  and  adjust  according  to  response. 
CANTIL  with  phenobarbital  may  be  prescribed  if  seda- 
tion is  required. 


Dryness  of  the  mouth  or  blurring  of  vision  may  occur  but 
is  usually  mild  and  transitory.  Urinary  retention  is  rare. 
Caution  should  be  observed  in  prostatic  hypertrophy  — 
withhold  in  glaucoma. 


CANTIL 


(mepenzolate  bromide)  — 25  mg. 
Bottles  of  100  and  250. 


per  scored  tablet. 


CANTIL  WITH  PHENOBARBITAL 

containing  in  each  scored  tablet  16  mg.  phenobarbital 
(warning:  may  be  habit  forming)  and  25  mg. 
mepenzolate  bromide.  Bottles  of  100  and  250. 


LAKESIDE  LABORATORIES,  INC 


MILWAUKEE  1,  WISCONSIN 
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U utYY  UJI  lupitai  use, 

Bril  J Derm  74:96  (Mar)  1962. 

29.  Crupper.  C.  H.:  Modern  plastic  materials  as 
aids  in  external  dermatological  therapy,  Bull  Soc 
Franc  Derm  Syph  69:206  (Apr)  1962. 

115  Reasons  Why 
SYNALAR 

(fluocinolone  acetonide) 

Is  Replacing 
Hydrocortisone 


30.  Robinson.  H.  M.,  Jr.;  Raskin.  J.;  and  Dunseath. 
W.  J.  R.;  Topical  therapy  with  fluocinolone  aceton- 
ide. Bull  Sch  Med  I'niv  Maryland  47:21  (Apr)  1962. 

31.  Scherr,  M.:  Management  and  rehabilitation  of 
allergic  dermatoses,  Presented  at  the  National  Med 
Congress,  Mexico  City  (Apr)  1962. 

32.  Tye,  M.  J,;  Plastic  tape  as  occlusive  dressing 
in  psoriasis.  Presented  to  the  Dermatology  Society  of 
New  England  (Apr  25)  1962. 

33.  Abe,  T..  et  al:  Result  in  treatment  of  derma- 
toses with  fluocinolone  acetonide  cream.  Acta  Derm 
(Kyoto)  57:221  (May)  1962. 

34.  Goldman,  L. : Increasing  the  efficiency  of  topical 

corticosteroid  therapy.  Presented  at  the  Wisconsin 
Med  Soc  Meeting  (May)  1962. 

35.  Grant  Peterkin,  G.  A.;  Morley,  W.  N.;  and  Chal- 
mers, D.:  Triamcinolone  and  fluocinolone  acetonide 
ointments  in  atopic  eczema.  Brit  Med  J 7:1392 
(May  19)  1962. 

36.  Sawyer.  W.  C. : Treatment  of  resistant  derma- 
toses with  a new  compound,  fluocinolone  acetonide. 
Ann  Allerg  20:330  (May)  1962. 

37.  Goldman,  L.,  et  al:  A round  table  discussion: 
the  management  of  psoriasis  and  current  concepts 
regarding  occlusive  methods  of  treatment.  Conference 
in  Mexico  City  at  the  invitation  of  Syntex  Laborator- 
ies. Inc.  (Feb)  1962. 

38.  Tye.  M,  J.,  and  Schiff,  B,  L, : Treatment  of 
psoriatic  lesions  with  topical  fluocinolone  acetonide 
and  moist  dressings,  / Invest  Derm  55:321  (June) 
1962. 

39.  Yasuda,  T. : Treatment  of  Pruritus.  .4si<2«  A7ed 
/ 5:253  (June)  1962. 

40.  Crupper,  C.  H.:  Modem  plastic  materials  and 
external  therapy  of  psoriasis  by  corticoids.  Bull  Soc 
Franc  Derm  Syph  59:594  1962. 

41.  Samman.  P.  D..  and  Beer,  W.  E.;  The  treat- 
ment of  psoriasis  with  fluocinolone  ointment  (Letter 
to  Editor)  Brit  J Derm  74:281  (July)  1962. 


I^ads,  The  Schoch  Letter  (Oct)  1962. 

51.  Bender,  FL;  Zierz.  P..  and  Rasp,  K.  K. : Clinical 
experiences  with  fluocinolone  in  local  treatment  of 
common  psoriasis,  Die  Med  Welt  47:2508  (Nov  24) 
1962. 

52.  Boslet,  W.;  Therapeutic  experiences  with  flu- 
ocinolone acetonide  in  combination  with  occlusive 
dressings  for  long  [periods  of  time,  Arneim  Forsch 
72:1109  (Nov)  1962, 

53.  Hall-Smith,  S.  P, ; "Polythene”  coverings  in 
dermatological  treatment,  Bril  Med  } 2:1233  (Nov 
10)  1962. 

54.  McKenzie,  A.  W : Percutaneous  absorption  of 
steroids.  Arch  Derm  56':6I1  (Nov)  1962. 

55.  McKenzie.  A.  W..  and  Stoughton.  R.  B,:  Meth- 
ods of  comparing  percutaneous  absorption  of  steroids. 
Arch  Derm  56:608  (Nov)  1962. 

56.  Scholtz.  J.  R.;  Progress  report  on  corticosteroid 
topical  therapy  by  the  surface  de[)ot  method.  The 
Schoch  Letter  (Nov)  1962. 

57.  Nonami.  E..  et  al:  Clinical  result  of  Flucort 
cream.  Weekly  Med  Times  No  718  (Dec  12)  1962. 

58.  Robinson,  H.  M,.  Jr. : Evaluation  of  recent  anti- 
inflammatory and  anti-pruritic  agents.  The  Schoch 
Letter  (Dec)  1962. 

59.  Samitz,  M.  H.:  Clinical  evaluation  of  topical 
fluocinolone  acetonide  cream,  Curr  Ther  Res  4:589 
(Dec)  1962. 

60.  Yoshida,  Y.,  et  al:  Effect  of  Flucort  cream  on 
skin  diseases.  Presented  at  the  Northeast  Regional 
Meeting  of  the  Japanese  Association  of  Derm 
(Sendai)  (Dec)  1962. 

61.  Bjornberg.  A.,  and  Hellgren.  L. : Topical  treat- 
ment with  fluocinolone  acetonide,  Acta  Dermatovener 
42:426  1962. 

62.  Funabashi,  T,.  and  Ikeda,  S. : Clinical  result  of 
Flucort  cream  in  dermatological  field,  / New  Rem- 
edies & Clinic  77:17  1962. 

63.  Harada,  G.,  et  al:  Effect  of  Flucort  cream  on 
inflammatory  dermatoses,  / New  Remedies  & Clinic 
2:3  1962. 

64.  Hato,  T.,  et  al:  Experiences  with  Flucort  cream 
in  treatment  of  dermatoses.  J New  Remedies  & Clinic 
77:570  1962. 

65.  Kitamura,  K.,  et  al:  Therapeutic  experience  of 
some  dermatoses  with  Flucort  cream.  / New  Rem- 
edies & Clinic  77:700  1962. 

66.  Nakama.  T.:  Experience  with  Flucort  cream, 

a new  powerful  corticosteroid.  Derm  Urol  (Fukuoka) 
24:466  1962. 

67.  Robinson.  H.  M,.  Jr.;  Raskin,  J.;  and  Dunseath, 
W.  J.  R.:  Surface  depot  steroid  therapy.  Scientific 
Exhibit.  57th  Congress  Southern  Med  Association 
1962. 
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an  occlusive  dressing  in  the  topical  therapy  of  varied 
dermatoses,  Medicina  (Mex)  43  (Feb  10)  1963. 

79.  Bandmann,  H J.:  The  treatment  of  neuro- 

dermatitis constitutionalis  with  Jellin.  Huutarzt  74:82 
(Feb)  1963. 

80.  Gill.  K.  A,  Jr.,  and  Baxter,  D.  L.:  Alopecia 

totalis:  treatment  with  fluocinolone  acetonide,  Arch 
Derm  57:384  (Mar)  1963. 

81.  Meenan.  F O. : The  treatment  of  infantile 

eczema  with  flu(x:inolone  acetonide  cream,  / Irish 
Med  .45.W  52:75  (Mar)  1963. 

82.  Riboldi.  A.:  Fluocinolone  acetonide  in  the  iirac- 
tice  of  dermatology.  Arch  Ital  Derm  7^)4:180  (Mar- 
Apr)  1963. 

83.  Donskoff.  J. : Clinical  experimentation  with  Syn- 

alar  Cream,  particularly  under  occlusive  dressing  in 
a series  of  resistant  dermatoses.  L'Inform  Therap 
4:9  (Apr)  1963. 

84.  Samitz,  M.  H..  and  Weinberg,  R.  A.:  Benign 

familial  chronic  pemphigus  - treatment  with  topical 
fluocinolone  acetonide  cream.  S/tm  2:34  f.\pr)  1963. 

85.  Kanee,  B.:  Clinical  studies  with  topical  flu- 
ocinolone acetonide  in  various  dermatoses,  Canad 
Med  Assn  J 55:999  (May  18)  1963. 

86.  Buck.  H.  W.,  and  Mitchell.  J.  C. : Eccrine  func- 
tion during  therapy  of  psoriasis.  Arch  Derm  57:696 
(June)  1963. 

87.  Freedman,  R.;  Hirsch,  P.;  and  Becker,  S.  W.: 
Treatment  of  two  cases  of  itching  purpura,  Arch 
Derm  57:740  (June)  1963. 

88.  Freedman,  R.;  Reed.  W.;  and  Becker,  S.  W.: 
Effect  of  local  corticosteroids  on  psoriasis.  Arch  Derm 
57:701  (June)  1963 

89.  Stevenson.  C.  M..  and  Wittingham,  G.  E. : Pso- 
riasis treated  with  topical  fluocinolone  acetonide  and 
occlusive  dressing.  Brit  Med  J 5245:1450  (June  1) 
1963. 
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90.  Reynoso.  Villasenor.  I.:  Results  obtained  with 
6 fluorinated  corticoids  in  different  dermatoses.  Med- 
icina (Mex)  42:917  (June  10)  1963. 

91.  Porto,  J.  A.:  Psoriasis:  topical  treatment  with  . 

fluocinolone  acetonide.  Hospital  (Rio)  64:95  (July) 
1963. 

92.  Robinson.  H.  M..  Jr.;  Raskin.  J.;  and  Dunseath, 

W.  J.  R.:  Treatment  of  chronic  cutaneous  lesions  by 

occlusive  dressings.  Southern  Med  J 56:797  (July) 
1963. 
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“Definitely  Superior  to 


Hydrocortisone” 


“By  a double  blind  study,  it  was  demonstrated  that  topical  application  of 
fluocinolone  acetonide,  0,025%,  in  a cream  base,  was  definitely  superior 
to  1,0%  hydrocortisone,  and  0.5%  prednisolone . . . also  somewhat  more 
effective  than  0.1%  triamcinolone  acetonide  in  the  treatment  of  derma- 
toses normally  responsive  to  topical  steroid  therapy.” 

Robinson,  H.  M.,  Jr.;  Raskin,  J.;  and  Dunseath,  W.  J.  R.:  Topical  Therapy  with 
Fluocinolone  Acetonide,  Bull  Sch  Med  Univ  Maryland  47’.21  (Apr)  1962 


Since  1960,  115  clinical  papers  have  appeared  or  are  in  press  on  the  use  of 
fluocinolone  acetonide.  These  reports,  on  4,562  patients,  confirm  the  success 
of  Synalar  (fluocinolone  acetonide)  in  the  treatment  of  a wide  range  of  inflam- 
matory dermatoses. 

Documented  results  show  that  this  important  advance  in  topical  therapy; 

• is  consistently  effective  both  initially,  and  should  retreatment  be  required 

• rapidly  relieves  pruritus 

• controls  both  chronic  and  acute  conditions 

• is  economical  because  less  medication  is  required 
to  rapidly  achieve  optimum  results 


Write  for  a clinical  supply  to  see 
how  superior  Synalar  (fluocinolone 
acetonide)  is  to  hydrocortisone. 


on  originai  steroid  from 

SYNTEX^ 

LABORATORIES  INC.,  PALO  ALTO.  CALIF. 


A VA I L A B L E : For  initiation  of  therapy — 
Cream  0.025%,  5 and  15  gm.  tubes.  For 
maintenance  therapy — Cream,  0.01%,  45 
gm,  tubes.  For  emoilient  effect — Ointment 
0.025%,  15  gm.  tubes.  For  infected  derma- 
toses— Neo  Synalar®(  0.025%  fluocinolone 
acetonide  0.5%  neomycin  sulfate)  Cream, 
5 and  15  gm.  lubes. 

PRECAUTIONS:  Synalar  (fluocinolone 
acetonide)  preparations  are  virtually  non- 
sensitizing  and  non-irritating;  neomycin 
rarely  produces  allergic  reactions.  Although 
side  effects  are  not  ordinarily  ertcountered 
with  topically  applied  corticosteroids,  as 
with  all  drugs,  a few  patients  may  react 
unfavorably.  Where  there  is  systemic  infec- 
tion or  severe  local  infection,  systemic 
antibiotics  should  be  considered,  based  on 
susceptibility  testing. 


Formerly  nervous 
and  tense, 

now  better  able  to... 


enj  oy  his 
children 


This,  in  essence,  is  what  happens  when  you 
place  a patient  on  Librium  (chlordiaze- 
poxide  HCl)  therapy.  He  is  better  able  to 
function  normally,  take  an  active  interest 
in  his  family  and  surroundings,  meet  and 
solve  daily  problems. 

Librium  (chlordiazepoxide  HCl)  has  a wide 
range  of  usefulness.  Its  spectrum  of  activity 
envelops  and  extends  well  beyond  that  of 
meprobamate  and  into  certain  indications 
for  which  phenothiazines  are  prescribed. 
This  agent  generally  does  not  dull  mental 
clarity  or  induce  drowsiness.  Its  effect  is 
prompt  and  decisive,  even  in  patients  in 
whom  tranquilizer  therapy  has  failed.  Over- 
all, it  offers  you  an  unusually  safe  compound 
which  is  virtually  free  from  extrapyramidal 
or  autonomic  side  effects,  and  which  will 
not  bring  about  or  deepen  depression.  It  is 
available  in  capsules  of  5 mg,  10  mg  and 
25  mg  — a range  of  oral  dosage  strengths 
which  enables  you  to  treat  all  degrees  of 
anxiety  and  tension  in  most  patients. 


anxiety  and  tension  relieved 
alertness  maintained 


Librium* 

(chlordiazepoxide  HCl)  roche* 


the  successor 
to  the  tranquilizers 


ROCHE 


Dosage:  Oral  — Usual  adult  dose  in  mild  to  moderate 
anxiety  and  tension  is  5 or  10  mg,  3 or  4 times  daily; 
in  severe  anxiety  and  tension,  20  or  25  mg,  3 or  4 times 
daily.  Side  effects:  Oral  — Drowsiness  and  ataxia,  usu- 
ally dose-related,  have  been  reported  in  some  patients 
— particularly  the  elderly  and  debilitated.  Paradoxical 
reactions,  i.e.,  excitement,  stimulation,  elevation  of  af- 
fect and  acute  rage,  have  been  reported  in  psychiatric 
patients;  these  reactions  may  be  secondary  to  relief  of 
anxiety  and  should  be  watched  for  in  the  early  stages 
of  therapy.  Other  side  effects,  usually  dose-related,  have 
included  isolated  instances  of  minor  skin  rashes,  minor 
menstrual  irregularities,  nausea,  constipation,  increased 
and  decreased  libido.  Precautions:  Oral  — In  elderly, 
debilitated  patients,  limit  dosage  to  smallest  effective 
amount  to  preclude  development  of  ataxia  or  overseda- 
tion (not  more  than  10  mg  per  day  initially,  to  be  in- 
creased gradually  as  needed  and  tolerated).  Until  the 
correct  maintenance  dosage  is  established,  patients  re- 
ceiving this  agent  should  be  advised  against  possibly 
hazardous  procedures  requiring  complete  mental  alert- 
ness or  physical  coordination.  Caution  patients  about 
possible  combined  effects  with  alcohol.  Caution  should 
be  exercised  in  administering  Librium  (chlordiazepox- 
ide HCl)  to  addiction-prone  individuals.  Careful  con- 
sideration should  be  given  to  the  pharmacology  of  any 
agents  to  be  employed  concomitantly  — particularly  the 
MAO  inhibitors  and  phenothiazines.  Observe  usual  pre- 
cautions in  impaired  renal  or  hepatic  function.  Periodic 
blood  counts  and  liver  function  tests  may  be  advisable 
in  protracted  treatment. 
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General  Practice  Postgraduate  Courses 


Oregon  Academy  of  General  Practice  has  an- 
nounced the  1964  program  of  general  interest  post- 
graduate courses: 

January  30,  1964 

OBESITY 

SHERATON  MOTOR  INN 
PORTLAND 

February  17-21,  1964 

GENERAL  PRACTICE  REVIEW  - UOMS 

AUDITORIUM  - UOMS 
PORTLAND 

February  28-29,  1964 

CHEST 

VILLAGE  GREEN 
COTTAGE  GROVE 


March  9-11,  1964 

SCIENTIFIC  SESSION 

SHERATON  MOTOR  INN 
PORTLAND 

May  22-23,  1964 

CARDIOVASCULAR  DISEASE 

PORTLAND 

October  2,  1 964 

EMOTIONAL  PROBLEMS 

SHERATON  MOTOR  INN 
PORTLAND 

For  specific  information  on  these  courses  write 
to  Vicki  Burns,  3405  S.W.  Caroline  Street,  Portland 
1,  Oregon. 


Tension  Control  Society  Installs  Officers 

George  A.  Davidson  of  Vancouver,  British  Colum- 
bia, has  been  installed  as  president  of  the  American 
Physicians  Society  for  Physiologic  Tension  Control, 
succeeding  Edmund  Jacobson  of  Chicago. 

Other  officers  chosen  at  the  second  annual  meet- 
ing in  Vancouver  are:  President-elect,  Henry  H. 
Dixon,  Sr.,  Portland,  Oregon;  secretary-treasurer, 
Herman  A.  Dickel,  Portland,  Oregon;  executive 
committee  (one  year),  George  Whatmore,  Seattle; 
(two  years).  Dr.  Jaeobson;  program  chairman,  Ger- 
hard B.  Haugen,  Portland,  Oregon. 

Medical  Examiners  telephone  number  changed 

The  telephone  number  of  the  Board  of  Medical 
Examiners  of  the  State  of  Oregon  has  been  changed 
to:  226-2161,  Extension  431,  Area  code  503.  After 
5:00  p.m.  and  on  Holidays  and  Sundays  the  num- 
ber is:  226-3194  Area  code  503. 

A private  business  firm  inherited  the  old  num- 
ber, CA  8-8476,  and  it  receives  a number  of  local 
and  long  distance  calls  daily  which  are  Board  calls. 


This  firm  has  been  very  patient  but  has  appealed 
for  help  since  the  matter  of  time  has  not  solved 
the  problem. 

The  Board  of  Medieal  Examiners  will  appreciate 
it  very  much  if  you  will  print  a notice  of  the  new 
telephone  number  in  house  organ,  bulletins,  monthly 
publications  and  journals. 

Please  record  the  new  number  for  future  reference. 

Oregon  Thoracic  Society  elects 

Robert  D.  Michel,  chief  of  medical  services  at  the 
state  tuberculosis  hospital  at  Salem  is  the  newly 
elected  president  of  the  Oregon  Thoracic  Society. 
Other  new  OTS  officers  include  Ambrose  S.  Church- 
ill, first  vice-president;  John  W.  Bussman,  seeond 
vice-president;  and  Robert  W.  Toon,  secretary-treas- 
urer, all  of  Portland.  Mr.  Don  Harman,  OTHA  ease- 
finding director  is  staff  coordinator. 

The  OTS,  medical  section  of  the  Oregon  Tuber- 
culosis and  Health  Association,  was  organized  in 
May,  1958,  and  now  has  a membership  of  135 
Oregon  physicians.  Membership  is  open  to  any 
physician  in  the  state. 
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OBITUARIES 

DR.  o.  SCHMITT,  who  had  practiced  in  Brookings 
for  18  years,  died  August  3.  Born  in  Wisconsin,  he 
graduated  from  State  University  of  loxjca  College 
of  Medicine  in  1908.  He  was  licensed  in  1916,  and 
prior  to  moving  to  Brookings  in  1945  had  practiced 
in  Portland.  Dr.  Schmitt  was  one  of  the  original 
staff  of  Shrine  Hospital  in  Portland.  He  was  85. 

DR.  R.\ND.\LL  F.  WHITE,  fl  native  of  Portland,  died 
October  30.  In  1918,  he  was  graduated  from  the 
University  of  Oregon  Medical  School,  and  in  1919 
he  teas  licensed  to  practice  in  Oregon.  From  1929 
to  1930  he  served  as  medical  director  of  the  Near 
East  relief  in  Turkey,  Russia  and  Greece.  Dr.  White, 
Multnomah  County  physician  since  1941  was  71. 

DR.  R.4CHEL  sp.\RKS-KEETON,  who  liod  practiced  in 
Portland  for  15  years,  died  in  Seaside  on  August  24. 
She  was  64.  Previous  to  her  practice  in  Portland, 
from  which  she  retired  in  1951,  she  had  served  as 
a health  service  doctor  in  Kansas  and  at  Corvallis. 
She  was  a graduate  of  the  University  of  Minnesota 
Medical  School  in  1924.  Death  was  due  to  a myo- 
cardial infarction. 


DR.  KENNETH  c.  BROWN,  55,  a Veteran  of  World  War 
11,  died  October  11  in  Portland.  His  degree  was 
granted  by  the  University  of  Oregon  Medical  School 
in  1934.  Dr.  Brown  interned  at  Multnomah  County 
Hospital  and  served  his  residency  at  Salt  Lake  City 
LDS  Hospital  prior  to  the  War.  He  had  practiced 
in  Portland  for  approximately  24  years. 

DR.  CLAIR  WILCOX,  wlio  practiced  in  Portland  before 
moving  to  Long  Beach,  California,  in  1957,  died 
August  18.  Born  in  Fond  du  Lac,  Wisconsin  in  1879, 
he  graduated  from  the  University  of  Oregon  Medical 
School  in  1910.  He  was  retired. 

DR.  GEORGE  w.  SETZER,  of  Rainier,  Oregon,  died 
August  25  of  coronary  thrombosis.  He  was  69.  Dr. 
Setzer  graduated  from  Rush  Medical  College  in 
1925. 

DR.  w.  DONALD  NiCKELSEN  of  Sellwood,  Oregon, 
widely  known  for  his  interest  in  hunting,  died  on 
October  23.  He  was  69.  A graduate  of  Rush  Medical 
College  in  1920,  he  had  once  owned  and  operated 
the  Portland  General  Hospital.  Since  1946  he  had 
served  as  president  and  as  medical  director  of  the 
hospital. 


RALEIGH  HILLS  HOSPITAL* 

Member  of  the  American  Hospital  Association;  Recognized  by  the  American  Medical  Association 
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ALCOHOL  ADDICTION 

by  Conditioned  Reflex  and  Adjuvant  Methods 

MEDICAL  STAFF! 

John  R.  Montague,  M.D.  Norris  H.  Perkins,  M.D.  Merle  M.  Kurtz,  M.D. 

John  W.  Evans,  M.D.,  Consulting  Psychiatrist 

Raleigh  Hills  Hospital 

lARRAE  A.  HAYDON,  ADMINISTRATOR 
JEAN  B.  TANNER,  ADMINISTRATOR 

6050  S.W.  Old  Scholls  Ferry  Road  Portland  7,  Oregon  Mailing  Address:  P.  O.  Box  366 

Telephone:  CYpress  2-2641 
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why  does 
150  mg. 


do  more  than 
250  mg. 


of  other 
tetracyclines? 

Because  it  has  up  to  SVb  times  the  in  vitro  antibacterial  activity'. . .combined  with 
lower  rate  of  decay  in  serum,  slower  renal  clearance... a favorable  depot  effect,  result- 
ingfrom  protein  binding. . .all  providing  rapid,  higher  and  sustained  in  v/Vo activity  with 

DECLOMYCIN 

DEMETHYLCHLORTETRACYCLINE  HCl 

Effective  in  a wide  range  of  everyday  infections— respiratory,  urinary  tract  and  others— in  the  young 
and  aged— the  acutely  or  chronically  ill— when  the  offending  organisms  are  tetracycline-sensitive. 
Side  Effects  typical  of  tetracyclines  which  may  occur:  glossitis,  stomatitis,  proctitis,  nausea,  diar- 
rhea, vaginitis,  dermatitis,  overgrowth  of  nonsusceptible  organisms.  Also:  photodynamic  reaction 
(making  avoidance  of  direct  sunlight  advisable)  and,  very  rarely,  anaphylactoid  reaction.  Reduce 
dosage  in  impaired  renal  function.  Capsules,  150  mg.  and  75  mg.  of  demethylchlortetracycline 
HCl.  Average  Adult  Daily  Dosage:  150  mg.  q.i.d.  or  300  mg.  b.i.d.  1.  Sweeney,  W.  M.;  Dornbush, 

A.  C.,  and  Hardy,  S.  M.:  Demethylchlortetracycline  and  Tetracycline  Compared.  Relative  in  vitro 
Activity  and  Comparative  Serum  Concentrations  During  7 Days  of  Continuous  Therapy.  Amer.  J. 
Med.  Sci.  243:296  (Mar.)  1962. 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 
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Why  treat  early, 
mild  or  labile 
hypertension? 

Current  opinion  strongly  indicates  that  the  early  control  of  mild  or  intermittent  hyper- 
tension prevents  or  delays  the  rise  of  blood  pressure  to  dangerous  levels  that  disable 
the  patient  or  shorten  his  normal  life  span.'^’*’®*'”^  It  is  at  this  early,  still  responsive,  stage 
that  treatment  is  most  effective— blood  pressure  is  more  easily  held  in  check  and  symp- 
toms either  disappear  or  do  not  develop.  Therapy  should  be  not  only  safe  and  effective, 
but  as  free  as  possible  from  disturbing  side  effects  that  may  burden  the  often  asympto- 
matic hypertensive  patient.  Therapy  with  CAPLA  (mebutamate)  closely  meets  these 
requirements. 


the  right  therapy  for  the  early,  mild 

Brief  Summary 

Indications:  ‘Capla’  (mebutamate)  is  indicated  for  control  of  hypertension,  either  alone  in  mild  cases, 
or  in  conjunction  with  diuretics  or  peripherally  acting  hypotensive  agents  in  more  severe  cases. 
Its  mild  tranquilizing  properties  are  often  found  an  additional  benefit  to  its  antihypertensive  action. 
Side  effects:  Drowsiness  and  occasional  lightheadedness,  usually  transient,  are  often  signs  of  dosage 
higher  than  necessary  for  therapeutic  effect.  Contraindications:  There  are  no  known  contraindica- 
tions to  mebutamate. 

Complete  product  information  available  in  the  product  package  or  to  physicians  on  request. 
Dosage:  Usual  dosage,  one  300  mg.  tablet  3 or  4 times  daily,  before  meals  and  at  bedtime.  Dosage 
should  be  adjusted  to  individual  requirements;  for  example,  older  patients  may  require  lower  dosage. 
Supplied:  Each  tablet  contains  mebutamate,  300  mg.;  bottles  of  100  white,  scored  tablets. 

References:  1.  Berger,  F.  M.;  Douglas,  J.  E;  Kletzkin,  M.;  Ludwig,  B.  J.,  and  Margolin,  S.;  The  pharmacological 
properties  of  2-methyl-2-sec-butyl-l,  3-propanediol  dicarbamate  (mebutamate,  W-583),  a new  centrally  acting  blood 
pressure  lowering  agent,  J.  Pharmacol.  & Exper.  Therap.  134:356,  Dec.  1961.  2.  Bohensky,  F.  B.:  Mebutamate,  a 
new  drug  for  the  treatment  of  hypertension.  New  York  J.  Med.  62:841,  March  15,  1962.  3.  Carter,  F.  S.:  Experience 
with  a new  antihypertensive  agent,  Bol.  Asoc.  med.  Puerto  Rico.  54:149,  May  1962.  4.  Corcoran,  A.  C.:  Principles  of 
chemotherapy  in  hypertension,  J.  Indiana  M.  A.  55: 184,  Feb.  1962.  5.  Corcoran,  A.  C.,  and  Loyke,  H.  E:  Mebutamate 
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Why 

C A P L A(mebutamate) 

is  indicated. 


CAPLA  (mebutamate)  aims  at  the  ideal  in  therapy  for  the  early,  mild  or  labile  patient— 
to  treat  the  hypertension  while  avoiding  dangerous  or  distressing  side  effects. 

With  the  first  dose,  CAPLA  (mebutamate)  begins  to  ease  pressure  toward  normal;  and, 
on  regular  dosage,  helps  hold  blood  pressure  to  a more  normal  range.  CAPLA  (mebu- 
tamate) works  gently  by  acting  directly  at  the  vasomotor  control  centers  to  normalize 
the  flow  of  constricting  impulses  from  the  brainstem  to  the  arterioles.*  With  this  unique 
central  acting  pressure  lowering  agent,  all  autonomic  and  most  other  side  effects  are 
a voided.  ,5-7,  i o-i  6, 1 8-20 


or  labile  hypertensive... CAPLA 

(mebutamate) 

as  antihypertensive  agent  in  hospital  outpatients,  J.A.M.A.  757:1043,  Sept.  22,  1962.  6.  Costello,  A.  C.:  Clinical 
experience  with  the  antihypertensive  drug,  mebutamate,  M.  Times.  97:5T  Jan.  1963.  7.  DuChez,  J.  W.:  Clinical 
evaluation  of  a new  antihypertensive  drug  acting  in  the  CNS,  Scientific  Exhibit,  A.merican  Medical  Association, 
New  York,  June  25-30,  1961.  8.  Duncan,  G.  G.:  Essential  hypertension,  the  dilemma  it  presents,  Pennsylvania  M.  J. 
64:1442,  Nov.  1961.  9.  Duncan,  G.  G.:  Dilemmas  in  the  management  of  essential  hypertension.  New  York  J.  Med. 
62:1573,  May  15,  1962.  10.  Fishback,  D.  B.,  and  Castor,  L.  H.:  Effective  hypertension  therapy  with  least  side  effects: 
Observations  on  mebutamate  and  hydrochlorothiazide,  J.  Am.  Geriatrics  Soc.  77:432,  May  1963.  11.  Gobel,  W.  K.: 
Clinical  report  on  mebutamate— a new  antihypertensive  agent.  North  Carolina  M.  J.  2i:  349,  Aug.  1962.  12.  Hobbs, 
L.  F. : Mebutamate,  a new  approach  to  the  treatment  of  hypertension.  Circulation  (Pt.  II).  24:956,  Oct.  1961. 
13.  Holloman,  J.  L.  S.,  Jr.:  Treatment  of  hypertensive  patients  with  mebutamate,  a new  antihypertensive  drug, 
J.  Nat.  M.  A.  54:94,  Jan.  1962.  14.  Kheim,  T,  and  Kountz,  W.  B.:  Treatment  of  hypertension  in  geriatric  practice. 
New  York  J.  Med.  62:1596,  May  15,  1962.  15.  Kolodny,  A.  L.:  Technic  of  drug  evaluation  in  hypertension.  New 
York  J.  Med.  62:1585,  May  15,  1962.  16.  Leslie,  C.  H.:  A new  antihypertensive  drug  (mebutamate)  in  the  treatment 
of  refractory  hypertension  in  geriatric  patients:  preliminary  report,  J.  Am.  Geriatrics  Soc.  70:85,  Jan.  1962.  17.  Page, 
I.  H.,  and  Dustan,  H.  R:  Persistence  of  normal  blood  pressure  after  discontinuing  treatment  in  hypertensive  patients. 
Editorial,  Circulation.  25:433,  March  1962.  18.  Shubin,  H.:  Evaluation  of  mebutamate  (Capla),  a new  concept 
in  hypertension  therapy.  Scientific  Exhibit,  American  College  of  Cardiology,  New  York,  May  17-20,  1961.  19.  Snow, 
E.  W.:  Efficacy  of  mebutamate  as  a basic  antihypertensive  drug  compared  with  previously  prescribed  antihypertensive 
drugs,  Clin.  Med.,  in  press.  20.  Turek,  L.  H.:  Clinical  evaluation  of  mebutamate,  an  antihypertensive  agent: 
preliminary  report,  Clin.  Med.  5:1335,  July  1961. 

Wallace  Laboratories,  Cranbury,  New  Jersey 
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IDAHO 


Idaho  State  Medical  Association — 364  sonna  building,  Boise,  Idaho 

PRESIDENT  Paul  B.  Heustoti,  M.D.,  Twin  Falls 

SECRETARY  A.  Curtis  Joues,  M D.,  Boise 

EXECUTIVE  SECRETARY  Mr.  A.  L.  Bird,  Boise 

annual  meeting  June  17-20,  1964,  Sun  Valley 


Officers  and  Councilors  meet 

The  first  meeting  of  the  association  Officers  and 
Councilors  since  June  was  held  at  Sun  \^alley,  Oc- 
tober 4 and  5. 

President  Paul  B.  Heuston,  Twin  Falls,  presided 
at  the  two-day  session  during  which  time  many 
association  activities  of  the  past  few  months  and 
plans  for  future  work  were  approved. 

Attending  the  session  were:  President-Elect  Cor- 
win E.  Groom,  Pocatello;  Immediate  Past-President 
Manley  B.  Shaw,  Boise;  Secretary-Treasurer  A. 
Curtis  Jones,  Boise;  A.M.A.  Alternate  Delegate  Don- 
ald K.  Worden,  Lewiston;  Councilors  John  M. 
Ayers,  Moscow;  William  B.  Jewell,  Emmett;  James 
R.  Kircher,  Burley,  and  O.  D.  Hoffman  of  Rexburg. 

Rocky  Mountain  Medical  Conference 

Rocky  Mountain  Medical  Conference  in  Las 
\'egas,  October  30— November  2,  held  in  conjunction 
with  the  annual  meeting  of  the  Nevada  State  Medi- 
cal Association,  was  an  excellent  session  and  was 
attended  by  more  than  400  physicians.  Twenty-two 
from  Idaho  signed  in  at  the  Registration  Desk. 

Paul  B.  Heuston,  Twin  Falls,  President  of  the 
Idaho  State  Medical  Association,  presided  at  the 
afternoon  scientific  session  on  opening  day.  \'. 
Ellis  Knight,  Kimberly,  Chairman  of  the  Idaho  Con- 
ference Committee,  and  Executive  Secretary,  Mr.  Ar- 
mand  Bird,  also  attended  the  meeting. 

The  next  session  of  the  Conference  will  be  in 
Santa  Fe,  New  Mexico  in  1965. 

District  Medical  Society  elects 

New  officers  of  the  Southwestern  Idaho  District 
■Medical  Society  for  the  coming  year  are; 

President,  Harold  W.  Brown,  Nampa;  \4ce-Presi- 
dent,  Charles  E.  Krause,  Caldwell;  Secretary,  John 
B.  Clauser,  Nampa;  Treasurer,  Elizabeth  L.  Munn, 
Caldwell,  re-elected;  Council  Member,  W.  B.  Ross, 


Nampa;  Delegates,  William  B.  Jewell,  Emmett; 
Charles  E.  Krause,  Caldwell,  1964;  John  E.  Steelier, 
Caldwell;  and  Samuel  C.  Taylor,  Nampa,  1965; 

E.  R.  Carlsson,  Nampa;  and  Kenneth  E.  Droulard, 
Nampa,  1966,  re-elected. 

Idaho  Hospital  Association 

New  members  of  the  Idaho  Hospital  Association 
elected  at  their  annual  meeting  at  Sun  Valley  in 
October  are  President,  Mrs.  Steve  Lee,  Business 
Administrator,  Gooding  County  Memorial  Hospital, 
Gooding;  President-Elect,  Mr.  L.  Clay  Boyd,  Busi- 
ness Manager,  Gritman  Memorial  Hospital,  Mos- 

cow; Secretary-Treasurer,  Mr.  E.  E.  Gilbertson, 
Administrator,  St.  Luke’s  Hospital,  Boise. 

State  Board  of  Medicine  section 

Chairman  S.  M.  Poindexter,  Boise,  attended  the 
annual  meeting  of  the  Association  of  American  Medi- 
cal Colleges  in  Chicago,  October  24-30  at  the 
Sheraton  Hotel.  Dr.  Poindexter  is  a member  of  the 
AAMC  Committee  on  Licensure  Problems  on  which 
James  E.  McCormack,  Dean  of  Seton  Hall  College 
of  Medicine  and  Dentistry,  Jersey  City,  N.J.,  is 
Chairman. 

Two  physicians  applied  for  and  reeeived  Tem- 
porary Licenses  during  October.  They  are: 

L.  Eloyd  Hobbs,  Moscow,  graduate  of  the  Uni- 
versity of  \Trginia  School  of  Medicine,  Charlottes- 
ville, M.D.  Degree  June  14,  1932.  Internship  at 
the  University  of  Virginia  Hospital  1932  to  1933. 
Granted  TL-317  October  14,  1963,  Student  Health 
Service,  University  of  Idaho. 

Lyle  L.  Stones,  Caldwell,  graduate  of  the  Emory 
University  School  of  Medicine,  Atlanta,  Georgia. 
Internship  at  William  Beaumont  General  Hospital,  El 
Paso,  Texas  1957  to  1958.  Internal  Medicine  Resi- 
dency, Walter  Reed  General  Hospital,  Washington 
D.C.,  1958  to  1961.  Granted  TL-318  October  29, 
1963,  Internal  Medicine. 
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Idaho  Division— American  Cancer  Society 

Robert  E.  Lloyd,  Boise,  has  been  re-elected  Presi- 
dent of  the  Idaho  Division,  American  Cancer  So- 
ciety. Other  physicians  elected  to  the  Board  of  Di- 
rectors at  the  organization’s  annual  meeting  include 
James  C.  F.  Chapman  and  Terrell  O.  Carver,  Boise. 

Physicians  serving  on  the  Board  of  Directors  of 
the  society  include  Robert  E.  Staley,  Kellogg;  Ro- 
land D.  Brooks,  Moscow;  A.  Eugene  Pflug,  McCall; 
Samuel  C.  Taylor,  Nampa;  Marion  V.  Klingler,  Good- 
ing; Eugene  H.  Holsinger,  Burley;  Zach  A.  Johnson, 
Salmon;  Jay  P.  Merkley,  Pocatello;  O.  R.  Cutler, 
Preston;  Taylor  H.  Carr,  Idaho  Falls;  Robert  R. 
Klamt,  St.  Anthony;  Quentin  E.  Howard,  Boise; 
A.  William  Kendall,  Twin  Falls;  Clark  T.  Parker, 
Pocatello;  E.  R.  W.  Fox,  Coeur  d’Alene;  Frank 
W.  Crowe,  Boise;  James  H.  Bauman,  Lewiston,  and 
Blaine  H.  Passey,  Rexburg. 

Alfred  M.  Popma,  Boise,  is  an  honorary  life  mem- 
ber of  the  Board  of  Directors  of  the  Society. 


OBITUARIES 

DR.  WILLIAM  M.  MITCHELL,  who  had  practiced  in 
Parma,  Idaho,  for  32  years,  died  October  20  at  84 
years.  A native  of  New  York,  he  received  his  degree 
from  University  of  Maryland  School  of  Medicine 
in  1905.  He  was  issued  his  license  to  practice  in 
Idaho  in  1910  and  began  practice  in  Weiser  that 
same  year.  Following  his  retirement  in  1950  he  had 
lived  in  Caldwell. 

DR.  ROBERT  E.  DUNLAP,  87,  a Veteran  of  the  Spanish 
American  War,  died  in  Twin  Falls  on  October  14. 
His  degree  was  granted  by  Rush  Medical  College 
in  1902,  he  was  licensed  to  practice  in  Idaho  in 
1905.  He  had  practiced  in  Mohler  and  Oregon 
prior  to  moving  to  Craigmont,  where  he  practiced 
from  1915  until  his  retirement  in  1945. 


FOR  SPINAL  AND  RELATED  DISORDERS 

ORTHION 

COMBINING  5 PROVEN  THERAPIES 
...APPLIED  SIMULTANEOUSLY! 


1.  CERVICAL  TRACTION  2.  LEG  OR  PELVIC 
TRACTION  3.  PARAVERTEBRAL  MASSAGE 
4.  SOFT  TISSUE  STIMULATION  5.  HEAT 


Orthion  treatment  controls  are  precise  and  simple; 
and  treatments  are  easily  administered.  The  doc- 
tor or  nurse  is  not  required  to  remain  with  the 
patient  during  the  treatment,  nor  is  the  patient 
required  to  undress. 

Orthion  is  the  result  of  more  than  five  years  of 
research  and  development  in  hospitals,  clinics, 
and  doctor's  offices.  Because  of  increasingly 
broad  indications  for  which  it  has  been  used, 
Orthion  has  evolved  into  a method  of  treatment 
now  sought  particularly  by  physicians  in  General 
Practice,  Physiatrics,  Industrial  medicine  and 
Geriatrics. 


American  Congress  of  Physical  Medicine  and  Rehabilitation. 


COMBO  WATCH  STOP  WATCH 

Precision  Workmanship.  Imported 
SWISS  Movement  Guaranteed  TWO 
YEARS.  Chrome  and  Stainless  Steel 
Case  • Radium  Hands  • Shock 
Resistant  • Sweep  Hand  • Meas- 
ure Distance,  Speed  of  Cars,  Planes, 
and  other  moving  objects  • A 
Timekeeper  — TELEMETER  — TA 
CHOMETER  • Includes  45  minute 
and  6-Hour  Registers.  Jeweled 
Movement  Available  in  Chrome  or 
Gift  Case.  Full  Operating  instructions  • TEN  DAY 
Money  Back  Unconditional  Guarantee. 

ONLY  $9.95  Prepaid  Delivery 

Order  Today 

RITEWAY,  DEPT.  S-NM 
P.  O.  Box  5,  HEWLETT,  N.  Y. 


Some  of  the  indications  for  use  ore:  acute  cervical  whiplash  . . . 
chronic  post-whiplash  status  . . . radiating  brachial  pain  . . . 
arthritic  conditions  of  the  spine,  beginning  or  advanced  . . . 
lumbo-sacral  syndromes  . . . acute  or  traumatic  conditions  of  the 
spine  . . . fibro-myositis  . . . referred  pain  syndromes  . . . spas- 
tic conditions  of  the  musculotendineal  tissues  . . . neuritis  . . . 
radiculitis  . . . sciatica  . . . torticollis  . . . myalgia  . . . tension 
headaches  . . . post-traumatic  (post-concussion  headache)  . . . 
migraine  . . . trigeminal  neuralgia  . . . Meniere's  syndrome  . . . 
post-operative  pain  . . . musculo-skeletal  rehabilitation  . . . pos- 
tural abnormalities  . . . geriatrics  . . . post  C.V.A.  status. 

For  complete  information  write 

ORTHIOH,  INC. 

833  Dover  Drive  • Newport  Beach,  Calif.  • Phone  646*6863 
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cut  Rx  writing  by  2/3 
in  coids,f  In  or  grippe 


No  need  to  write  three  separate  prescriptions  for  antitussive, 
decongestant  and  analgesic  relief  of  common  cold, 
flu  or  grippe  symptoms  when  it  is  therapeutically  correct . . . 

economically  sound... to  specify 

ANTITUSSIVE/DECONGESTANT/ANALeESIG 

‘EMPRAZIL-G’TABLETS 

Each  tablet  contains: 

Codeine  Phosphate* 15  mg. 

‘Sudafed’®  brand  Pseudoephedrine  Hydrochloride. . 20  mg. 

‘Perazir®  brand  Chlorcyclizine  Hydrochloride '15  mg. 

Phenacetin .150  mo. 


Caffeine 30  mg. 

•Warning  — may  be  habit  forming 
‘Emprazil-C’  Tablets  are  available  on  prescription  only. 

Dosage:  Adults  and  children  over  12  years— 1 or  2 
tablets-3  times  daily  as  required.  Children  6 to  12 
years  — 1 tablet— 3 times  daily  as  required.  Caution: 
While  pseudoephedrine  is  virtually  without  pressor 
effect  in  normotensive  patients,  it  should  be  used 
with  caution  in  hypertension.  Also,  while  chlorcy- 
clizine has  a low  incidence  of  antihistaminic 
drowsiness,  the  usual  precautions  should  be 
observed.  Supplied:  Bottles  of  100  tablets. 

Also  available  without  codeine  as 
‘EMPRAZIL’®  TABLETS 

Complete  literature  available  on  request  from 
Professional  Services  Dept.  PML. 

jS'bURROUGHS  WELLCOME  & CO  (U.S.A.)  INC. 

Tuckahoe,  N.  Y. 


there  is 
nothing 
“new"  about 
Thorazine* 

brand  of 

chlorpromazine 

In  the  nine  years  since  it  became  available 
to  American  physicians,  Thorazine  (chlor- 
promazine, SK&F)  has  been  more  widely 
used,  more  thoroughly  investigated  and 
more  extensively  documented  than  any 
other  agent  of  its  type. 

Its  actions,  effects— and  side  effects— are 
well  known  throughout  the  medical  pro- 
fession. Its  efficacy  has  been  clearly  demon- 
strated. And  when  properly  used,  its  ad- 
vantages far  outweigh  any  possible  dis- 
advantages. 

This  is  why  there  is  nothing  “new”  about 
Thorazine  (chlorpromazine,  sk&f).  This  is 
why  it  remains  the  first  choice  in  many 
conditions— and  the  standard  against  which 
other  agents  are  inevitably  compared. 

This  is  why  it  is  one  of  the  fundamental 
drugs  in  medicine. 


SMITH  KLINE  & FRENCH 
LABORATORIES,  PHILADELPHIA 
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Your  recommendation  of  Coricidin  assures  responsible 
treatment  of  common  colds.  For  added  decongestant 
action,  recommend  Coricidin  “D”  DecongestantT ablets. 


Each  CORICIDIN  Tablet  contains: 
CHLOR-TRIMETON®  (chlorphen- 
iramine  maleate.  Schering)  2 mg., 
aspirin  0.23  Gm.,  phenacetin 
0.16  Gm.,  caffeine  0.03  Gm. 

Each  CORiCiOiN  "D"  Tablet  contains 
phenylephrine  10  mg.  in  addttion 
to  the  above  ingredients. 

CORICIDIN  Tablets,  brand  of  antihista- 
minic-antipyretiC'analgesic  compound 
$•<61 


i 


f. 


. 
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Here  is  a modern,  clinically- 
accurate  ECG  of  proven 
usefulness  in  thousands  of 
practices  — yet  light  and 
compact  enough  for  even  a 
slight  nurse  or  technician 
to  carry  with  ease. 
Complete  with  all  acces- 
sories, the  Sanborn  Model 
300  Visette®  electrocardio- 
graph weighs  only  18 
pounds,  is  as  compact  as  a 
ladies  overnight  case.  Fully 
diagnostic,  permanent  ’car- 
diograms in  all  standard 
leads  are  recorded  by 
heated  stylus  on  inkless 
Permapaper®,  for  immedi- 
ate interpretation.  Simple 
paper  loading,  pushbutton 
“grounding”,  space  for  all 
accessories  in  the  cover 
are  a few  of  the  Visette’s 
convenience  features.  Your 
nearby  Sanborn  Branch 
Office  or  Service  Agency 
will  be  happy  to  provide 
a demonstration  or  15-day 
No-Obligation  Trial  of  this 
modern,  lightweight,  mod- 
erately-priced ’cardiograph. 
Call  your  Sanborn  man  at 
your  convenience. 
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SANBORN  COMPANY 

MEDICAL  DIVISION  Waltham  54.  Mass. 

A Subsidiary  of  Hewlett-Packard  Company 


Seatfle  Branch  Office  1 1 1 Second  Ave.  North,  Mutual  2-1  144 
Portland  Sales  & Service  Agency  Corvek  Medical  Ec|uipment  Co. 
1005  N.W.  16th  Ave.,  Capitol  7-7559 
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PROFESSIONAL  classified 


Practice  Opportunities 

EXCEL.  OPPORTUNITY  FOR  GP  NO.-CENTRAL,  WASH. 

Small  towm  with  big  future  sbongly  desires  perma- 
nent physician.  New  hospital  only  six  miles  away 
but  no  physician  in  this  community  which  now 
serves  approximately  2,000  people.  Nearby  pending 
hydro-electric  project  uill  markedly  increase  local 
population  and  economy  plus  necessitate  the  rebuild- 
ing of  much  of  the  towm.  In  heart  of  fabulous  hunt- 
ing, boating,  flying  and  fishing  cormtry.  Contact 
either  Mr.  Fred  Evertsbusch,  local  pharmacist, 
Pateros,  Wash.,  or  Write  Box  6-A,  Northwest  Medi- 
cine, 500  Wall  St.,  Seattle,  Wash. 

EXCELLENT  GP  OPPORTUNITY 

Young  GP  to  associate  in  a two  or  three  physician 
practice.  Present  associate  is  accepting  a residency 
Jan.  64.  Patient  load  too  much  for  one  physician  to 
handle.  Partnership  available  after  reasonable  trial, 
if  mutually  agreeable.  Contact  Julius  R.  Rehal,  M.D. 
Stevenson,  W'ash. 


vacated  by  surgeon  with  large  practice  who  left 
the  area  unexpectedly.  Contact  Mr.  John  C.  Reith, 
TE  7-4601,  Horace  L.  Miller  Agency,  Sunnyside, 
Wash. 

PEDIATRICIAN  WANTED 

To  join  clinic  with  other  specialists,  in  suburban  area 
of  Seattle.  Write  Box  4-A,  Northwest  Medicine,  500 
Wall  St.,  Seattle,  Wash. 

PHYSICIAN  WANTED 

Immediate  opening  at  Washington  State  Peniten- 
tiary', Walla  Walla.  New  well-equipped  85-bed  hos- 
pital. Salary  $12,768-$  15,240  depending  on  quali- 
fications. Four  years  of  experience  required.  Civil 
Service,  paid  vacations  and  sick  leave,  social  secur- 
ity and  state  retirement.  Good  hunting,  fishing  and 
recreation  area.  Contact  Patricia  Brermer,  Assistant 
Personnel  Officer,  State  Department  of  Institutions, 
P.  O.  Box  867,  Olyonpia,  Wash. 

Locations  Desired 


GP  FOR  SWEET  HOME,  ORE.  IMMEDIATELY 

General  practice  immediately  available  due  to  the 
death  of  physician;  excellent  opportunity;  80J  insur- 
ance claims.  Fully  equipped  office.  Terms  flexible. 
Mr.  Charles  O.  Porter,  858  Pearl  St.,  Eugene,  Ore- 
gon. Phone  area  code  503,  342-1218. 

EASTERN  WASHINGTON  GP  OPPORTUNITY 

Equipment  and  fiumishings  for  sale  in  rented  new 
building.  Leaving  to  specialize  in  June  1964.  Will 
introduce  to  patients  and  associates.  WVite  Box  10- A, 
Northwest  Medicine,  500  Wall  St.,  Seattle,  Wash. 

GP  WANTED-WESTERN  WASHINGTON 

To  assume  unopposed  practice  in  modem  well- 
equipped  office  in  agricultural  town,  20  miles  from 
city  and  hospital.  Practice  is  independent  but  under 
auspices  of  nearby  clinic  group.  Should  gross  over 
$50,000.  No  investment  required.  Contact  Mr.  Her- 
bert Shrier,  529  West  Fourth,  Olympia,  Wash. 

ALLIED  PERSONNEL  OFFICES,  INC. 

Our  recmiting,  screening  and  referral  services  can  be 
of  valuable  assistance  to  you  in  securing  the  med- 
ically trained  person  or  situation  you  desire.  Seattle 
offices  247  Logan  Bldg.,  MA.  4-4793,  Everett  office, 
703  Medical  Dental  Bldg.,  AL.  2-3157. 

SURGEON  WANTED  SUNNYSIDE 

Suite  available  for  surgeon.  Space  was  suddenly 


INTERNIST  DESIRES  ASSOCIATION 

University  trained,  subspecialty  training  in  hema- 
tology. At  present  chief  medical  resident.  Will  be 
available  for  practice  in  July  1964.  Want  associ- 
ation with  other  internists  or  group.  MiHtary  obli- 
gation completed.  Write  Box  7-A,  Northwest  Medi- 
cine, 500  Wall  St.,  Seattle,  Wash. 

YOUNG  GP  DESIRES  LOCATION 

ty'ill  consider  solo,  group  or  association  in  mral 
community  with  greater  than  1,500  population. 
Presently  interning.  Available  July  1,  1964.  K.  D. 
Austin,  M.D.,  3348  Larimore  Ave.,  Omaha  11,  Neb. 


Office  Space 


SNO-KING  AREA 


Available  December  1.  Applications  are  bemg  in- 
vited for  space  in  a well-designed,  15-unit  building. 
Centrally  located;  2 blocks  from  Stevens  Memorial 
Hospital.  Address  inquiries  to  Director,  Tri-City 
Professional  Center,  143  - 5th  Ave.  North,  Edmonds, 
Wash.  Phone  PR  8-1151. 


MEDICAL  SUITE-LYNNWOOD,  WASH. 

Suite  available  in  distinctive  medical  building,  ready 
for  immediate  occupancy.  Located  near  Stevens 
Memorial  Hospital.  Call  A.  F.  Stamey,  D.D.S.,  PR 
8-4611. 
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MARINE  VIEW  DRIVE  MEDICAL  BUILDING 

Suite  available  in  new  medical  building,  located  in 
Des  Moines  area.  Air  conditioned,  over  850  sq.  ft., 
in  size.  Puget  Sound  view.  Ready  for  immediate 
occupancy.  Five  minutes  to  Bm-ien  General  Hospital. 
MU  2-3750  or  eves  LA  4-5709. 


medical  building  which  will  be  owned  and  controlled 
by  the  group.  This  building  will  be  located  in  a fast 
growing  area  of  suburban  Seattle.  For  further  infor- 
mation write  Box  9-A,  Northwest  Medicine,  500  Wall 
St.,  Seattle,  Wash. 


PROFESSIONAL  MEN 

Information  will  gladly  be  given  on  a proposed  pro- 
fessional building  to  be  located  at  88th  and  Pacific 
Ave.,  Tacoma.  LE  7-5434  or  Mr.  Lawrence  Bayer, 
12229  West  Pipeline  Road,  Tacoma,  Wash. 

MEDICAL  SUITE-BELLEVUE 

Available  January  1964,  approximately  1,400  sq. 
ft.,  of  desirable  space  in  established  modern,  medi- 
cal dental  chnic  in  the  heart  of  Bellevue,  Wash. 
Presently  set  up  for  two  physicians.  Interested 
parties  contact  Moyer  Investment  Co.,  1116  Norton 
Bldg.,  Seattle,  MU  2-3533. 


MEDICAL  SUITE-OLYMPIA 

Prefer  neurologist  or  psychiatrist  for  suit  available 
in  Medical-Dental  Building,  Olympia.  Contact  Mr. 
Ray  Moen,  FL  7-7779,  519  Washington  St.,  Olym- 
pia, Wash. 


SPACE  AVAILABLE 

A group  of  ten  physicians  is  forming  to  construct  a 


Investments 


INVESTMENT  IN  BUILDING  SITES 

Excellent  sites  available  for  clinic  and  professional 
offices  in  Seattle  at  important  locations  on  65th  & 
Phinney  and  also  in  Lake  City.  Will  build  for  ten- 
ants or  sell  sites  for  investment.  Inquiries  to  Paul  J. 
Zeman,  16267-38th  N.E.,  Seattle  55,  Wash. 

POSTAGE  STAMPS  FOR  INVESTMENT 

Our  P.S.I.  program  will  be  of  advantage  to  you. 
Details  and  a selection  will  be  sent  upon  request. 
Lawrence  M.  Nathan,  CPA,  4534V2  University  Way, 
N.E.,  Seattle,  98105. 


Services 


PERISTALTIC  ENEMA  SERVICE 

Referred  cases.  Mary  E.  Stack,  R.N.,  offices  in 
Rhododendron  Building,  Room  102,  1006  Spring  St., 
Seattle,  Wash.  Call  MA  3-2971. 


confusion  and  apathy  ... 
...to  Clarity  and  Interest 


Cerebro-Nicin 

CAPSULES 


A safe  effective  cerebral  stimulant  and  vasodilator 
for  your  forgetful  aging  patient.  On  Cerebro-Nicin 
therapy,  your  patient  shows  improvement  in  social 
activity  and  relationships,  and  greater  concern 
with  personal  appearance. 

FORMULA;  CAUTION:  Most  persons  ex- 

PTZ  (Pentamethylene  perience  a flushing  and  tin- 

Tetrazole)  100  mg.  g|jpg  sensation  after  taking 

Nicotinic  Acid  100  mg.  ^ higher  potency  niacin- 

Vitamin  C 100  mg.  containing  compound.  As  a 

Thiamine  HCI 25  mg.  secondary  reaction  some 

Riboflavin 2 mg.  will  complain  of  nausea  and 

Pyridoxine  3 mg.  other  sensations  of  discom- 

1-Glutamic  Acid 50  mg.  fort.  This  reaction  is  tran- 

INDICATIONS:  Apathy,  dizzy  spells,  sient  and  is  rarely  a cause 

mild  behavior  disorders,  mental  con-  for  discontinuance  of  the 

fusion,  functional  memory  defects.  ^j^^g  |f  pg,jgn{  fgrg. 

AVERAGE  DOSE:  One  capsule  three  warned  to  expect  the  reaction, 

times  daily. 

AVAILABLE:  Bottles  of  100  and  500  WARNING:  Contraindicated  in 

capsules.  the  presence  of  epilepsy. 


Write  for  samples  and  literature .. . 

THE  BROWN  PHARMACEUTICAL  COMPANY 

'^-'^7  2500  West  Sixth  Street,  Los  Angeles  57,  California 
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DIRECTORY  OF  Adv€l  tlS€TS 


Ames  Company,  Inc. 

Basic  urine  tests  938 

Brown  Pharmaceutical  Co.,  The 

Cerebro-Nicin  991 

Burroughs-Wellcome  & Company 

Emprazil  C 986 

Campbell  Soup 

Soup  (Legumes)  967 

Ciba  Pharmaceutical  Company 

Serpasil  937 

Coca-Cola  932 

Cutter  Laboratories 

Hyparotin  Back  Cover 


Haack  Laboratories,  Inc. 

Belap 

Neosorb 

Lakeside  Laboratories 

Cantil 


941 

Third  Cover 
Insert  975-976 


Lederle  Laboratories 

Declomijcin  981 

Lilly,  Eli  and  Company 

V-Cillin  K 944 


Mead  Johnson  Laboratories 

Vasodilan  CVD  940 

Orthion,  Inc. 

Traction  and  massage 
apparatus  985 

Parke,  Davis  and  Company 

Dilantin  Inside  Front  Cover 

Pharmaceutical  Manufacturer's  Assn 

972, 974 

Raleigh  Hills  Hospital 

Comprehensive  treatment  of 
psychiatric  conditions  980 

Riteway 

Combo  icatch  <b  stop  watch 

985 

Robins,  A.  H.  Company,  Inc. 

Dimetane  Expectorant  936 

Roche  Laboratories,  Inc. 

Librium  978 

Roerig,  J.  B.  and  Company 

Antivert  970 

Atarax  insert  933-934-935 

Sanborn  Company 

Model  300  Visette  ECG  989 


OF  MEDICAL  SOCIETIES 


AMA  Annual — San  Francisco,  June  21- 
25,  1964,  New  York,  June  20-24, 
1965. 

AMA  Clinical — Miami  Beach,  Nov.  29- 
Dec.  2,  1964. 

Idaho  State  Medical  Association — June 
17-20,  1964,  Sun  Valley. 

Northwest  Soc.  for  Clin.  Research — Jan. 
10-11,  1964,  Vancouver,  B.  C. 

Pres.,  Denys  K.  Ford,  Vancouver 
Sec.,  R.  E.  Beck,  Vancouver 

Oregon  State  Medical  Association  — 
Oct.  13-17,  1964,  Eugene 

Washington  State  Medical  Association- 
Sept.  13-16,  1964,  SeatUe. 

West  Coast  Allergy  Society,  Dec.  5-7, 
1963,  Las  Vegas,  Nevada 
Pres.,  M.  Coleman  Harris.  San  Fran- 
cisco 

Sec.,  James  E.  Stroh,  Seattle 


OREGON 

Ore.  Acad.  Ophth.  & Otolar.— Portland 
Aero  Club,  4th  Tue.,  Sept.-May. 
Pres.,  Robert  M.  Hansen,  Portland 
Sec.,  Thomas  E.  Talbott,  Portland 

Oregon  Dermatologic  Society — Portland 
2nd  Wednesday  (Nov.,  Jan. -Apr.) 
Pres.,  Sheldon  Walker,  Portland 
Sec.,  F.  A.  J.  Kingery,  Portland 

Oregon  District  Branch  of  American 
Psychiatric  Association 
Pres.,  Emanuel  I.  Silk,  Pendleton 
Sec.,  Henry  H.  Dixon,  Jr.,  Portland 

Oregon  Pathologists  Association — Port- 
land, 2nd  Wednesday  (Feb.,  Apr., 
Oct.,  Dec.) 

Pres.,  'Terence  Cochran,  Portland 
Sec.,  K.  D.  McMilan,  Eugene 

Oregon  Radiological  Society — Univer- 
sity Club,  Portland,  2nd  Wednesday 
through  school  year 
Pres.,  Fred  C.  Shipps,  Jr.,  Portland 
Sec.,  James  A.  Schneider,  Portland 


Ore.  Soc.  Obst.  & Gynec. — Portland, 
Park  Heathman,  3rd  Fri.  (Oct.,  Nov., 
Jan.,  May) 

Pres.,  W.  L.  Hartmann,  Portland 
Sec.,  T.  A.  Treanor,  Portland 

Oregon  State  Society  of  Anesthesiolo- 
gists— Portland,  3rd  Friday  (except 
June,  July,  Aug.) 

Pres.,  J.  A.  Siebs,  Eugene 
Sec.,  P.  E.  Schaff,  Portland 

Oregon  Urological  Society — Quarterly 
Meetings,  University  Club,  Portland 
Pres.,  John  Hand,  Portland 
Sec.,  John  R.  Barr,  Portland 

Portland  Academy  of  Hypnosis  — 3rd 
Monday  (Sept.-May)  Congress  Hotel 
Pres.,  Arnold  Rustin 
Sec.,  Irl  Clarg 

Portland  Academy  of  Pediatrics — 1st 
Monday 

Pres.,  W.  M.  Clark,  Jr. 

Sec.,  J.  W.  Bussman 

Portland  Surgical  Society — last  Tuesday 
(Sept.-May),  UOMS  Library 
Pres.,  H.  Minor  Nichols 
Sec.,  H.  W.  Baker 


WASHINGTON 


Puget  Sd.  Acad.  Ophth.  & Oto. — 3rd 
Tues.  (Oct.-May)  Seattle  or  Tacoma. 
Annual — Seattle,  Jan.  17,  18,  1964. 
Pres.,  H.  L.  Maier,  Tacoma 
Sec.,  D.  F.  Milam.  Jr.,  Bellevue 

Seattle  Academy  of  Surgery — 3rd  Wed. 
bi-monthly:  Seattle  Yacht  Club. 
Pres.,  E.  B.  Parmelee 
Sec.,  W.  S.  Brown 

Seattle  Gyn.  Soc. — 3rd  Wed.  exc.  June, 
Aug.,  Dec.,  Feb. 

Pres.,  D.  M.  McIntyre,  Seattle 
Sect..  E.  T.  MacCamy,  Seattle 

Seattle  Pediatric  Society — 3rd  Friday 
(Sept.-May),  College  Club 
E.  J.  Wollenweber,  Seattle 
A.  L.  Skinner,  Seattle 


Schering  Corporation 


Coricidin 

988 

Searle,  G.  D.  and  Company 

Metamucil 

942 

Shadel  Hospital,  Inc. 

Treatment  of  alcoholism  973 

Sherman  Laboratories,  Inc. 

Protamide 

930 

Smith,  Kline  & French  Laboratories 

Thorazine 

987 

Syntex  Laboratories,  Inc. 

Synalar 

977 

Tacoma  Electrophysics  Laboratory 

973 

Wallace  Laboratories 

Capla 

982-983 

Deprol 

928-929 

Milt  own 

968-969 

Winthrop  Laboratories 

P.N.S. 

971 

Witter,  Dean  and  Comoany 

Financial  analysis 

927 

Wyeth  Laboratories 

SMA-New  formula 

939 

Seattle  Surg.  So. — 4th  Mon.  (Sep.- 
June)  Annual — Seattle,  Jan.  24-25, 
1964. 

Pres.,  Eric  Sanderson,  Seattle 
Sec.,  R.  C.  Coe,  Seattle 


Spokane  Society  of  Internal  Medicine — 
Quarterly,  Rockwood  Clinic 
Annual — Mar.  7,  1964 
Pres.,  Loren  Gothberg 
Sec.,  Arch  Logan,  Jr. 


Tacoma  Academy  of  Internal  Medicine 
—4th  Tuesday  (Sept.-May) 

Pres.,  R.  A.  Kallsen 
Sec.,  R.  A.  O’Connell 


Tacoma  Surgical  Club— May  2,  1964,  3rd 
Tuesday  (Sept.-May) 

Pres.,  Dumont  Staatz 
Sec.,  Robert  B.  Burt 

Washington  Academy  of  Clinical  Hyp- 
nosis— 3rd  Friday  (Sept. -June) 
Pres.,  "Tom  Wall,  D.M.t).,  Seattle 
Sec.,  John  E.  Nelson,  Seattle 

Washington  Academy  of  General  Prac- 
tice— Tacoma,  May  14-16,  1964 
Pres.,  Duncan  Robertson,  Seattle 
Sec.,  John  Gahringer,  Wenatchee 

Washington  State  Radiological  Society 
—Seattle,  Quarterly 
Pres.,  W.  A.  Chesledon,  Seattle 
Sec.,  R.  H.  Rosenberg.  Seattle 

Wash.  St.  Soc.  of  Anesthesiologists 
Pres.,  Lucien  Morris,  Seattle 
Sec.,  Henry  D.  Green,  Seattle 

Wash.  St.  Soc.  of  Allergy 

Pres.,  Alexander  Altrose,  Seattle 
Sec.,  Samuel  H.  Tarlca,  Seattle 

Yakima  Obstetrical  and  Gynecological 
Society— Last  Monday  (except  July, 
Aug.,  Dec.) 

Sec.,  A.  W.  Bostrom,  Jr. 

Yakima  Surgical  Society — Last  Thurs- 
day (Sept.-Mav) 

Pres.,  James  P.  Thompson 
Sec..  Donald  K.  WUliams 
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Abdominal  Injuries,  Richards,  625 
Abnormalities  of  Ventilation,  see  Pul- 
monary Physiology  II 
Aerosol  Sprays  for  Treatment  of  Super- 
ficial Burns,  Direct  Testing  of,  Ingham, 
881 

Aftercare  Program  for  Discharged  Mental 
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Motors  Proving  Ground,  Lundstrom,  615 
Benign  Gastric  Ulcer,  Prognosis  Following 
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Treatment  of  Superficial,  Ingham,  881 
Cancer  Registries  in  Hospitals,  Metheny, 
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Carcinoma  of  the  Duodenum  Following 
Irradiation,  Resection  of.  Report  of  a 
Case,  Burns,  Shields,  425 
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blatt, 195 

Child  Who  Is  Failing  in  School,  Physician's 
Approach  to  Helping  the,  Lagozzino,  951 
Choline  Salicylate  in  Pediatric  Practice, 
Trial  of  a New  Soluble  Analgesic,  Tap- 
per, 122 

Codeine  as  Control,  A Comparative  Clin- 
ical Test  of  Pholcodine  with,  Kelly,  871 
Comparative  Clinical  Test  of  Pholcodine 
with  Codeine  as  Control,  Kelly,  871 
Concepts,  General,  see  Pulmonary  Phy- 
siology I 

Contralateral  Ureteroureterostomy,  Moore, 
360 

Coronary  Reconstruction  for  Angina  Pec- 
toris, Rao,  Kellogg,  Bourdeau,  42 
Critic,  Main  Street  and  the  Academic, 
Peterson,  421 

Current  Concepts  in  the  Prevention  of 
Paralytic  Poliomyelitis,  Ager,  Bucove, 
715 

Cytology,  Uterine,  and  the  Follow-up,  Ful- 
ler, 441 

Death  and  Injury  by  Design,  Campbell, 
609 

Death  in  Oregon,  Official  Investigation  of, 
Osterud,  954 

Debility,  Severe,  Use  of  Stanazolol  in. 
Snow,  194 

Developing  Uncommon  Skill  with  Common 
Emotional  Problems,  Conte,  Wolfrom, 
Rew,  771 


Diffusion,  Impairment  of,  see  Pulmonary 
Physiology  III 

Direct  Testing  of  Aerosol  Sprays  for 
Treatment  of  Superficial  Burns,  Ingham, 
881 

Disease,  Mitral  Valve,  Sauvage,  Logan, 
Wood,  Bill,  432 

Disease,  Stokes-Adams,  Hughes,  King, 
Lawrence,  775 

Diving  Problems,  Air  Embolism  and  Other, 
Kruse,  525 

Doctor,  Public  Image  of  the,  Braceland,  25 
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General  Concepts,  see  Pulmonary  Physi- 
ology I 

General  Considerations  of  a Medical  Part- 
nership, Snell,  523 

Hand  Injuries,  Management  of,  McCor- 
mack, 605 

Head  Injuries,  Foltz,  705 
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cian Cooperation  with,  Skinner,  Deisher, 
Billington,  Douglass,  273 
Hemorrhoids,  Radial  vs  Circular  Re- 
moval of,  Litvin,  428 

Hip,  Mould  and  Prosthetic  Arthroplasties 
of  the,  LeCocq,  181 

Hypnosis,  Saving  Time  with,  Trombley, 
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Image  of  the  Doctor,  Public,  Braceland, 
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